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Foreword 


The idea of an Encyclopaedic Handbook of Medical Psychol- 
ogy occurred to Stephen Krauss not long after his retirement, in 
1967, from his post as Consultant Psychiatrist to Fair Mile 
Hospital, Wallingford, in Berkshire. In the best tradition of 
Encyclopaedists from Diderot to the present day, his aim was to 
bring together, in-authoritative yet precise form, articles which, 
when taken together, would mirror the face of psychological 
medicine as it exists today. He wished his projected Encyc- 
lopaedia to deal not only with issues of direct concern to the 
practice of psychiatry but also with cognate disciplines, in 
particular psychology, which endeavour to provide psychiatry 
with its basic foundations. Such a work, he felt, could be of help 
not only to the psychiatrist seeking a broad view of his subject 
but also to psychologists and social scientists seeking informa- 
tion on particular topics and points of view within the general 
field of psychological medicine. 

Early in 1971, Stephen Krauss set to work in earnest. Assisted 
by a small group of Honorary Editorial Consultants, he 
approached some two hundred persons with the request that 
they might agree to contribute articles on specified topics of 
relevance to psychiatry. Most of those approached were 
practicing psychiatrists but their number included too a few 
neurologists, and others with special knowledge of certain areas 
of inquiry bearing upon psychiatric issues. The great majority 
responded favourably and there was indeed at one time hope 
that all the material might be in the hands of Messrs. 
Butterworths, who had expressed great interest in the project, 
before the end of the year. : 

Alas, this was not to be. At the end of 1971, many vital 
contributions were still outstanding and the preparation of 
others had been delayed by difficulties in arranging translation, 
which proved altogether more time-consuming than had been 
anticipated. These difficulties were compounded by the British 
postal strike early in 1972 which virtually abolished communi- 
cation by letter in Britain for some two months. But the most 
shattering blow of all fell when over two-thirds of the material 
had been received and publication seemed at last within sight. 
This was the totally unexpected death of Stephen Krauss himself 
on 5 January 1973. 


This blow might easily have proved fatal to the whole 
venture. That it did not is wholly due to the energy and devotion 
of Mrs. Neena Krauss, who with the assistance of her son, Philip, 
at once set about salvaging all manuscripts and correspondence 
relevant to the Encyclopaedic Handbook. This. material was 
then passed to the Publishers, Butterworths, who arranged for 
all manuscripts to be checked against the existing plan of the 
book. It was found that, although most of the articles submitted 
had been scrutinized with great care by Stephen Krauss himself, 
a certain number were still in need of editorial attention. 
Further, some thirty articles, many of critical importance, had 
still not been received. 

At the initiative of the Publishers, the members of the 
Honorary Editorial Panel met on 15 November, 1973, to review 
the situation and consider what action might be taken to bring 
the project to an early outcome. It was decided to proceed as, 
speedily as possible in accordance with Stephen Krauss’s 
original plans for the volume. In some cases, however, it was 
found necessary to seek new authors for contributions which it 
now seemed virtually certain would not otherwise be forthcom- 
ing. This, together with the need to revise, sometimes radically, 
a small number of existing contributions, unfortunately intro- 
duced some further delay into the preparation of the Handbook. 

The Honorary Editorial Consultants wish to express their very 
sincere gratitude to Mrs. Neena Krauss for all the encourage- 
ment and assistance she has given them; equally, their sincere 
regret that she has had to wait so long for the outcome of her late 
husband's enterprise. They wish also to express their particular 
indebtedness to the Publishers, Butterworths, not only for their 
devoted work in preparation of this volume but also for their 
forbearance in the face of seemingly endless difficulty and 
delay. Finally, they must thank the many authors of this volume 
both for their contributions and for the patience with which they 
have so uncomplainingly awaited their oft-delayed publication. 


Kenneth Rawnsley 
W. Linford Rees 
O. L. Zangwill 


A. H. Crisp 
Max Hamilton 
W. Malcolm Millar 
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Biographical Note 


Stephen Krauss was born in Budapest of Jewish extraction on 22 
June, 1902. His father was a Hebrew scholar of some eminence, 
from whom perhaps Stephen inherited his life-long love of 
books and study. Educated at the University of Vienna, he 
specialized in psychology, in which subject he attained his 
doctorate in 1926. Although retaining his interest in psycholo- 
gy, Krauss decided to qualify in medicine, being awarded his 
M.D. at the University of Basle in 1934. After a short period as a 
Research Fellow at the Hebrew University of Jerusalem, he 
came to England in 1938 where he soon became a well known 
and widely respected member of the British psychiatric 
community. He died suddenly on 5 January 1973, aged 70. 

In England, Krauss made his mark as a clinical psychiatrist of 
undoubted acumen. During the war, he worked in the 
Emergency Medical Services Neurosis Centre at Mill Hill, 
where a war-time wing of the Maudsley Hospital had estab- 
lished itself. After the war he held psychiatric appointments at 
Holloway Sanatorium, Virginia Water, and at the Durham 
County Mental Hospital at Sedgefield. (It was characteristic of 
him that, while working as a full-time clinical psychiatrist, he 
succeeded in obtaining a M.Sc. degree from the University of 
Durham). His most important posts however were as Consultant 
Psychiatrist to Fair Mile Hospital, Wallingford and to the Royal 
Berkshire Hospital at Reading. These posts he held until his 
retirement in 1967, after which he accepted appointment as 
visiting psychotherapist to the Prison Service; this post he 
retained until his death. 

Krauss’s early interests lay especially in the psychological 
manifestations of organic disease of the brain. One of his first 
published papers was concerned with the Korsakoff syndrome, 
which had hitherto been considered almost exclusively in terms 
of the dramatic memory defect. Krauss was able to show that 
there are in addition important changes in personality, more 
especially in spontaneity and initiative. In his analysis of these 
changes, he drew heavily on the ideas of Kurt Lewin, at that time 
a prominent member of the Gestalt School of Psychology 
centred on Berlin. Although his interest in organic mental 
syndromes remained with him all his life, his later studies were 
concerned with clinical issues rather than with exhaustive 
psychological analysis of a kind more highly valued on the 
Continent than in Britain. 

Among Krauss'’s later studies, two are of particular impor- 


tance. These are both concerned with the psychiatric aspect of 
neurological disorder. In the first, on what he called ‘marginal 
encephalopathies’, he directed special attention to the psychiat- 
ric after-effects of episodes of encephalitis, which might often 
have gone unrecognized. Although the neurological residua 
might be minimal, the psychological consequences were often 
profound. In much the same way, he regarded the psychologi- 
cal after-effects of chorea as deserving of serious psychiatric 
attention. Indeed one of his papers on this topic is reproduced in 
slightly shortened form in this Handbook. 

Krauss’s concern with the psychological manifestations of 
organic brain disease grew quite naturally out of his background 
in pre-War Continental—particularly Viennese—psychiatry. 
Until recently at least, however, this topic has attracted 
comparatively little interest in British psychiatric circles. It is 
difficult to see the reason for this, particularly since the physical 
basis of psychiatric illness dominated the thought of Henry 
Maudsley and other influential pioneers of psychological 
medicine in Britain. Probably the divorce between neurology 
and psychiatry, so much more complete in Britain than on the 
Continent, had much to do with it. Fortunately, however, we are 
now beginning to see a reversal of this trend—a development to 
which Krauss and others trained in psychiatry on the Continent 
and who sought refuge from Hitler in Britain, have done so 
much to encourage. This trend is well shown by the recent 
studies of schizophreniform disorders associated with epilepsy, 
of the psychiatric after-effects of encephalitis, and of the 
psychological and educational implications of brain damage in 
early childhood. 

It would however be wrong to regard Stephen Krauss as 
wholly preoccupied with the neurological aspect of his 
discipline. His interest in general psychology, always strong, led 
him to concern himself with problems of language and 
symbolism, with personality and its assessment, and with many 
other issues on the borderlines of psychology and psychiatry. 
His involvement in these fields was recognized by his election 
to Fellowship of the British Psychological Society. Furthermore, 
an invitation to give a Charité Oration at the Humboldt 
University in Berlin in 1960 was an occasion that gave great 
pleasure not only to Krauss himself but to his many friends and 
colleagues in Britain. 

As a person, Stephen Krauss’s quiet though sympathetic 


XV 


personality won him many friends, though his essential 
diffidence perhaps restricted in some measure his range of 
intellectual effectiveness. As his old friend and colleague of 
Vienna days, the late Professor Erwin Stengel, wrote in an 
Obituary Notice in the British Medical Journal: ‘Dr. Krauss was 
kindly, modest, unpretentious and somewhat remote, and his 
chief leisure activity was the pursuit of knowledge.’ This 
Handbook is truly a fruit of his ‘chief leisure activity’, the 
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completion of which he unfortunately did not survive to see. It 
stands as a memorial to his vision, enterprise and scholarship. 


O. L. Zangwill 


Psychological Laboratory, 
University of Cambridge. 
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Accident Proneness 


G. C. DREW 


The term ‘accident proneness’ was first used by Farmer and 
Chambers (1926) to denote ‘a personal idiosyncrasy predispos- 
ing the individual who possesses it in a marked degree to a 
relatively high accident rate’. It was assumed that in any given 
individual the characteristic was a relatively stable one, and that 
individuals could be differentiated one from another in the 
degree to which they possessed it. The concept was developed 
as an attemptto explain the observed distribution of accidents in 
populations exposed to broadly similar risks. Such distributions 
are characteristically J shaped with a minority of individuals 
being responsible for a majority of accidents. Thus Greenwood 
and Woods (1919) in a study of 648 women munitions workers 
who suffered a total of 391 accidents during the period under 
review, found that while 69 per cent of the women had no 
accidents, 4 per cent of them accounted for 22 per cent of the 
accidents and 10 per cent for 43 per cent of accidents, (figures 
rounded to nearest whole number). 

Greenwood and Yule (1920) compared this observed dis- 
tribution with those given by three hypotheses: (1) that 
individuals are equally liable and accidents occur by chance, as 
given by a Poisson series, (2) that individuals start with equal 
liability, but that experiencing one may predispose the indi- 
vidual to be involved in further accidents, (biased hypothesis), 
and (3) that individuals start with unequal liabilities. The 
distribution given by (3), the hypothesis of unequal liability, 
most closely approximated the observed distribution. These 
findings were confirmed and extended by Newbold (1926, 
1927) and by Farmer and Chambers themselves. 

In spite of warnings by Greenwood and Yule and by Newbold 
of the dangers of reading too much into the similarity of the 
distributions, the idea that individuals differed inherently one 
from another in their liability to accidents gained ready and 
widespread acceptance. It has proved extremely difficult to find 
evidence to confirm this hypothesis and this has led to some 
controversy as to whether the frequency of accidents really does 
differ from chance. The weight of the evidence, however, is in 
favour of a non-random distribution. Whitfield (1949, 1955) 
and Hakkinen (1958), amongst others, have compared the 
expected and observed frequencies in most carefully designed 
and controlled studies and have demonstrated that, even when 
all possible allowances are made, the observed distribution of 
accidents differs significantly from chance. Arbous and Kerrich 


(1951), quoting evidence from Adelstein and others, conclude 
that, where Poisson distributions have been found, the reason 
may lie in inadequate time sampling. 

The attraction of the accident proneness hypothesis lies in the 
implications that there will be a correspondence between those 
who suffer minor accidents and those liable to be involved in 
major accidents, that people involved in multiple accidents in 
one time sample will tend to be the accident repeaters in any 
subsequent time sample and that it should be possible, given 
suitable test procedures, to identify such individuals in advance, 
and hence to reduce the incidence and severity of accidents. 
Each of these deductions has been the subject of considerable 
research, but in no case is the evidence unequivocal, 

Farmer and Chambers obtained correlation coefficients 
ranging from —0.004 to +0.424 between minor and major 
accidents for 14,524 dockyard workers over a one year period; 
while others report correlations of the order of +0.10 to +0.15. 
When accidents are grouped into type of accident, as in Brown 
and Ghiselli’s (1949) subdivision of accidents to trolley-car 
motormen into collisions with pedestrians, motor vehicles and 
so on, the correlations obtained show the same range and are of 
a similar order of magnitude. Comparison of individuals 
suffering minor accidents in one time sample with those in 
successive time samples again give correlations varying from 
—0.01 to +0.62 with the majority being low and positive. In 
general, correlations between individuals suffering minor 
accidents in successive time samples, between those involved 
in minor and in major accidents and between those involved in 
similar types of accidents in successive periods are positive but 
small and marginally significant. Attempts to identify accident- 
prone individuals by means of cognitive tests have generally 
been unsuccessful. This is hardly’surprising, since, as Arbous 
and Kerrich have pointed out, ‘if the efficiency with which the 
criterion can predict itself is only of the order of +0.30, then itis 
a fond hope to expect that any test, which can only measure part 
of the criterion, ‘will have a predicting efficiency as great as, or 
greater than +0.30’. 

The dilemma of accident proneness is that while a minority of 
individuals at risk suffer a greater than chance number of 
accidents, and a greater than chance number of people have no 
accidents, the accident repeaters are not the same in successive 
time samples and psychomotor tests have failed to distinguish 
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between those who have multiple accidents and those who 
have none. On the other hand, case history studies give a 
somewhat clearer picture of the accident repeater as a man 
tending to have a history of social and domestic difficulties and 
exhibiting certain aggressive and non-conforming personality 
traits. Equally, there is sound evidence for the view that the 
‘middle-aged, married man with a good education and a good 
job’ (Borkenstein et al. 1964) is under-represented in accident 
statistics. It is perhaps noteworthy that one of the very few 
successful attempts to predict which individuals were likely to 
have accidents was that of Biesheuvel and White (1949) who 
used three measures of personality as well as of intelligence and 
flying skill to predict accidents in pilots under training. Evidence 
further suggests that accidents to a given individual tend to 
occur in cycles, and that these cycles may be triggered by 
emotional stress. Shaw and Sichel (1961) have demonstrated 
the triggering effect of emotional level on accident rates by 
showing a widespread increase in accident rates lasting several 
months in South Africa following the Sharpeville massacre. 

It may be that the solution to the dilemma is to be found in this 
cyclic phenomenon. This is supported by the work of Rahe, 
Mahan and Arthur (1970) who have shown in most carefully 
controlled studies, that ‘life crises’ scores, weighted scores of 
disturbances, from bereavement to parking tickets, experienced 
by individuals over a period of months, have a significant 
relation to illness and accidents combined in a succeeding 
six-month period. The distinction between high and low scorers 
in ‘life crises’ progressively blurs as individuals move from one 
category to another. Such scores are not as yet sufficiently 
refined to be able to predict for individuals, and the criterion 
used has been all attendances at medical centres. The results 


however show a striking correspondence with those from 
accident surveys, in that they show (1) unequal liability of 
different groups to require medical attention, (2) the depen- 
dence of this differential liability on the amount of disturbance, 
and especially emotional disturbance, experienced in the 
recent past, and (3) the transitory nature of the effect of such 
disturbances so that it is not necessarily the same individuals 
who appear in high liability groups in successive time samples. 
Further work in this area may help to resolve the dilemma of 
accident proneness. At present, the evidence will allow us 
neither to accept nor reject the concept. 
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Adolescence 


DEREK MILLER 


Although it is a general assumption that adolescence starts at 
about the age of eleven or twelve and finishes at nineteen or 
twenty, to delimit it on the basis of age is not really satisfactory. 
The age range of adolescence is subject to social class, cultural 
and historical variation. Until the nineteenth century most 
people were not adolescent, they passed via puberty from child 
to adulthood; adolescence as currently understood was a 
prerogative of the affluent. From an emotional, educational and 
social view, maturational age is more significant than 
chronological age. 

Adolescence has been defined as a psychological process of 
adaptation to puberty (Blos, 1962). However, in the middle and 
upper socioeconomic classes it continues well after the 
physiological changes of puberty are over. At the other end of 
the age period, late developers, whose puberty has not yet 
begun, often behave as if they were adolescent and consider 
themselves as such. Such young people, nevertheless, do not 
have the sexual interests of their more normatively developing 
peers; they do not look as mature and thus there is a certain 
hollowness to their pretensions. Often they go in for social 
self-assertion; they may be overachievers in school, or alter- 
natively, highly delinquent. 

It is convenient to divide adolescence into three separate 
stages which have an obvious overlap. Adolescent turmoil, 
about which there has been much argument (Offer, 1969), 
typically is seen in early adolescence, the period of puberty. 
This period can be physically defined. It starts in boys atthe time 
when there is a beginning growth of testicles and ends when 
there is an active production of spermatozoa. In girls the era 
begins with the onset of an increase in pubic hair, followed by 
the budding of breasts, the beginning of vaginal secretion and 
the enlargement of breasts. It is completed when menstruation 
begins. During this period there is a rapid rise of 1 7-ketosteroid 
production in both sexes with greater androgen production in 
boys, oestrogen production in girls (Nathanson, 1941). 

The typical problems of early adolescence are associated 
with a change in body image, a new striving for autonomy, the 
need to establish bodily control, and the resolution of oedipal 
strivings. In boys there tends to be an active response to stress, 
typified by the fact that frequent and uncontrollable erections 
can be controlled by masturbation; in girls the response is more 
passive as symbolized by the fact that menstruation can only be 


passively accepted (Miller, 1973). 

Middle stage adolescence usually covers the years fourteen, 
fifteen and sixteen in girls; it is a year later in boys. In girls the 
body takes on its final feminine shape, the ovulatory cycle 
becomes stable and growth ceases. There is a large increase in 
urinary oestrogen excretion. In boys there is a marked rise in 
testosterone levels, mature spermatozoa are found, facial and 
bodily hair continue to increase and the hairline begins to 
develop a slight peak (Talbot, 1952). 

This is the period of the confirmation of identity, which is the 
development of a unique sense of self. Identification may be a 
conscious or unconscious process (Erikson, 1968); in girls direct 
identification with parents is possible; boys, because of their 
need for a different sense of autonomy and their greater fear of 
dependence, tend to mediate identification with their parents 
by modelling themselves on extraparental adults (Miller, 1969). 

Late adolescence is basically concerned with trying out the 
personality structure that has been built over the years since 
childhood, with learning to cope with the complexities of adult 
society, and adapting to the usual stresses of every-day life. Like 
the middle years it is still an era of personal consolidation, but 
environmental mastery is now possible. It used to be that adult 
demands were made on pubertal adolescents and then 
schizophrenic reactions typically appeared first in an overt way 
between the ages of thirteen and fifteen; nowadays, a first 
appearance of this type of illness is common at seventeen to 
nineteen. 

If all goes well developmentally, the late adolescent uses his 
newly confirmed identity to cope with the complications of 
adulthood. Late adolescence is still a period of physical growth 
in the male, but the changes are relatively less dramatic. 
Genitals reach maximum size, more body hair may appear and 
adult levels of testosterone are reached with the final cessation 
of growth at about the age of twenty (Hamburger, 1948). This 
period is essentially a psychosocial event, given fairly definite 
age limits depending on social class, economic status, nationali- 
ty, ethnic group and educational situation. Its complexity is 
created by the ambivalence of society; the late adolescent may 
be considered an adult, but if formal education continues such 
young people are often treated, implicitly, as if they were 
dependent irresponsible children. 
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Adoption 


MICHAEL HUMPHREY 


Child adoption is a ubiquitous and time-honoured practice. 
Legal adoption in Britain dates from 1926, but took place only 
sporadically in the early years. It became more popular after 
World War Il, and towards the end of the last decade the annual 
figure of children adopted rose to 25,000. There are now more 
than half a million adopted persons in the British population. 

About a third of all adoptions are by relatives, mainly the 
natural mother on her marriage to a man who is not the child’s 
father. Extrafamilial adoptions account for only a small minority 
of all families, probably between 1 and 2 per cent. The situation 
in which one or more children are reared by non- 
consanguineous substitute parents is thus comparatively rare in 
the Western world however common it may be in more 
primitive communities (e.g. the Polynesians). 

The mental health aspects of adoption have attracted growing 
interest since the publication of Bowlby’s classic monograph 
Maternal Care and Mental Health in 1951. He expressed the 
opinion that adopted children were not especially vulnerable, 
but on the basis of subsequent evidence from both British and 
American studies it is now generally accepted that psychiatrists 
see more than their fair share of adopted children (Pringle, 
1967). The reasons for this are not fully understood but are 
almost certainly complex. The superior education of many 
adoptive parents might make them readier to seek specialist 
advice, whilst the fact that the adoptee is not uncommonly an 
only child could mean that he or she is more exposed to 
emotional pressures within the family circle. More important 
than either of these factors, however, is the interference with 
normal development that can occur when placement for 
adoption is delayed beyond the age of six months (as still 
happens in some 15 per cent of cases). It is not known whether 
adopted individuals are also more liable to seek psychiatric help 
in adult life. 

Every family has its tensions, yet clinical experience (Hum- 
phrey and Ounsted, 1963; 1964) has brought to light various 
additional stresses that are specific to adoptive families. Most 
adoptive parents have suffered the trauma of involuntary 
childlessness, and some remain unable to come to terms with 
this. Genetic anxieties may arise, especially when conduct 
disorder has developed in the adopted child. Because in most 
cases only limited information about his social background is 
available to the adopters they have considerable scope for 


fantasy, and may be inclined to forget that the development of 
children raised by their natural parents is equally hard to 
predict. A more subtle complication is the striving towards 
perfect parenthood which is sometimes encountered in those 
who feel uncertain of their parental capacity after emerging 
from the scrutiny of social workers, selection committees and 
the judiciary. Parents who cannot entertain negative feelings 
towards their children are indeed handicapped, and it is to be 
hoped that. the adoption services of the future will provide 
counselling as well as assessment. 

The adopted child, even when the facts have been imparted 
ina timely and sympathetic manner, may find the knowledge of 
his status disturbing in a number of ways. He may dislike the 
sense of differing from other children, or he may wonder why 
his original mother gave him away. He is likely to harbour 
unsatisfied curiosity about his forbears which could have the 
effect of enhancing the so-called identity crisis of adolescence, 
He may be wounded by the thoughtless comments and 
questions of other children or even adults. Such problems are 
likely to be intensified in coloured children who are being 
adopted in increasing numbers by white parents during the 
current shortage of healthy white babies, Good family relation- 
ships should be an effective buffer against these anxieties, yet 
not all children find it possible to confide in their parents at 
moments of need. 

It must be emphasized that the concept of ‘adoption stress” 
has evolved from the study of children in trouble or distress, and 
it would be unwise to assume that difficulties of the kind 
described are universal. A long-term follow-up study of almost 
500 adoptions in Florida (Witmer et al., 1963) showed that the 
great majority had been successful from both the parents’ and 
the child’s standpoint—and this was true even of delayed 
adoptions provided that the quality of the home was favourable. 
A more recent survey of a national sample of British adoptive 
families (awaiting publication) has yielded similarly encourag- 
ing results. 

So while it remains a possibility that even children adopted in 
earliest infancy are more prone to developmental hazards, it is 
certain that most of the challenges of adoptive parenthood are 
shared by all parents. In the present structure of society legal 
adoption appears more satisfactory than any alternative method 
of meeting the needs of children deprived of their natural 
parents. 
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Affective Disorders 


KARL LEONHARD 


Kraepelin’s description of ‘manic-depressive insanity’, envis- 
aged as an endogenous illness, has been accepted in most 
countries. But A. Meyer (USA) went his own way and for the 
doctrine of an endogenous illness comparable to schizophrenia 
he substituted the ‘dynamic’ conception of an interplay 
between constitution and environmental events. In consequ- 
ence, ‘endogenous’ and ‘reactive’ (i.e. neurotic) depressions 
were not in general distinguished in America as they were in 
Germany and other European countries. Under the influence of 
psychoanalysis, this distinction became even more blurred: it 
was indeed difficult to relate an illness which ran its course in 
phases and which, in otherwise unremarkable personalities, 
could come on suddenly and recover equally suddenly, to 
experiences of early childhood, as had been attempted in the 
case of schizophrenia. Manic-depressive illness, therefore, 
remained something of a side-issue in psychoanalytical 
thought, though attention was directed primarily to an external 
rather than an internal cause. So there is a tendency in the USA 
to regard endogenous and reactive depression as a unitary 
disorder, as is clear from Menninger’s book and American 
textbooks. In Great Britain, too, there has been a tendency since 
the work of Lewis in 1934 to place emphasis upon the 
similarities rather than the differences, between these two types 
of depression. Only recently, has there been some attempt to 
advocate a separation, stimulated by Kiloh and Garside and 
embodied in Mayer-Gross, Slater and Roth’s textbook. In 
Germany, the boundaries have been obscured by the ‘endo- 
reactive dystymia’ of Weitbrecht, but this relates only to a 
supposedly special form of depressive illness, separable from 
both endogenous and reactive depressions. 

More recent experience appears to have established the 
existence of two distinct forms of illness. On the one hand, the 
successes obtained in the treatment of depression by physical 
methods, strongly suggest an endogenous basis. On the other 
hand reactive or neurotic depressions are found to respond 
much better to psychotherapy. There are thus two distinct forms 
of depressive illness. There is the further fact that, in recent 
years, the need has arisen to make distinctions within the group 
that Kraepelin had described as manic-depressive. For him, this 
illness also embraced cases which presented only as periodic 
depressions, i.e. without manic shifts. True, he originally 
excluded ‘involutional melancholia’ from this framework. But, 


when Dreyfus showed that patients with this diagnosis have 
often gone through earlier depressive phases and as a rule 
recover, even if only after a long period of illness, Kraepelin 
embraced ‘involutional melancholia’ within the framework of 
manic-depressive psychosis. 

In recent times, this question of a distinction within manic- 
depressive illness has arisen in another form. Most psychiatrists 
who followed Kraepelin, insofar as they accepted that the illness 
was endogenous, were of the opinion that depressive patients 
possess a predisposition to manic reaction even when this had 
never manifested itself, and therefore fell within the category of 
manic-depressive illness. It was pointed out that as in all 
developed countries depressions are more common than 
manias, one may naturally expect a higher incidence of cases 
showing only depression. It could also happen that some 
patients could go through not only occasional but even frequent 
depressive phases without showing any-sign of a manic shift. 

In Germany, Kleist did not accept Kraepelin’s position and 
put forward a directly contrary view. He considered the 
endogenous depressions and the manias to be two distinct 
illnesses, which have only an affinity with one another and are 
on that account frequently associated. Leonhard, initially with 
Neele, made extensive genetical investigations and concluded 
that both views were correct in a certain sense. He established 
that a manic-depressive illness is unitary but that in addition to 
the bipolar illness there is also a monopolar endogenous 
depression, which is distinguished from the bipolar illness by its 
clinical picture, course and genetical basis. Clinically, the cases 
are ‘purer’, i.e. present a more clearly circumscribed appear- 
ance and in their course present less frequent but often longer 
attacks. They are also less dependent on genetical predisposi- 
tion. The clinical and genetical studies carried out indepen- 
dently by Perris (Sweden) and Angst (Switzerland) also claimed 
to demonstrate the existence of two independent types of 
illness. In addition to the differences in course, they found 
differences in duration of phases, in sex distribution and 
genetical predisposition. More recently, Beigel and Murphy 
(USA) have likewise called attention to: differences in the 
clinical picture and Winokur and other American workers have 
reported on the basis of many-sided investigations that one can 
definitely conclude that the monopolar and bipolar forms 
represent two genetically different illnesses. Zerbin-Riidin (W. 
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Germany) likewise subscribes to this view from the standpoint 
of human genetics. Kielholz (Switzerland), who has much 
experience of depressive states, argues with her from the 
‘clinical point of view. However, as regards involutional 
depressions, he cannot agree with Angst who tends to classify it 
among the unipolar endogenous depressions. The question of 
whether there is a specific involutional melancholia thus 
remains unanswered. The fact that its course if often prolonged 
and its fluctuations infrequent might incline one to regard it as 
related to the unipolar form. 

The issue is further complicated by Medow’s conception of a 
stuporous form of involutional melancholia, which does not 
recover. As this merges into an organic state, it will not be 
considered further here. 

Leonhard’s argument that there are also monopolar manias 
has not been taken up to the same extent. Here evidence is 
harder to obtain as manias are much rarer than depressions, at 
all events in advanced societies. In Java, Kraepelin reported a 
relatively high incidence of mania and more recent investiga- 
tions have made similar claims in reference to other under- 
developed countries; e.g. Pfeiffer with regard to Indonesia. In 
Vietnam, Wulff reported a 19.5 per cent incidence of manias 
and 18.6 per cent of depressions as against 25.7 per cent 
schizophrenics. Barahona-Fernandes and co-workers have 
reported that, in Mozambique and Angola, manias are both 
commoner and run a more characteristic course than depres- 
sions. In Israel, Miller found a more marked tendency to 
depression among Jews of European origin than among Oriental 
Jews. Symptomatological differences of a transcultural charac- 
ter likewise exist. In Iraq, according to Bazzoui, mania is 
frequently associated with aggressive outbursts whereas in 
Indonesia, according to Pfeiffer, excited states are less in 
evidence in this condition. National characteristics are thus 
expressed in psychiatric disorders. As regards suicide, the fact 
that this is less frequent in primitive than in advanced societies is 
certainly due in part to cultural differences but may also reflect 
the relatively lower incidence of endogenous depression as 
compared with mania. According to Asuni, Western Nigeria has 
the lowest suicide rate of any country in the world and in 
Afghanistan, according to Gobar, the suicide rate is among the 
lowest hitherto recorded. 

Even within a single country there are differences in the 
relative incidence of depression and mania. According to my 
own comparative studies in Frankfurt am Main and Berlin, 
depressions within the framework of manic-depressive illness 
are more common than manias in both cities, but in Frankfurt 
the incidence of manias is higher than in Berlin. 

When the attacks of unipolar depression are very long- 
lasting—which is far from uncommon—they can be described 
as chronic. On the other hand, one can also describe as chronic 
the condition in which a manic-depressive patient continually 
alternates between the extremes of mania and depression 
without any interludes of normality. This even appears to be 
promoted by modern pharmacological methods of treatment. 
Arnold (Austria) and others have called attention to this negative 
aspect of pharmacological treatment in manic-depressive 
illness. In particular, patients may improve substantially under 
treatment but none the less do not come completely out of their 
depressions. An ‘either-or’, ‘sick-or-well’ dichotomy can no 
longer be sustained. For this reason, it would seem, there is 
much talk in the modern German and Austrian literature of 
residual deficit states in manic-depressive conditions. At a time 
when the term ‘deficit’ is avoided as far as possible—or even 
rejected altogether—in the case of schizophrenia, it is remarka- 
ble that it is now being used increasingly in connection with 
manic-depressive illness, which was formerly differentiated 
from schizophrenia on the very ground that it did not give rise to 


residual deficit states. 

In manic-depressives, it has been observed that there is often 
a certain decline in drive and in emotional reaction during or 
between attacks (Heinrich, and others) and one could see in this 
an argument for the existence of a ‘unitary psychosis’ which in 
one form or another has once again found advocates in recent 
years, among them Ey (France), Conrad (W. Germany) and 
Rennert (E. Germany). Since patients with endogenous depres- 
sion are everywhere treated with modern drugs, it is difficult to 
ascertain whether residual deficit states occur in untreated cases 
too. Psychoses which recover spontaneously should not, in my 
opinion, be given too extended a neuroleptic treatment, as it is 
now known that persistent extrapyramidal symptoms can be 
produced in this way. Many workers have called attention to 
their deplorable side-effects, e.g. Hunter et al., (UK), Ayd, 
(USA), and Degkwitz et al., (W. Germany). 

In any case, it has been known for some time that manic and 
depressive attacks could lead to states in which the illness 
persists as a modification of temperamental make-up, such that 
a depressed patient comes to acquire a persistent sub- 
depressive temperament and a manic patient a persistent 
hypomanic temperament. This temperament shift might occur 
for the first time after an attack but might also have been present 
even before the attack as a natural temperamental trait. Often, 
the two extremes are antithetical: a periodically depressed 
patient can be naturally hypomanic and a periodically manic 
patient sub-depressive. Thus the structure of temperament 
indicates the natural linkage of the two extremes or poles of 
mood-disorder in manic-depressive illness. Often, too, one 
finds the cyclothymic temperament. Again, monopolar forms 
behave differently; in health the patient inclines to the pole or 
extreme towards which the illness runs its course. 

Itis necessary to differentiate between the concept of residual 
defect and the mere fact that some patients after relatively long 
hospitalization have difficulty in coming to terms with life at 
home after their discharge. Thus in spite of complete recovery 
from the endogenous illness, reactive factors may arise and 
complicate the position. In Germany, Schulte has concerned 
himself closely with this problem. In Britain, the disadvantages 
of prolonged hospitalization were recognized very early on and 
this has resulted in a movement towards treatment in open 
wards and early discharge. 

No basically new symptoms of manic-depressive illness have 
been added to those described by Kraepelin, but in recent times 
some symptoms have become less common and others more so. 
For example, several investigators have reported a decrease in 
feelings of guilt on the one hand and an increase in hypochon- 
driacal ideas on the other. To some extent, the structure of guilt 
may vary: Kimura (Japan) who compared depressives in Munich 
and Kyoto, found that whereas feelings of guilt were equally 
prevalent among both groups of patients, in Kyoto they were 
more related to external happenings and in Munich to the 
patient’s private world. On the other hand, Hole, from 
Kielholz’s clinic, contends that an apparent change in symp- 
toms can often be attributed to the viewpoint of the observer. 
Thus some investigators lay special emphasis on the vegetative 
symptoms which occur in every form of endogenous depression 
whereas others totally neglect them. 

Although there are no differences in opinion as to the 
characteristic clinical picture of manic-depressive illness, there 
are very marked discrepancies as to which atypical symptoms, if 
present, are compatible with it and which necessitate a change 
in diagnosis. This disagreement began when J. Lange, who was 
closely associated with Kraepelin, described catatonic 
phenomena in the framework of manic illness. Kraepelin 
himself at that time held to a broad definition of manic- 
depressive illness and accepted many atypical symptoms as 


falling within its scope. Since E. Bleuler greatly widened the 
concept of schizophrenia, the clinical picture of manic- 
depressive insanity, as it was understood, became ever nar- 
rower. In German psychiatry only a few, in particular Bürger- 
Prinz, continued to entertain the broader concept. in this way he 
remained closer to Kraepelin’s prognostic principle, accord- 
ingly in which only cases diagnosed as suffering from dementia 
praecox tend towards residual deficit. Sattes too, appears to 
accept the prognostic principle in so far as he maintains that the 
presence of paranoid symptoms does not necessarily exclude a 
diagnosis of manic-depressive iliness. 

In Germany, Schréder, and above all Kleist, both influenced 
by Wernicke, regarded the division of the endogenous 
psychoses into two types as inadequate. Otherwise, this 
distinction of Kraepelin’s found general acceptance in most 
countries, though least in France, where the urge to set up finer 
divisions remained. Schréder described the degeneration 
psychoses and Kleist the borderline psychoses of paranoid, 
cycloid and epileptoid types. Leonhard followed him closely 
and developed the description of the cycloid psychoses and, by 
reason of their phasic and for the most part bipolar course, 
placed them in parallel with the manic-depressive psychosis. 
They are related to the affective psychoses of Stérring. Similar 
observations have been made in other countries. Langfeldt 
(Norway) described the schizophreniform psychoses; Mitsuda 
(Japan), the atypical psychoses, the schizophreniform affective 
psychoses. Schizomania, at one time differentiated by Claude 
(France) is to be understood in the same way. According to 
WHO these special forms, in so far as accountis taken of them at 
all, are designated as schizo-affective psychoses—the term first 
used by Kasanin in 1933—and in any event subsumed to the 
concept of schizophrenia rather than to that of the affective 
psychoses. 

In the case of these special forms, certain genetical 
peculiarities have been adduced (Mitsuda, Leonhard, v. Tros- 
torff). Further, psychogenic factors appear to play a larger role 
than in manic-depressive illness. Physical factors, e.g. the 
puerperum, are in any case importantin the cyclic psychoses. In 
this way they relate to the ‘reactive psychoses’, frequently 
diagnosed in the Scandinavian countries (Retterstol). Rossi 
(Italy) has made a comparison of cycloid and reactive 
psychoses. 

In spite of the functional character of manic-depressive 
illness, itis permissible to consider its possible relations to brain 
structure and function; especially in view of the fact that Forster 
and Gagel (1934) and more recently Riechert and Hassler 
(1961), have produced manic states by stimulating the anterior 
Portion of the midbrain. Midbrain tumours, on the other hand, 
produce depressive states. It may be that manic and depressive 
psychoses are related to periodic functional changes in this area 
of the brain, and perhaps also to the reciprocity of the 
sympathetic and parasympathetic systems; both of which are 
under the control of mechanisms at the level of the mid-brain. 
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Aggression 


L. R. C. HAWARD 


There is no single satisfactory definition of aggression. It has 
been described as an unprovoked attack, an attempt to inflict 
damage, or behaviour intended to harm people and property. 
To the behaviourist it is a response that delivers noxious stimuli 
to another organism, to the ethologist, a fighting instinct 
directed against members of the same species, and to the 
psychiatrist, unreasoning hostility directed against the self, 
others, or the environment. In this entry aggression is defined as 
a class of actions, characterized by an attempt by the organism 
to dominate some object in the environment, and accompanied 
by a threat against the integrity of the object including itself. 

Aggression is a goal-directed and situation-dependant activi- 
ty, and the term may be an’ artificial construct embracing a 
number of essentially discrete behaviour patterns. There is said 
to be little relationship between the attack of an animal in 
defence of its young, the viciousness of the mammalian isolate, 
and territorially motivated aggression, even in the same species, 
yet it is common to include in the concept of aggression the 
social behaviour of animals, crimes against the person, the 
physiology of the emotions and the political aspects of war. Any 
common denominations of aggression, either psychosocial or 
neurochemical, would therefore be unexpected. 

Differences of opinion also exist as to whether predation can 
be described as aggression. Ethologists and zoologists tend to 
exclude it on the grounds that intolerance is independent of 
predatory behaviour, it being prevalent in herbivorous as well as 
carnivorous animals, and also because in some species at least 
predatory behaviour uses different neural systems than other 
types of aggressive behaviour. Even when predation itself is not 
included in the concept of aggression, the prey may be 
aggressive towards the predator, as when small birds mob owls. 
However, apparent predation is not always for food, as when a 
cat plays with a mouse, and affective concomitants may be 
present which make the behaviour truly aggressive. 

Within the animal kingdom, aggression is a drive operating in 
the interests of the species. It functions in self-defence, 
mate-selection, defence of the young, and the conservation of 
food and geographical space. In man, in contradistinction, it is 
often purposeless, as when Basil II blinded 15,000 Bulgarians. 
Among the lower animals, overt fighting to the death is rare, and 
the contest is ritualized in a pattern of display—threat-submis- 
sion-appeasement—that satisfies both sides. In contrast, 
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Freeman points to 60 million people killed by members of their 
own species within the span of a single century and refers to the 
‘unimagined strata of malignity in the human heart’. No animal 
is more aggressive, nor more ruthless in his aggression, than 
man. 

Aggression, according to one theory, is phylogenetic, that is 
originating in the past history of the species. Dart believes that 
the pervasive and ubiquitous aggression of historic man is only 
explicable in terms of his carnivorous and cannibalistic origins. 
Man appears to be the only self-predator, and paleo- 
anthropological evidence shows that cannibalism has been 
practised by man since his transition from the lower 
anthropoids. Devoid of natural weapons, but capable of 
inventing artificial long-range ones from the spear to the 
intercontinental ballistic missile, lacking the innate restraints of 
self-species killing, and with powers of abstraction that 
dehumanize issues, man has, according to this theory, 
developed and refined his expressions of aggression to serve 
ends vastly different from the original ones. 

A different theory is that of Dollard, who believes that 
aggression is not an inherent need, but a by-product of 
frustration. Defining aggression as a disorganizing emotional 
response, elicited by frustration and leading to hostile destruc- 
tive behaviour, the protagonists of this theory believe that 
aggression is universal. They point out that experimental 
evidence demonstrates that aggression varies with the degree of 
frustration present. The classical hypothesis is that frustration 
produces anger which is expended according to the socially 
derived aggressive context. The nature and degree of expression 
will vary with the threshold of tolerance and the degree of 
restraint. 

Aggressive behaviour is itself subject to frustration, since it is 
usually inhibited by fear of retribution. Frustration is an 
inevitable component of civilized experience, and has three 
possible consequences: (1) overt, directed aggression; (2) overt 
aggression displaced on to a scapegoat (e.g. a minority group, 
the ship’s cat, or a piece of furniture); or (3) inhibited aggression 
directed intropunitively towards the self. So-called intropuni- 
tive aggression is common in many forms of mental illness, and 
includes psychotic self-destructive behaviour and suicide, as 
well as less serious conditions such as dermatitis artefacta, 
psychogenic pain, and nail biting. Depression, schizoid with- 
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drawal, obsessionality and paranoid projection have been 
described as displacements of aggression; of these depression, 
at least, occurs even in lower animals under conditions of 
frustrated aggression. 

The redirection of aggression is not always destructive, the 
modification of selected forms of aggression taking place during 
childhood development. Restrictions imposed on the young 
child result in frustrations which lead to anger and an assault on 
the environment. By using his temper to get his way, the child 
learns that assertiveness brings gratifications he would other- 
wise have missed. Adults who still use childish outlets for 
aggressive impulses are considered immature. The undirected 
energy of aggression displayed in the kicking and screaming of a 
temper tantrum may gradually give way to the sulking of 
suppression. Moreover, man uses his gifts of imagery and verbal 
symbolization to find vicarious expression of aggression. 
Fantasy especially allows anger to generate without the need for 
expression and ‘the privacy of fantasy becomes the safe haven 
of violence’ (McNeill). 

Aggression is also fostered by lack of affection and by the 
punishment of aggression. Working class children show more 
aggressive behaviour than middle class children, probably 
because working class parents permit aggressive behaviour to 
occur and then punish it, thus offering the child an aggressive 
model with which to identify. Middle class parents tend to 
discourage the expression of hostility but are less likely to 
punish the child when it occurs. Their children are significantly 
less aggressive than those from working class parents. 

Storr puts forward a positive theory of aggression. He believes 
human aggression is more than the response to frustration, 
being an attempt by man to assert himself as an individual, to 
separate himself from his social group, and to find his own 
identity. Aggression is seen as a form of social striving leading to 
independence, identity and autonomy. In this theory sex 
differences in aggressive behaviour are important. Male 
suicidees outnumber females 4 to 1, murderers outnumber 
murderesses by considerably more, and to Storr it is male 
aggression which accounts for the world’s output of intellectual 
and creative products. These sex differences stem from the sex 
role itself; the male penetrant requiring aggression to fulfil his 
basic biological function. 

With this theory, aggression and creation march hand in 
hand. Frustration is still centrally involved, since struggle and 
opposition are necessary for man to realize his full potential. 
Leonardo da Vinci said ‘Strength is born in constraint and dies in 
freedom’ and Berenson says that ‘Genius is the capacity for 
productive reaction against one’s training.’ This theory sheds 
some light on the adolescent rebellions of the 1970s. The 
adolescent needs to rebel, to test his strength against parental 
and social restraints, and to find his unique place in the 
universe. If external frustrations are removed, the adolescent 
must find something else to rebel against, always selecting real 
or imagined constraints, if not against himself then against 
others. As Fromm points out, suicide and alcoholism (a 
self-destructive condition) are highest in countries which are the 
most democratic, peaceful and prosperous. 

Freud and his followers have a different theory of aggression. 
They find nothing productive or creative in aggression, which 
they regard as essentially destructive. The individual is 
endowed genetically with a given amount of energy directed 
towards destructiveness and which must inevitably be expres- 
sed in one form or another. Aggression is not merely a response 
to frustration but a deep seated universal drive—‘a lust for 
hatred and destruction’. If blocked by external forces it finds 
indirect paths to expression or turns back against the individual 
himself. 

Many contemporary ethologists, such as Lorenz (1966), join 


with Freud in believing aggression to be a spontaneous 
instinctive drive in man as with other vertebrates. This drive 
opposes the erotic urge, both libido and aggression are brought 
under a degree of control by processes of socialization. The 
acquisition of personal standards provides the basis for the 
developing super-ego or conscience, and once the moral code 
regarding the expression of aggression is internalized the 
individual suffers guilt when he fails to meet his own standards. 
The individual thus gradually trades hostility for guilt and the 
more he inhibits overt aggression the more self-destructive the 
conscience. Man thus faces the fundamental problem of the 
individual versus society, since the release of aggression 
damages the bonds which hold society together, whereas the 
inhibition of aggression damages the self, both psychologically 
and physiologically. 

While most theories agree that aggressivity, that is, the 
potential for being aggressive, is innate and universal in man, 
controversy has existed since the time of Butler and Hobbes 
regarding the normality of aggressive behaviour. As with most, if 
not all, human attributes, Nature and Nurture interact to 
produce the particular type and level of aggressive behaviour 
which characterizes the individual. Cats raised in isolation 
show a moderate mouse-killing propensity, but by early training 
can be turned into 100 per cent aggressive killers, or made to 
live happily in the company of mice. 

Freeman makes a distinction between ego-controlled aggres- 
sion, which he considers to be a natural reaction to provocation, 
and primary aggression, which is irrational and spontaneous, 
and typical of that seen in psychoses and brain disease. Hill, 
using electroencephalography, distinguishes between isolated 
acts of violence, which occur usually in the presence of a 
normal EEG, and habitual aggression, which he regards as 
endogenous and related to EEG pathology especially of the 
temporal lobe. Both brain disease and head injury may produce 
aggressive behaviour, and aggression centres have been iden- 
tified in the brains of both humans and subhuman animals. 
However, experiments have shown that spontaneous aggres- 
sion evoked by stimulation of the cerebrum or cerebellum is 
always related to the environment. Apes with electrodes 
implanted in their aggression centres will become violently 
aggressive towards other apes only if the latter are lower in the 
dominance-submission scale than the aggressor. In the pres- 
ence of a dominant member of the species aggression is 
inhibited whatever the magnitude of the neural stimulation. The 
nature of the internal psychological mechanism which is 
triggered off by electrostimulation is not yet known. Spontane- 
ous violent behaviour may occur, but more frequently, a 
generalized lowering of the aggression threshold is seen, the 
individual becoming more sensitive to, and intolerant of, 
frustration and provocation. 

In addition to the search for the neural basis of aggression, 
considerable work has been done on the biochemical basis. It is 
not yet known whether there is a direct physiological basis for 
aggression, but a number of biochemical concomitants have 
been elucidated in some detail. Most of these are related to 
endocrine functions especially the products of the adrenal 
glands, including the glucosteroids and the sodium-retaining 
steroids such as aldosterone excreted by the adrenal cortex, and 
adrenaline and noradrenaline from the medulla. 

5 Noradrenaline has been most closely associated with aggres- 
sion. It is present in high levels in carnivores and significantly 
less so in herbivores. It is high in neonates and decreases with 
the socialization of the child. It is excreted in the aggressive 
phases of sport, e.g. during a fight, and is present differentially 
between the goalkeeper and forwards of a football team. It 
lowers the electrical threshold of the motor cortex and so 
predisposes the individual to action, and at the same time 


suppresses thyrotropic control, and certain cortical processes 
involved in learning, such as the evoked potential. The 
catecholamines facilitate predatory cold-blooded aggression 
and in some animals have been found to work directly upon the 
amygdaloid area of the brain where the integrating system for 
approach and avoidance behaviour is located. The use of 
catecholamine inhibitors has been found to inhibit aggression 
in manic, schizophrenic and sociopathic patients. 

The sex hormones are critically involved with aggression. 
Oestrogen is the strongest inhibitor of aggression, and the 
gonadal hormones the most potent facilitators, which may 
partly explain the difference in aggressive behaviour between 
the sexes. As with the direct electrostimulation, multihormone 
imbalance lowers the aggressive threshold. Some synthetic 
drugs, notably diphenylhydantoin, have a special modifying 
effect on aggression. 

Aggressive behaviour is temporally bimodal, having peak 
frequencies at birth and puberty and declining with age 
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thereafter. Aggression is high in both isolated and overcrowded 
animals, being minimal when the population is optimal for the 
formation of a cohesive social group. The existence of political 
aggression is disputed, but the display, pomp and circumstance 
which occupies so much of military activity has some interest- 
ing parallels in subhuman behaviour. 
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Agnosia 


MACDONALD CRITCHLEY 


The term ‘agnosia’ has been defined as ‘a failure to recognize 
objects by some particular sensory channel although the patient 
appreciates the appropriate sense-data, and is able to recognize 
the same objects by means of some other sense’. This implies 
that normally there exists some mental operation of gnosis lying 
at a higher plane than straightforward perception. Neurologists 
have traditionally adopted this conception and also this term, 
which incidentally we owe to Freud, and have referred to 
“tactile agnosia’ (where objects are felt in the normal way but 
cannot be recognized); ‘auditory agnosia’ (inability to identify 
sounds which are clearly heard); and in particular ‘visual 
agnosia’. This last-named, which is sometimes specified as 
‘visual object agnosia’, is the variety which has received the 
greatest attention by clinicians. A patient with visual object 
agnosia is said to be able to see an object before him in all its 
clarity, to be able to talk and think about it, perhaps even 
describe it, and, it has also been alleged, even make a sketch of 
it; nevertheless he is at a loss to identify the object. This is not 
due to any disorder of word-finding, but to an affection of some 
intellectual operation superior to visual perception. By employ- 
ing other sensory clues such as touching, hearing, smell or taste, 
the patient immediately recognizes the object for what it is. 
Such is the conventional teaching. 

Again, it has been believed that rostrad to the calcarine cortex 
there lies a ‘visuo-psychic’ zone connected with its fellow by 
way of the splenium of the corpus callosum. This region has 
sometimes been equated with Brodmann’s area 18 and 19. A 
bilateral lesion here is usually envisaged as denuding visual 
sense-data of all those mnestic overtones which ordinarily make 
up the normal perceptive act. This hypothesis implies the 
existence of levels of perception, with primary and secondary 
stages of identification. 

Visual agnosia is in clinical experience a very great rarity in 
the usual context of bilateral posteriorly situated lesions. Bipolar 
disease of the occipital lobes produces a syndrome of cortical 
blindness, coupled with complex and unexpected mental 
attitudes and behavioural patterns on the part of the victim. 
Slow restitution of function may take place, involving qualita- 
tive visual symptoms of a most elaborate sort, suggesting a 
continuum of visual defects. Inadequate comprehension of 

visual sense-data may constitute one of these way-stations 
where recovery may be halted permanently or perhaps only for 
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atime. In the latter event, restoration of vision may eventually 
come about. 

The traditional concept of visual agnosia has been the topic of 
so much critical thinking, that its very status within the corpus of 
neuropsychology has today become uncertain. 

It must be emphasized in the strongest possible terms that 
visual perception is no simple process, but is actually a very 
active function which entails ‘looking at’ an object (or picture), 
with eye-movements of visual search, utilizing critical visual 
clues. But ‘seeing’ is more than merely ‘looking at’. Ittranscends 
the simple sum of the collective activity of the cortical areas for 
ocular movements, the vestibular apparatus and a congerie of 
visual reflexes. Cognitive processes take place which entail 
selection and rejection, elaboration, synthesis and articulation 
based upon past experience and their recall. 

The classical dichotomy of vision into higher and lower levels 
of functional activity (or into primary and secondary phases of 
recognition) is probably unsound and untenable. 

Consequently any. hypothesis which implies a localized 
pre-striate ‘gnostic centre’ for visual impressions is unrealistic. 

Clinical experience of cases where the examination has been 
carried out with acceptable thoroughness, repeated if necessary 
over and over again, does not lend support to the notion that an 
agnosic patient sees an object (or picture) in all its clarity in 
sharp focus and yet cannot make head or tail of it. Those who 
have ventured to explore the subjective world of the agnosiac, 
have returned with interesting and all-important observations. 
There is no agnosic patient on record who has proclaimed that 
the visual environment was to him sharply defined and readily 
analysed. Optical deformations seem always to be present 
although they may vary in type from one patient to another. 
Outlines are more readily discerned than surface details, and 
hence distance adds to the difficulty in identification: a 
magnifying lens may assist the patient a little. Colours may be 
made out before shapes, albeit imperfectly. On the other hand, 
moving objects are sometimes better perceived than those 
which are stationary, provided that the rate of movement is not 
excessive. Three-dimensional objects seem flat. People’s faces 
look alike. Metamorphopsia is probably a universal hindrance 
to recognition. Waviness of lines; tilting of vertical components; 
illusory movement of stationary objects; fluctuating teleopsia 
are among some of the distracting elements which can be 


deduced from the statements of intelligent and co-operative 
patients. An important aspect of the distortion is its lability, for 
the metamorphopsia may wax and wane. Chronogenic 
anomalies may enter, so that objects continue to be sensed long 
after their removal (visual perseveration); or to reappear 
unprovoked by any stimulus (palinopsia), or the patient may 
simply be inordinately slow in detecting the nature of objects. 

Still more tenuous and less tangible changes may confuse the 
semblance of the environment, as evidenced by a sense of 
unreality, de-realization, or jamais vu. These subtle concomit- 
ants may entail an intense affective colouring whereby all 
around may appear sinister, sombre, menacing, or merely 
horrid and ugly. That phenomenon called ‘spatial insularity’ 
may explain some of the anomalous behaviour of an agnosic 
patient: his indifferences to what goes on around him except for 
events which happen to concern him intimately for the 
moment; his apparent preoccupation; his variability in 
response to test-procedures; his imperfect weight; his inatten- 
tiveness—or rather his inability to switch quickly from one 
concept to another. 

To describe adequately his private perceptual world taxes 
heavily the agnosiac’s power of communications, but speech is 
not necessary. His whole deportment is eloquent in itself, with 
his quizzing and groping; his visual search, random eye 
movements and hesitating answers. A frequent mannerism is for 
the agnosiac to peer earnestly at the object before him, turning 
his head this way and that, and shading his eyes with his hand. 
Another clinical commonplace is for the patient to blame his 
non-recognition on the loss of his spectacles, or, if these are 
found, to complain they are ‘not the right pair’. 

Instrumental methods also confirm the environmental defor- 
mations. Simple visual field testing will usually bring to light a 
quantitative defect, or perhaps one which is merely qualitative; 
herein is the value of estimating the patient's ‘effective visual 
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field’. The rate of flicker-fusion may be demonstrably altered. 
Tachistoscopic testing will uncover milder defects of visual 
recognition. Recordings of the ocular movements reveal 
complicated and exaggerated manoeuvres of search, with 
perseverance and fixation as conspicuous features. 

It is submitted, therefore, that the agnosiac does not perceive 
the surrounding world like other people. Furthermore the task of 
utilizing the vague, ambiguous and misleading visual clues is a 
mental operation of an intricate sort. Should there happen to 
exist in an agnosiac an intellectual handicap, as indeed is 
usually the case, his perceptual performance will be still further 
hindered. The patient not only fails to perceive his environment 
clearly, but he also cannot successfully make use of and 
interpret the distorted clues by way of appropriate correction 
and adjustment: ‘Such an agnosiac is like a crazy man ina fog, 
or a drunken myope without his spectacles, lacking in capacity 
to take advantage of the imperfect and distorted visual pointers’. 

The traditional conception of agnosia needs, therefore, to be 
drastically overhauled. To speak of ‘finger agnosia’ ‘pain 
agnosia’, ‘agnosia for danger’, ‘spatial agnosia’ and so on is an 
afront to both language and thought. In place of the misleading 
term ‘agnosia’ with all its erroneous implications, it would be 
better to use some non-committal expression such as ‘disorder 
of perception’, ‘perceptual defect’ or even just ‘imperception’ as 
suggested 95 years ago by Jackson and Gowers. 
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Alcoholism 


B. D. HORE 


Alcoholism is the largest single drug problem in many countries 
of the world. In the UK for example, it is one hundred times 
commoner than opiate addictions. The USA is said to have 
somewhere between 7 and 9 million people with drink 
problems. For countries in Africa, Asia and even in some parts of 
the Arab world, itis a growing problem. 

That alcohol can be enjoyed by many and yet a problem for a 
few has been recognized for centuries, and society, including 
the medical profession, has veered between encouraging the 
use of alcohol, and yet wanting to limit its use. This latter desire 
reached its peak during the prohibition years in the USA. Apart 
from this extreme measure, most societies have, at times, 
exerted some form of control over drinking behaviour. This may 
take different forms, e.g. price control (by taxation) or placing 
restrictions on the use of alcohol, e.g. licensed premises open 
only during restricted hours. In the UK, following pressure 
during the last half of the nineteenth century and early part of 
this century during World War |, the present licensing restric- 
tions were introduced, and are, at present, under review. 


Definition 


The definition has been and remains a perennial problem. The 
most quoted definition is that of the WHO (1952): 

‘Alcoholics are those excessive drinkers whose dependence on 
alcohol has attained such a degree that it shows a noticeable mental 
disturbance interfering with their bodily and mental health, their 
interpersonal relations, and their smooth social and economic func- 
tions, or who share the prodromal signs of such development. They, 
therefore, require treatment’. 

Apart from the irrelevancies of including the prodromal 
features in the definition itself and the comment on treatment, 
the question arises as to what is meant by the term ‘excessive’. It 
usually means drinking exceeding the cultural norm, i.e. itis a 
relative term. An alternative method of definition is to use the 
quantity of alcohol a person consumes. Thus De Lindt and 

Schmidt (1971) have suggested that a daily average of 15 cl. of 
absolute alcohol is indicative of alcoholism, as this approaches 
very closely the range of consumption reported by patients in 
alcoholic clinics. They also stress how there is a constant 


relationship between consumption levels in a society and 
alcoholism prevalence. 

The WHO definition does have the advantage of introducing 
the term ‘dependence’. This has been reviewed by Edwards 
(1967). It implies drinking which has gone beyond a ‘take it or 
leave it affair’, where drinking becomes a dominating necessity. 
Dependence can be psychological where the personality of the 
subject is an important factor in aetiology, or physical where the 
pharmacological action of the drug is of prime importance. 
Drug dependence including alcohol dependence can then be 
classified as psychological, physical or mixed. An example of 
the former is amphetamine dependence. Alcohol and barbitu- 
rates form examples of the latter, i.e. early psychological 
dependence followed by physical dependence. The latter 
results in an abstinence withdrawal syndrome. 


Prevalence 


An accurate measure of the size of the alcoholism problem is 
importantin order thatallocation of resources may occur. Many 
countries have been slow to recognize the size of the problem, 
and this applied to the UK until recently. 

There have been three principal methods of obtaining 
prevalence. These are firstly the ‘reporting agency survey’. This 
involves obtaining information from a variety of sources who 
are known to have contact with alcoholics, and asking them to 
record the alcoholics they come in contact with during a 
defined period. An example in the UK is that of Moss and Davies 
(1967) who use 13 sources of information. They found a 
prevalence rate of 6.2/1,000 males in the county of Cambridge- 
shire. The problem with such surveys is that they rely on the 
goodwill and accuracy of those reporting. Further, they include 
those known to such agencies, and alcoholics are quite likely to 
avoid such contact. In addition, these surveys are, of course, 
really: recording only those with clearly defined problems 
arising from drink. 

The second method is the direct survey either of a defined 
population, e.g. patients on a general practitioner list, e.g. 
Wilkins (1974) or of a community, using house to house 
interviewing of a random sample. Studies using these techni- 
ques have met the problem of denial, i.e. the person denies his 
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problem, and evidence suggests that relatives including spouses 
are likely to deny the problem to an even greater extent. 

A third empirical method is that of the Jellinek formula. This 
attempts to measure the prevalence of alcoholism using the 
frequency of cirrhosis in a county as an indirect estimate. The 
formula is A = R x PD/K where A is the total number of 
alcoholics in a given period, R the ratio of all alcoholics to 
alcoholics with complications and PD is in the number of 
deaths from alcoholic cirrhosis, and K the percentage of 
alcoholics with complications who die from cirrhosis of the 
liver. 

Despite criticism of this latter method on theoretical grounds, 
it has been shown that this method can produce an effective 
estimate. Thus, in one study comparing prevalence figures in 16 
areas estimated by the formula and by other methods, there was 
excellent agreement in 8, good in 3 and 4, and poor in 5. 

In general in the UK, prevalence in the adult population is 
regarded as-being somewhere between 1-2 per cent, but rates 
are considerably higher in Scotland. For England and Wales, the 
usually accepted figure is 300-400,000 people with serious 
drinking problems. This includes those with physical addiction, 
and those who have not yet reached this stage, but where 
drinking is creating serious problems (usually social) within 
their lives. Increasing numbers of young patients and female 
patients are being seen at clinics. A ratio of 1 female for every 
3—4 males is now not uncommon in the UK. 


Aetiological factors 


Sociocultural 


Itis important not to underestimate the sociocultural factor. We 
live in a society in which alcohol is an integral part, and it plays 
a major role in social functioning, and also in relation to male 
society is closely linked symbolically to maleness and virility. 
The findings of high rates of alcoholism amongst some cultural 
groups and low rates amongst others within the same society 
suggests that cultural factors towards the use of alcohol are of 
importance in explaining these differences. 

The best known example of differing rates are those of Irish 
extraction and those of Jewish extraction (with very low rates) in 
the USA. It has been suggested that people of Irish extraction 
have a convivial utilitarian attitude to alcohol. It is very much a 
part of hospitality, and regarded as useful to release tensions, 
improve wellbeing, etc. Jews, on the other hand, are regarded as 
having a ritualistic use of alcohol, i.e. alcohol has religious 
significance and drinking as well as eating are subject to the 
dietary laws of Judaism which are an index of the separation 
from the Gentiles. In effect, the Irish grow up in a culture 
strongly favourable to the use of alcohol, whilst the Jews do not. 
This hypothesis in relation to the Jews finds support from 
observations that when drinking pathologies do occur amongst 
Jews, this is likely to be in inverse ratio to the degree of 
orthodoxy of their religious upbringing. Further, young Jews 
who are removed to Gentile communities, e.g. Armed Forces or 
University, may soon develop the drinking patterns of the 
non-Jew. Modern sociologists in present day Ireland do not 
accept that Irish society has the view of alcohol described 
above. Rather, they describe its present attitude as ambivalent. 
This means that the young person is exposed to two opposing 
value systems, and this lack of clarity and consistency may 
predispose to excessive drinking. 

The general opposition in our society to women drinking was 
until recently considered to be a factor responsible for the low 
rate of alcoholism in women. Only very ‘disturbed’ women 
would break the cultural taboos and become alcoholic 
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(vulnerability—acceptance hypothesis). The increasing number 
of women now seen with drinking problems may be associated 
with relaxation of these taboos. 


Personal 


Here attention is placed on the individual and factors sought 
(either physical or psychological) in the individual which cause 
his alcoholism. it has not been determined whether physical 
factors causing alcoholism are acquired or inherited. If genetic 
factors were shown to definitely exist as a cause of alcoholism 
they may act through personality formation. Certainly no 
clear-cut genetical biochemical cause has been found. 

Psychological factors are, however, thought to be important 
in aetiology. A useful review is that of Orford (1971). The first 
factor is the mechanism of reward learning (operant or 
instrumental learning) and the second imitative learning (mod- 
elling). 


REWARD LEARNING 


This implies that if a piece of behaviour is followed by reward, it 
is likely to persist and vice versa. If the reward is intermittent, 
then the behaviour may be stronger. Drinking alcohol particu- 
larly by those with a high anxiety level, can be a rewarding 
experience, and it is likely to be repeated. The fact that some 
people and not others develop the habit may lie in the difference 
of their anxiety levels. The fact that even anxious subjects vary 
in their levels of anxiety at different times will make the 
rewarding effect of alcohol intermittent, and, as stated above, 
this will strengthen the habit. At a later stage when physical 
dependence has been reached, the alcohol addict may learn to 
persist in drinking to avoid the unpleasant non-reward of the 
withdrawal syndrome which follows on abstinence. 


MODELLING 


Modelling refers to the process of learning by imitation during 
development of certain models including parental figures. 
Presumably drinking behaviour as other forms of behaviour can 
be modelled. A recent study in London has given some support 
to this view. This study of normal drinking behaviour found that 
heavy drinking males and heavy drinking females were 
significantly likely to have been reared by heavy drinking 
fathers and mothers respectively. 


Dependence 


The most commonly accepted view is that psychological factors 
are important in the development of the drinking habit which is 
later followed because of the pharmacological action of alcohol 
by physical dependence. 

Once physical dependence is established, certain features 
develop (Jellinek, 1960). These are the presence of one or other 
or both types of abnormal drinking pattern. These are loss of 
control in which the patient subjectively finds he cannot control 
his intake so that the first few drinks are followed by others. It 
must be admitted that this feature is by no means always easily 
elicited from physically addicted patients. The other form of 
addictive drinking is the inability to abstain. Here control is 
kept, but on each or most days for many years a high amount of 
alcohol is consumed. 

In addition to these physically addictive drinking patterns, the 
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other features of physical dependence are the presence of a 
physical withdrawal syndrome on stopping or reducing drink- 
ing (see below), an increase in tolerance so that more alcohol is 
required to produce the same effect and craving (an intense 
desire to have alcohol). This may have as its basis, cerebral 
hyperarousal which the patient has learnt to call craving (Hore, 
1974). 


Clinical features 


In the early stages, alcoholism presents primarily with social 
problems. These include marital disharmony, difficulties at 
work leading to redundancy or demotion, financial difficulties 
and trouble with the law. It is important to realize that medical 
morbidity is much later, and a failure to look for social 
difficulties will delay the diagnosis. Alcoholism begins as social 
drinking which increases to a point where drinking becomes the 
most important event in the patient's life. At this stage, drinking 
may occur at unusual times for the culture, e.g. early morning, 
and may clearly be providing a psychological reward. This will, 
however, not always be evident. This drinking produces the 
difficulties described above. 


Memory disturbance 


In addition, certain physical symptoms may develop. An early 
symptom is memory disturbance (palimpsests). This begins as 
difficulty in remembering clearly events for the previous periods 
of drinking (usually the night before), and would appear to be a 
defect of registration associated with a rapidly rising blood 
alcohol level. Later, there may be longer memory disturbances 
affecting periods during the day or even over several days. 
During the period, the subject may appear normal to observers, 
and carry out usual functions, but can remember nothing later. 
Such periods are colloquially called ‘lost weekends’. In 
addition, these periods may be accompanied by wandering 
away from a familiar environment, reappearing at an unfamiliar 
environment and with no knowledge of how he got there. This is 
the alcoholic fugue and has to be differentiated from other cases 
of fugue states, notably depressive, hysterical and post epileptic 
states, 

In addition to memory disturbance, the subject may complain 
of epigastric discomfort due to acute gastritis. 


Withdrawal syndrome 


When physical dependence has occurred, abstinence produces 
the features of the alcohol withdrawal syndrome. In its early 
form, this takes the form of nausea, retching, sweating and a 
bilateral tremor primarily affecting the upper limbs. These 
symptoms are most likely to occur in the morning on arising due 
to the night's abstinence and can be relieved by alcohol 
ingestion. At a more advanced stage of severity and occurring 
later in time after the beginning of abstinence, there may be 
epileptic fits and or visual or auditory hallucinations. The most 
severe form of the withdrawal syndrome occurring 48-72 hours 
after complete or relative abstinence is delirium tremens which 
is a toxic confusional state (acute organic reaction) charac- 
terized by disorientation in time and space, restlessness, fear, 
hallucinations usually visual, paranoid ideation and a bilateral 
tremor. 


Medical morbidity 


The principal body systems affected by prolonged alcohol 
intake are the nervous system and hepatic and gastrointestinal 
systems, but, in addition, there is an increase in tuberculosis in 
alcoholic subjects compared with controls and alcohol is one of 
the causes of cardiomyopathy. In the USA, but, apparently, not 
so frequently in the UK, alcoholism has an important associa- 
tion with acute pancreatitis. In addition, alcohol can affect 
formation of haematopoetic tissue. 


Neurological syndromes 


Both central and peripheral nervous systems are affected. An 
important review is that of Victor (1962), The syndromes can be 
divided as follows. 


ACUTE EFFECTS OF ALCOHOL ON THE BRAIN 


These include the well-known effects of intoxication, i.e. 
disturbance of balance, ataxia of gait and limbs, dysarthria, 
impaired judgment with decreased efficiency and reduced 
reaction time. In addition, there may be disturbance of mood 
varying from hilarity to morose depression, and a general 
personality shift in the direction of extraversion. 


DIETARY DEFICIENCY 


These include Wernicke’s encephalopathy. It is characterized 
by mental confusion, ocular disturbances (including nystag- 
mus and ocular palsies equally lateral rectus palsy) and ataxia. 
In addition, a peripheral neuropathy may be present. This 
syndrome is believed to be due to a reversible metabolic defect 
of thiamine deficiency. 

Korsakow’s psychosis may often follow Wernicke’s 
encephalopathy, and the two syndromes are closely associated. 
It is characterized by a wide range of intellectual defects in 
which recent memory and inability to learn new material are by 
far the most obvious. This is accompanied by confabulations 
where longer memory gaps are filled in by the patient making up 
his life history. The syndrome is associated with structural 
damage to the memory circuit, particularly in the region of the 
mamillary bodies, and is rarely amenable to treatment. 

Brain damage in association with alcohol is probably 
commoner than realized. Recent studies using air encephalo- 
grams have found it present in 70 per cent of chronic alcoholics, 
these defects not being picked up on EEG or on psychometric 
testing. Peripheral neuropathy affecting lower limbs more than 
upper limbs and associated with disturbance of proprioceptive 
sense, and pain is common. It may or may not improve on 
abstinence and on adequate diet. Recently, myopathic syn- 
dromes have also been described. 


WITHDRAWAL OF ALCOHOL IN THE PHYSICALLY DEPENDENT 
SUBJECT 


These effects include bilateral tremors (morning shakes) affect- 
ing arms, legs and voice especially the former, and delirium 
tremens already described above. 


PATHOGENESIS UNCERTAIN 


These changes include primary degeneration of the corpus 
callosum (Marchia-Fava Bignani Disease), central positive 
myelinolysis and degeneration of the cerebellum, resembling 
that produced by non-metastatic carcinoma. 


Hepatic and gastrointestinal syndromes 


Fatty liver with palpable enlargement, cirrhosis and an acute 
syndrome of hepatic decompensation may all occur. In relation 
to cirrhosis, both toxic effects from alcohol and dietary 
deficiency seem to be important in aetiology. Acute gastritis can 
certainly be induced by alcohol, but there is disagreement as to 
whether it can go on to chronic atrophy with loss of specialized 
glandular cells. Again, whilst peptic ulcer often appears 
clinically to be a common accompaniment of alcoholism, there 
has been disagreement as to whether compared with control 
populations a true increased incidence occurs amongst the 
alcoholic populations. 


PSYCHIATRIC MORBIDITY 


This includes the syndromes described above (alcoholic fugue 
states, delirium tremens, Wernicke’s encephalopathy, Kor- 
sakow’s psychosis and brain damage), alcoholic hallucinosis, 
morbid jealousy and the increased risk of suicide in the 
alcoholic. 


ALCOHOLIC HALLUCINOSIS 


This is a syndrome characterized by the appearance of auditory 
hallucinations in clear consciousness. These may take the form 
of indeterminate noises or voices often of a derogatory nature. In 
a majority of cases, they clear up rapidly on cessation of 
drinking (i.e. within a week) but in a small minority proceed to 
either a schizophrenic illness or dementia. The general view in 
the UK has been that it is a separate syndrome of schizophrenia; 
some authorities in the USA consider it part of an absolute or 
relative withdrawal syndrome. 

Alcoholism is one of the causes or morbid jealousy (Othello’s 
syndrome) in which the alcoholic becomes delusionally 
convinced that the spouse is unfaithful. Constant attempts may 
be made to prove this and the unfortunate spouse harangued. It 
may arise from projection of the cause of the marital and sexual 
difficulties on to the spouse. 

Alcoholism is an important cause of suicide. Kessell and 
Grossman (1961) showed for males in a London population that 
it was 86 times as common as in the normal male population. 


MANAGEMENT. 


A major obstacle is denial of the problem, arising from alcohol 
misuse in early stages. This may be the rule rather than the 
exception, and encouraged by relatives. A second problem is 
lack of recognition particularly as physical symptoms rather 
than social are looked for, and the image of the alcoholic is that 
of a skid row figure, i.e. the end form (which affects only a small 
minority) becomes the only form recognized. 

The aim of treatment is generally total abstinence although 
this has been challenged, and attempts by behavioural techni- 
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ques (as yet unestablished in large numbers of alcoholics) to 
return the subject to normal drinking are being made. The 
principal treatment methods are group psychotherapy (with its 
emphasis on a common bond, i.e. alcoholism, discouragement 
of denial of the drinking problem, emotional arousal, and a 
clear cut road back to health by a simple common aim, i.e. total 
abstinence), the use of pharmaceutical deterrents, e.g. Antabuse 
(Disulfiral) or Abstem (ictrated calcium carbimide)—if drinking 
occurs during the period the person is taking the drug, they will 
be ill, and aversive techniques using originally chemical and 
more recently electrical aversive stimuli. The latter method has 
largely, in the UK, been replaced by group psychotherapy. 

Detection has been aided by the setting up of both hospital 
and community diagnostic clinics (e.g. the Consultation Bureau 
System in Holland and the Information Centres in the UK). 

In the UK, specialized in-patients units where alcoholics as a 
group are brought together with considerable emphasis on 
group therapy have been established since the early 1950s. 
After-care is an important feature of such units, the patient being 
encouraged to keep in touch by attendance at group sessions 
after discharge. Such units often have special groups for wives of 
alcoholics. An important community agency particularly strong 
in the USA and UK is Alcoholics Anonymous, a self help 
organization which has as its prime activity the weekly group 
meeting. In the last two decades, hostels for alcoholics have 
been set up where alcoholics live in therapeutic communities 
for an indefinite time. 


RESULTS 


It would appear that between 30-50 per cent of clients can be 
helped by these methods, although relapses may occur. It is 
important to stress that recovery can occur in view of excessive 
pessimism often expressed, particularly by those with limited 
experience. Favourable prognostic factors are high motivation, 
a socially stable background, and absence of psychopathic 
personality traits. 

In any area, steps have to be taken to co-ordinate these 
varying services (often a mixture of statutory and voluntary 
agencies), and it is essential that, if a comprehensive scheme is 
to develop, all those in the field accept that there are many 
different roads to sobriety. 
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Amnesia 


O. L. ZANGWILL 


The term ‘amnesia’ is very generally used to denote loss or 
defect of memory. It may occur either as a sign of brain 
dysfunction, with or without impairment of other mental 
functions, or as an apparently psychogenic phenomenon in 
hysterical and closely related states. The dramatic cases of ‘loss 
of memory’, sometimes associated with loss of awareness of 
personal identity, reported from time to time in the newspapers, 
are invariably of the latter type. 

Organic amnesia has two aspects usually, though not 
invariably, found in conjunction, First, there is failure to register 
or retain current information (at all events for more than a few 
seconds or minutes); this is sometimes known as anterograde 
amnesia. Secondly, there is failure to retrieve information stored 
prior to the onset of the brain disorder. This is known as 
retrograde amnesia and may or may not be reversible. Its scope 
may embrace a period varying from a few seconds or minutes to 
weeks, months or even years. Transient amnesic states are most 
commonly seen after head injuries of mild or moderate severity 
and have recently been described in connection with what are 
presumed to be cerebral ischaemic attacks (‘transient global 
amnesia’). In these cases there is no loss of consciousness and 
the amnesic state seldom lasts for more than a few hours or days. 

Chronic, and often progressive, amnesic states occur with a 
wide range of diffuse brain diseases( e.g. the pre-sensile, senile 
and arteriosclerotic dementias) in which they are associated 
with varying degrees of intellectual deterioration. But they may 
also present in relatively circumscribed form, as first described 
by Korsakoff (1887) in cases of alcoholic neuropathy and later in 
a wide variety of toxic, infective and metabolic disorders. These 
cases demonstrate clearly that the neural substrate of memory 
cannot be identical with that of intellectual capacity. 

The amnesic syndrome as a circumscribed psychiatric entity 
is of great interest. Korsakoff himself drew attention to the 
surprising discrepancy between the memory defect, often-very 
severe, and the relatively well preserved intellect and personal-. 
ity of the patient. He also pointed out that in spite af very severe 
memory defect the patient nearly always gave some evidence of 
retention, e.g. he would seldom treat his physician on every 
successive visit as if he were a total stranger. Bonhoeffer stressed 
the fact that extensive retrograde amnesia was usually present 
which commonly leads to disorientation in place and time. It 

was further noticed that Korsakoff patients frequently confabu- 


late, i.e. give false information regarding their recent activities. 
Although dramatic instances of confabulation are sometimes 
observed, this feature has almost certainly been exaggerated. 
Many Korsakoff patients confabulate little, if at all, and much 
confabulation is not implausible if the patient’s own conception 
of his circumstances is borne in mind. 

An interesting feature of the amnesic state is that immediate 
memory is unaffected. Unless he should also be dysphasic, the 
Korsakoff patient is quite able to repeat a short series of words or 
digits or to retain the gist of a question or instruction for a 
sufficient time to enable him to respond appropriately. It is 
exclusively the capacity for long-term storage that is at fault. 
Another interesting point is that some amnesic.patients appear 
able to acquire and retain sensorimotor skills though not skills of 
other kinds, e.g. verbal repetition habits. While residual 


capacity to establish orientation as a rule remains, memory in 


the sense of recall or communication of recent information is 
gravely reduced, if not virtually abolished. 

Retrograde amnesia is a defect of retrieval rather than one of 
registration or storage. In recovery from the after-effects of head 
injury, retrograde amnesia commonly shrinks from its original 
extent, which may cover days, weeks or even years, to its final 
brief duration of a few minutes or hours. Although memory is 
often said to return in inverse relation to its recency, this is not 
strictly true and more recent events can sometimes be recol- 
lected before those more remote. There is, however, a broad 
relation between the recency of an event in memory and its 
vulnerability to the effects of cerebral insult. This is sometimes 
known as Ribot’s Law. 

The neuropathological basis of amnesia is still uncertain, 
though there is much evidence to implicate parts of the 
thalamus and hypothalamus (in particular the dorsomedial 
nucleus and the corpora mammillaria) and the medial structures 
of the temporal lobe, in particular the hippocampus. It ‘is 
noteworthy that bilateral involvement appears to be essential 
for thé production of an amnesic state. 

Psychogenic amnesia was at one time thought to be entirely 
distinct from its organic counterpart though doubts are now 
being expressed about this. Certainly, many cases of 
psychogenic amnesia appear to establish themselves on the 
basis of a pre-existing organic amnesia, and conversely, 
psychogenic elements may insinuate themselves into the 
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structure of an organic amnesia. One striking case of this kind 
was reported some time ago in Germany in which an amnesia 
supervening upon carbon monoxide poisoning was sustained 
on an hysterical basis for over thirty years. Conversely, a 
classical case of hysterical amnesia eventually proved to have 
suffered from a diffuse disease of the brain. None the less, cases 
in which amnesia is motivated and serves to protect the patient 
from disagreeable or painful memories, as first described by 
Breuer and Freud (1895), undoubtedly exist and can often be 
relieved by psychotherapy, with or without intravenous barbitu- 
rate sedation. So also do cases in which amnesia serves the 
interests of economic gain, e.g. in compensation cases follow- 
ing accidents involving head injuries. 

In view of these considerations, differential diagnosis bet- 
ween organic and psychogenic amnesia is often far from easy. It 
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should however be borne in mind that in truly organic amnesia 
short-term memory is intact and there is no loss of knowledge, 
habits and skills acquired in early life. Nor is the memory loss 
improved to any significant extent under intravenous barbitu- 
rate sedation. At the same time, the possibility that an hysterical 
amnesia may mask an underlying organic amnesia should never 
be forgotten. 
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Analytical Psychology 


MICHAEL FORDHAM 


The term ‘analytical psychology’ was introduced by Jung after 
his retirement from psychoanalysis in 1914. He meant it to 
cover psychoanalysis, individual (Adlerian) psychology and 
some of the conceptions and methods particularly associated 
with his own name. However, as his views involved 
modification in both the conceptions and practices of the other 
two schools which were unacceptable to each, it cannot be said 
that his attempt at a synthesis was successful; nor can his work 
be adequately covered by the phrase ‘complex psychology’ so 
the original title has stuck and survived the alternative. 

Since Jung’s contributions to analytical psychology are far the 
greatest these will be described in the order of their appearance 
and will be followed by those made by others. After publishing a 
number of psychiatric studies Jung led a distinguished team of 
collaborators in applying the association tests, derived from 
Galton’s work and developed in Kraepelin’s Clinic, to normal 
and abnormal subjects, His findings, from which he developed 
his theory of complexes led to interest in psychoanalysis; he was 
particularly struck by the theory of repression which he 
accepted without reservation. A special feature of this early 
work was his detailed and thorough study of schizophrenia 
which he analysed with the help of a battery of stimulus words. 
On the basis of this research he pioneered the psychotherapy of 
schizophrenia and borderline psychoses and continued to do so 
until the end of his life. 

His next major contribution was to formulate a theory of 
psychological types distinguishing two attitude types 
(extraverted and introverted) and four function types (thinking, 
feeling, sensation and intuition). He described them in a large 
volume and illustrated his findings in such extended fields as 
psychiatry, philosophy, history, literature and religion. In view 
of his earlier experimental interest he might have devised more 
exact methods of testing his theory; but, partly for personal 
reasons, he next embarked ona theory of inner processes which 
he believed that he had uncovered both in himself and his 
patients. 

He had separated from psychoanalysis for a number of 
complex reasons; he learnt much from it but the use of 
association and interpretation became specially important. 
Jung's investigations developed from the use of a particular form 
of the latter. As he wanted to emphasize the ‘inner world’ he 
developed interpretations upon the subjective plane: dream 
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and fantasy images were not to be understood as referring to a 
person in the external world or even as having originated in 
relation to somebody in the past, but were conceived to 
represent a part of the patients self-system to which psychic 
reality was attributed. To enhance dream and fantasy content he 
supported the creative potentiality in his patients by encourag- 
ing them to write, paint, model with clay or other suitable 
media: ‘inner objects’ were thus objectified and felt as real. In 
suitable cases an inner drama then developed, a world of 
imagination was revealed and felt to be separate from the 
patient himself (i.e. his ego). 

Once this state of affairs was set up the possibilities of 
interaction between imagination and the ego were explored in 
the form of an internal dialectic comparable with the conversa- 
tions between the patient and therapist in the transference 
setting. The procedure was called active imagination. It was in 
this material that he obtained rich evidence for themes of 
imagination general to humanity; he called the sources from 
which they derived the archetypes of the collective uncon- 
scious and assembled a mass of parallels from ethnological 
sources to support his hypothesis. 

Active imagination led patients to recognize that their 
pictures of themselves previously based on ego consciousness 
was too limited; and further that recognition of an inner world, 
which had many characteristics of religious and mystical 
experience, meant that without knowing it their lives had been 
controlled by a modern equivalent of a myth. 

A further and prominent feature of active imagination was the 
emergence of a progression in the archetypal material, expres- 
sed in symbols, having an aim. The progression, which needed 
the active participation of the ego, seemed to involve increasing 
awareness of a wholeness which embraced the unconscious as 
well as ego consciousness: this unity he called the self; and from 
it derived the sense of meaningful living. Increasing self- 
awareness Jung Called individuation; it led to a concept of man 
as follows. His consciousness is only part of his nature and is 
either dependent upon or related to an essentially unconscious 
substrate. Usually the relation between the two systems is 
compensatory but together they originally formed a unity. A 
person’s life requires, however, a division between them and 
once this is set up the conscious mind (the ego) and the 
archetypes of the unconscious move towards conscious realiza- 


tion through symbolic expressions of their part in the larger unit 
or self. Thus in the first place the self is not represented in 
symbols but becomes so in the course of development. 
Therefore the capacity for constructing symbolic representa- 
tions takes on an essential part of meaningful living. 

Using the erudite material Jung studied the religions of 
Eastern and Western cultures showing the psychological origins 
from which they derived. At first he was struck by the parallels 
between individuation and Eastern Yoga which he in turn found 
comparable with alchemy; he embarked on a detailed study of 
this obscure subject and showed that the alchemists were 
unwittingly experiencing archetypal processes, related to indi- 
viduation, in their apparently chemical operations; their 
obscure publications were condensed records of visions that 
they perceived as they worked with their retorts or which 
appeared during contemplation of their supposedly chemical 
findings. He further asserted that the alchemical traditions, 
related in Western culture to gnostic and other heretical 
deviations, compensated Christian orthodoxy and were the 
germinal sources of modern psychological conceptions and 
practices. 

Jung's studies thus set the psychology of unconscious 
processes and of psychotherapy in a historical perspective and 
he thought that the increasing emphasis on the study of man 
today was a necessary and important step in his evolution. 
Consequently he conceived understanding of current affairs 
important and he commented upon them especially the state of 
Europe at the time of the National Socialist revolution in 
Germany and the two World Wars. 

It is significant that Jung thought of all his research as an 
objective kind of confession. He published an autobiography 
which showed himself as a person to whom religion and the 
inner world were of particular importance and that it was his 
‘myth’ that he needed most to realize as an inner necessity. In as 
much as there are others in the world who are like him his 
discoveries are relevant and valid for them. This, he held, was 
not peculiar to his psychological system but was characteristic 
of all psychological investigations that are grouped under the 
heading of ‘depth psychology’. To confess leads not to 
subjectivism but to a greater though relative objectivity. 


Psychotherapy 


It will be clear from the foregoing that the particular processes 
and developments which Jung studied most cannot be 
generalized to cover all psychotherapy; the spectrum of 
psychopathologies and the variety of types require different 
approaches. Whilst his main interest was in those patients 
whose inner life was essential, study of his type theory indicates 
that the unconscious finds expression in different ways and that 
the various forms and techniques of psychotherapy are approp- 
riate to them. Whatever the merits or demerits of his typological 
approach it provides ‘a system of comparison and orientation 
which makes possible something that has long been lacking a 
critical psychology’ (Collected Works, Vol. 6, p.541). 

In his psychotherapeutic practice Jung was a vigorous 
exponent of the idea that therapy depended upon the quality of 
the therapist’s responses to his patient. Because he laid 
emphasis on ongoing individuating processes, he was keen that 
therapy should not interfere with the unique individual features 
in a patient’s development; therefore much stress was laid on 
the need for flexibility in the therapist who needed to ensure that 
the methods he used were related to his personality structure in 
a way that could become evident to his patient. It therefore 
became a condition of practising analytic therapy that analysts 
must submit to it themselves before they took patients. He was 
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cautious about the application of theoretical principles to a 
patient because these could lead to excessive emphasis on 
abstract ideas and foster a splitting-off effect in the therapist 
himself. Nonetheless he recommended trainees to study 
psychotherapeutic methods, history, mythology and compara- 
tive religions with a view to gaining a wide understanding of 
human nature; but though there are general principles to be 
used in the practice of psychotherapy it is hard to find much 
systematic discussion of detail: this he advisedly eschewed. 


Developments and applications of Jung’s work 


The influence of Jung’s work has been extensive in the fields of 
religion, art, anthropology, law and philosophy and a large 
literature has grown up in these subjects which seeks to 
assimilate the relevance of his work to each discipline. This is 
not the place to enter into them but rather to consider the parts of 
his work which have been developed in the scientific and 
clinical field. 


Typology 


Jung himself did not use experimental techniques to test his 
theory but a number of investigators have done so for the 
attitude types introversion and extraversion. Eysenck in England 
and Cattell in the USA, are perhaps the best known but there are 
many others (cf. Dicks-Mireau, 1964). Their findings go to show 
that types can be arranged on a scale so that any particular 
person may show more or less extraversion and more or less 
introversion—a view compatible with Jung's thesis. The func- 
tion types have received less attention partly because of Jung’s 
unusual definition of feeling as a valuing system and the 
difficulty of sorting out sensation from intuition. However two 
tests have been designed, the Gray-Wheelwright questionnaire 
and the Meyer-Briggs type Indicator and have been applied to 
analysts, married people, men and women with rather interest- 
ing results though the reliability of the tests is still in question. 


Archetypes 


The theory of archetypes has been by far the most attractive of 
Jung’s concepts. The most significant work in this field has been 
a number of studies of well-known personalities, such as 
Bunyan, and investigations into the parallel between initiation 
and adolescence (Henderson, 1967). The most provocative 
investigation in this field has been Neumann whose book The 
Origins and History of Consciousness contains the substance of 
his ideas. In it Neumann introduced the notion of stages in 
progression and regression which were determined by 
archetypal considerations and could be observed in history. His 
attempt was to explain why progression in time did not reveal a 
direct line of evolution. His formulations are difficult to grasp in 
detail and he often violates biological and other concepts 
without, it seems, recognizing when he does so. 


Psychopathology 


Jung had thrown out a number of suggestions on psychopathol- 
ogy during the exposition of the type theory but his particular 
interest was in potential recovery processes in schizophrenia. In 
the USA Perry (1966) has taken up this idea and believes that 
four stages of recovery can be differentiated and that these show 
parallels with kingship patterns in history. Apart from this 
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research there have been more or less elaborate case studies 
having confirmatory rather than original significance. 


Childhood 


Jung only developed a sketch of child psychology. It is in this 
latter field that most research needed to be done and a group of 
investigators in London took up an evidently challenging field. 
As Jung had linked up his theory of archetypes with that of 
instinct and heredity the study of maturational processes might 
therefore be particularly rewarding. 

During his lifetime Jung had made an investigation into 
children’s dreams though he never published his results. This 
study was taken up and it became clear that archetypal imagery 
was easy to observe in children’s dreams and fantasies; they 
served maturational processes in the child. Furthermore the 
study of self representations and symbols led to the conclusion 
that individuation was not only the special characteristic of 
mature subjects in the second half of life but started in 
childhood and continued in different forms as life proceeded. 
Individuation was characterized by Jung as the growth of the 
ego out of a state of unconscious participation with the 
environment. In infancy the participation develops soon after 
birth through interaction between the nursing couple and this 
provides a medium out of which the infant gradually develops 
experience of himself as distinct from his mother in a 
‘separation-individuation’ phase. The widening experience of 
the infant gradually leads to extended consciousness and 
critical periods in which individuation is furthered: they occur 
in infancy, during the oedipal phase and in the rapid maturation 
at adolescence. From this position individuation in later life 
which expresses itself in terms of religious symbolism is a 
special case of a continuing process. 

The work on children has significantly altered the attitude of 


analytical psychologists to child therapy. Jung himself thought 
of it as unimportant conceiving that, with a few exceptions, the 
source of child neurosis must be sought in the parents. Applying 
the concept of individuation to childhood meant that the 
complex processes within a child can also contribute to his state 
or even that the disorders of childhood can be generated within 
the child himself through disorders of the maturation process. 
Consequently child therapy is given a more secure theoretical 
foundation and has led to contributions by analytical 
psychologists to the field of child analysis and especially to 
infantile autism. In addition much more attention has been paid 
to the analysis of genetic processes and so of the child in adult 
patients. It is significant that these studies have brought 
analytical psychologists close to trends in psychoanalysis which 
have developed comparable concepts, i.e., the self, individua- 
tion, unconscious fantasy etc. 
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Anorexia Nervosa 


A. H. CRISP 


Anorexia nervosa is the clinical term applied to a human 
disorder of weight which presents mainly in adolescent females. 
The physical state is characterized by emaciation following 
marked loss of weight, amenorrhoea, and such secondary 
features as hirsutes and poor peripheral circulation, arising from 
an inability to eat mainly and basically carbohydrate- 
containing foods. If such food is eaten then it may be vomited 
back. Excessive purging may also occur, and these various 
clinical patterns can lead to profound metabolic disturbances 
over and above the general effects of starvation and malnutri- 
tion. Such behaviour may effectively be concealed and the 
individuals concerned often resist attempts at treatment, prefer- 
ring to remain as they are. 

Although sometimes denied, the central pathological deter- 
minant is a desperate need to be thin and avoid the state of 
normal adolescent and adult weight. Most clinicians believe 
that this need has its root in adolescent emotional conflict and 
the disorder’s capacity to fend this off and avoid it through its 
effect of delaying and stunting maturation. The disorder has 
been construed as a psychosomatic disorder based on the 
phobic avoidance of normal weight and its psychosocial 
implications for the individual through the mechanism of 
psychobiological regression back through puberty achieved by 
the process of carbohydrate starvation. Such a simplistic 
construction points to the non-specificity of the emotional 
turmoil, and emphasizes the constitutional and other determin- 
ants of the specific disorder. These have been found to be 
overnutrition in the patient and her family, a tendency to high 
growth-rate, family conflicts of a neurotic kind, and the 
immediate association in time of the emotional conflict 
situation and dieting behaviour, often initially of a seemingly 
more normal kind. The mechanism of development of the 
disorder appears to be the rewarding experience of progressive 
over-determination of this dieting behaviour. 

It has been suggested that the much greater incidence of the 
disorder in females compared with males is related to the 
greater tendency of the former to embark on periods of dieting 
behaviour, restricting carbohydrate intake and thereby provid- 
ing the opportunity for the condition to develop; also the more 
rapid biological maturation of females precipitating them into 
early adolescence with its attendant psychological difficulties, 
which again are of a different and possibly more urgent nature in 
the female. 
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The disorder has always been considered a rare one but there 
is evidence that it occurs quite commonly in adolescent girls 
especially from social class | and II backgrounds so that, for 
example, between one in 50 and one in 100 of such girls at any 
one time probably has the condition in a severe form. 

The natural history of the disorder is not fully known but it is 
clear that, of those individuals with it who come under medical 
care, the majority recover from it after several years. However, 
perhaps 20 per cent remain affected and psychologically and 
socially crippled by it, and there is a significant mortality, 
probably about 5 per cent of the total group reaching medical 
care before their terminal illness, and mainly as a consequence 
of either ultimate starvation or else suicide. Such mortality 
usually occurs in those chronically affected and in the fourth 
decade of life. The disorder is associated with social isolation, 
sexual inactivity exceptin a minority who are usually those who 
have a pattern of bulimia and vomiting, and morbid and 
excessive preoccupation with food and weight. Once estab- 
lished for five or more years the individual usually becomes 
totally cut off from normal life and relationships. Even if this 
chronicity itself is not a reflection of particularly profound 
difficulties in the first instance, it seems reasonable to accept 
that in itself it makes it increasingly difficult for the individual to 
recover, readjust and catch up with her chronological peers. 

Attempts at treatment must first be concerned with gaining 
the individual’s co-operation and helping her to develop some 
wish to and hope of change. Otherwise, enforced feeding will 
achieve no more than partial restoration of weight before the 
individual discharges herself from care, sometimes to relapse 
into an even more severe state. Although the label ‘hysterical’ 
has been attached to the disorder, this probably means no more 
than that the individuals’ acceptance of their condition based 
on their terror of being normal in weight, and is a source of great 
irritation to those wishing to make them physically well. Clearly 
also they are seeking and to some extent managing to avoid 
confrontation with the problems of their potential maturation. 
So far as conversion hysterical mechanisms are concerned it 
should be remembered that the disorder is primarily one of 
weight and not a feeding disorder, so that the symbolic 
significance of food is essentially secondary and in this way the 
disorder differs fundamentally from the feeding disorders of 
childhood. 

Patients with anorexia nervosa, effectively denying and 
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concealing their real psychopathology and motivation and 
much of its associated behaviour, will sometimes allow 
themselves to be investigated indefinitely in hospital for isolated 
aspects of their disorder such as amenorrhoea, hirsutes, 
unexplained diarrhoea, abdominal pain, emotional lability, 
ritualistic behaviour and so on. Therefore, whilst medical 
intervention at times of crisis may be life-saving, serious 
attempts at altering the overall course of the disorder require 
careful evaluation of the patient’s own psychopathology and 
any attendant family problems. 

Controlled evaluation of the effects of different kinds of 
treatment has not yet been systematically undertaken, but it is 
probably important for effective treatment that the programme 
includes consistent attempts at restoration of weight to fully 
normal and adult levels (e.g. matched population mean weight) 
at least for the age at which the individual fell ill. With this as a 
treatment background, psychotherapy can be employed both 
with the patient and, when relevant, with the family. So long as 
the patient believes that there is a chance of change in the 
overall situation as a result of such an approach she is more 
likely to remain in treatment. Other less healthy determinants of 
her willingness to stay in treatment will include her degree of 
pathological dependence on the therapist and the extent to 
which the latter allows her to control the situation. 

Occasionally patients present with the condition who are 
married. Usually such marriages are unconsummated although 
there are important exceptions to this. Under such circums- 
tances, especially if the marriage has been undertaken within 
the context of the patient's illness, the marital relationship may 


require special psychotherapeutic attention. It can be seen that 
such treatment programmes, based on initial in-patient care of 
several months’ duration, are time consuming and are by no 
means always effective. This is not surprising if one accepts that 
the task in hand is to help the patient ‘grow up’ in a very literal 
sense when she has already once failed in this. 

The disorder has attracted considerable research interest in its 
own right, but it also has great interest for related fields 
including those of growth and maturation, obesity, addiction 
and a better understanding of such postulated psychological 
mechanisms as compulsion and denial. Meanwhile it has 
become regarded as one of the classical examples of so-called 
psychosomatic disorder. 


REFERENCES 


Bliss, E. L. and Branch, C. H. H. (1960). Anorexia Nervosa. New York; 
Hoeber 

Brüch, H. (1966).‘Anorexia nervosa and its differential diagnosis.’ J. 
nerv. ment. Dis. 141,555 

Crisp, A. H. (1970). ‘Anorexia nervosa “Feeding disorder”, “Nervous 
malnutrition” or “Weight phobia’’?’. Wid Rev. Nutr. Diet. 12,452 

Dally, P. (1969). Anorexia Nervosa. London; Heinemann 

Kaufman, M. R. (1964). Anorexia Nervosa: A Paradigm. Evolution of 
Psychosomatic Concepts, No. 66, London; Hogarth 

Theander, S. (1970). ‘Anorexia Nervosa’. Acta psychiat. scand., Suppl. 
214 

Thoma, H. (1967). Anorexia Nervosa. New York; International Univer- 
sities Press 


Anxiety 


MALCOLM LA 


Anxiety is a widespread phenomenon both in every-day life and 
in the doctor's clinic (Lader and Marks, 1971). The problem of 
anxiety has occupied many medical men, psychologists, 
philosophers and theologians. For example, Kierkegaard and 
Niebuhr, both theologians, have regarded anxiety as the 
unavoidable price paid for personal freedom of choice; i.e. it is 
the corollary of free will. However, the term ‘anxiety’ is a vague 
one and can have several somewhat different meanings. 


Description 


There are several characteristics of anxiety but these properties 
are not exclusive to it. Anxiety is an emotion of a usually 
unpleasant nature which can be almost unbearable. Neverthe- 
less, some people may actively seek anxiety, for example, by 
competing in dangerous sports, and the spectators experience 
the danger vicariously. 

A second property of anxiety is that itis a prospective emotion 
directed towards the future, in contrast to emotions such as 
regret and guilt which refer to past events. 

The unique qualities of anxiety can only be described in 
synonymous terms and the English language is replete with 
expressions suggesting feelings of anxiety: agitation, alarm, 
anguish, apprehension, concern, consternation, dread, edgi- 
ness, fright, jitteriness, perturbed, qualm, scared, etc. In many 
Western languages there are two groups of words related to 
anxiety: (1) those derived. from the Latin anxietas, meaning 
disquiet; and (2) those referring to a sense of constriction, 
derived from angor. In common speech, anxiety tends to cover 
both meanings, but it is important to point out that the term 
‘anxiety’ in psychiatry is a relatively recent introduction partly 
as a mistranslation for the German word angst. Accordingly, 
‘anxiety’ as used by psychologists and psychiatrists should be 
recognized as a technical term with the limitation in meaning 
but increase in precision of a technical term. 


Anxiety and fear 


A difficult but necessary distinction is that between fear and 
anxiety. In both states there is a feeling of impending danger; in 
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fear there is a recognizable source of danger and the feeling 
produced is reasonably commensurate with the objective 
danger; in anxiety, on the other hand, no danger is discernible 
or any apparent danger is by commonsense standards dispro- 
portionate to the emotion produced. Nevertheless, it is still a 
value-judgement whether the emotion is justified by the 
apparent danger and itis more appropriate to regard anxiety and 
fear as opposite ends of a continuum rather than as two distinct 
entities. In general, other aspects of these emotions such as the 
subjective feelings and its bodily concomitants are similar, 
although the latter may be greater in fear (Davitz, 1970). 


Somatic concomitants 


Many subjective symptoms occur during anxiety. There is 
difficulty in breathing, a sense of constriction in the’ chest and 
tightness in the throat, epigastric discomfort or pain, palpita- 
tions, dizziness and weakness, and dryness of the mouth, 
Objective disturbances may occur; running in panic, scream- 
ing, vomiting, sweating, tremor, sudden micturition and defae- 
cation. Facial expression is the most obvious indicator of 
anxiety. 

Many studies have measured the physiological changes 
underlying these symptoms using psychophysiological techni- 
ques which are essentially refinements of clinical observations. 
Thus, muscle blood flow is increased and skin blood flow 
decreased; pulse rate and blood pressure are elevated; sweating 
is augmented, salivation reduced, and muscle activity (elec- 
tromyogram) markedly increased. A more alert pattern, 
increased beta activity and less alpha rhythm, is seen on the 
electroencephalogram.. Nevertheless, none of these changes 
is specific to anxiety. 

The concept of arousal is used to relate the physiological 
changes to the experienced emotion. Arousal is defined as a 
behavioural continuum from drowsiness to emotional excite- 
ment. Physiological changes reflect arousal and not any 
particular emotion, as arousal is high in all intense emotions 
such as panic, revulsion, anger and ecstasy. 

There are many problems in using physiological changes as 
indicators of emotions such as anxiety. They are undoubtedly 
useful as measures of the intensity of arousal during any 
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particular emotional state. For example, sweat gland activity is 
greater in rage and panic than in anger and anxiety. Attempts to 
discern distinct patterns of physiological response in associa- 
tion with different emotional stages have been inconclusive but 
there is some evidence that diastolic blood pressure is higher in 
anger whereas heart rate and sweat gland activity increase more 
in fear. 


State and trait anxiety 


A careful distinction is usually made between ‘state’ and ‘trait’ 
anxiety, State anxiety refers to anxiety felt at any particular 
moment; trait anxiety refers to a habitual tendency to be anxious 
over a long period of time and is perhaps better termed 
‘anxiousness’. Persons with high trait anxiety have a lower 
threshold for becoming anxious although they may not be 
experiencing state anxiety at any particular moment. However, 
they are more likely to be anxious than a person with low trait 
anxiety. A person with high trait anxiety may avoid experienc- 
ing state anxiety by minimizing stressful situations in his life. 


Normal anxiety 


Anxiety is part of the fabric of everyday life and as it is so 
widespread and affects everybody it can be regarded as normal 
in the statistical sense. At work, in marital relationships, in 
parental responsibilities and even in leisure time activities 
anxiety may be present. Some anxieties are very widespread, for 
example, before dental treatment, but possibly the most 
ubiquitous normal anxiety is that of death. Often it is the fear of 
dying rather than of death itself which is disturbing. ` 

A complex relationship exists between anxiety. and 
behavioural performance described, in general, by an inverted 
U-shaped curve (Levitt, 1967). A little anxiety facilitates optimal 
performance but too much or too little anxiety is associated with 
a fall-off in performance. Each individual seems, in some way, 
to choose his own anxiety level and then to regulate his activity 
so as to maintain that level. This has been shown in studies of 
driving behaviour in which anxiety levels remain constant and 
do not vary as much as expected in different traffic conditions. 


Coping mechanisms 


The anxiety of every-day life can be dealt with in many different 
ways. Psychological methods include denial, repression, reac- 
tion formation, projection and regression. Many forms of 
behaviour are used to reduce anxiety and to seek comfort. 
Anxious people solicit reassurance and may engage in distract- 
ing activities or in oral habits such as smoking and chewing 
gum. The drinking of alcohol or taking of drugs may also be a 
method of coping with anxiety. Or anxiety can lead to retreat 
into fantasies, daydreaming or even sleep. 


Pathological anxiety 


Pathological anxiety exists when a patient complains that he is 
suffering from anxiety which is more frequent, more severe or 
more persistent than he is accustomed to and can tolerate. Some 
patients describe anxiety symptoms as an alteration in their 
emotional status. They regard themselves as having been 
relatively calm individuals previously and see their present 
symptoms asa change from this (pathological state anxiety). The 
anxiety symptoms constitute an ‘attack’ and fit the process or 


medical model of illness. 

In contrast, other patients have always been more anxious 
than their peers (pathologically high trait anxiety). Consequent- 
ly, this conditon is a personality deviation. However, the two 
types of condition commonly occur together, with increased 
life-stresses raising the anxiety of an already anxiety prone 
individual beyond the point of tolerance. 

The distinction between normal anxiety and pathological 
anxiety is an operational one, and essentially occurs when 
medical or other ancillary help is sought by an individual. Many 
factors may bring such a person to the general practitioner or 
psychiatrist, including a change -in life situation such as 
promotion at work, marriage, the birth of children, and 
awareness of possible therapeutic help, e.g. after viewing a 
relevant television programme, or discussing the problem with 
a friend. 

Anxiety occurs with stress or threat. Stress refers to variations 
in environmental conditions which observers regard as of some 
objective danger; threat refers to an individual’s perception of a 
particular situation as dangerous (Spielberger, Lushene and 
McAdoo, 1971). 


Free-floating and phobic anxiety 


A phobia is a morbid fear which is involuntary, disproportionate 
to the fear stimulus or situation, leading to avoidance of the 
feared situation. When in contact with the feared situation the 
phobic individual is acutely anxious, the affect being termed 
‘phobic’ or ‘situational’ anxiety. In contrast, ‘free-floating’, 
generalized or non-situational anxiety is not related to any 
particular situation, realistic or otherwise. In clinical practice 
pure forms of phobic or free-floating anxiety are uncommon 
and the two forms are usually seen together, with a background 
level of free-floating anxiety being increased in certain phobic 
situations. 


Clinical anxiety 


Like other emotions, anxiety is present in a large number of 
clinical states. It occurs in the agoraphobic syndrome and in 
obsessive compulsive disorders where the obsessive ritual may 
temporarily lower the level of anxiety. Contrary to generally 
accepted views, anxiety may be quite pronounced in patients 
with chronic hysterical conversion symptoms. Anxiety can alsa 
be a symptom of schizophrenia, organic confusional states or 
temporal lobe epilepsy. Where anxiety dominates the clinical 
picture in the absence of other gross disorders the term ‘anxiety 
state’ is used. The differential diagnosis of anxiety states include 
thyrotoxicosis, phaeochromocytoma, benign idiopathic hypo- 
glycaemia and Méniére’s syndrome. Appropriate laboratory 
tests may be necessary to exclude these conditions. 

The prevalence of anxiety states is estimated at 2-5 per cent of 
the total population and 7—16 per cent of all psychiatric 
patients. There has been a drop in the incidence of anxiety states 
diagnosed in psychiatric out-patient practice and a correspond- 
ing rise in the incidence of depression. This reflects diagnostic 
fashions rather than any true change. Men and women are 
about equally affected, young adults form the bulk of the 
patients and family incidence is high. Certain cultural groups 
are prone to anxiety states, especially when they form minority 
groups. Short-lived epidemics of acute anxiety have affected 
some communities, e.g. girls at a school, the presenting 
symptom often being overbreathing. 


Anxiety and depression 


Anxiety and depression commonly occur together and itis often 
difficult to establish which is the more important. In agitated 
depressives there is a great deal of anxiety and motor 
restlessness but the depressive illness is primary and dominates 
the clinical picture. Conversely, many patients with anxiety 
states are also depressed but the depression is an understanda- 
ble reaction to the distressing symptoms and social limitations 
of the anxiety. In any anxious patient, depressive symptoms 
should be sought for and treated in their own right if present. 
Many depressive illnesses may present initially as anxiety states 
and anxiety symptoms may persist when the depressive features 
have remitted. 


The measurement of anxiety 


Anxiety can be inferred by the symptoms of the patient, by 
characteristic signs and by physiological concomitants such as 
tachycardia and sweating. There are many problems inherent in 
the use of symptom scales. In the choice of a scale, the potential 
user must be clear as to his requirements. Is an assessment of 
trait anxiety, of state anxiety, of anxiety symptoms in psychiatric 
illnesses, or of the severity of a clinical anxiety state required? Is 
the rating to be carried out by the psychiatrist or nurse, by a 
relative or by self-assessment? Is the rating to be carried out once 
as a diagnostic tool or are repeated ratings to be taken as indices 
of change? For clinical anxiety to be assessed by the psychiatrist, 
the Hamilton Scale is appropriate; for self-assessments simple 
linear scales can be adapted. Physiological measures such as 
the skin conductance (sweat gland activity), heart rate and 
forearm blood flow are useful adjuncts to clinical observation 
and enable more precise estimates of the degree of anxiety. 


Treatment (Black, 1969) 


Most patients with anxiety states are best managed as out- 
patients; admission to hospital is only necessary in very severe 
attacks or for social reasons. Anxious patients should be 
encouraged to continue with their normal lives. Reassurance 
and sympathy are very important to the patient: the physiologi- 
cal basis of their symptoms should be explained as the patient 
often finds symptoms such as depersonalization very distres- 
sing. Psychiatric social workers can help a great deal by 
modifying the patient's social situation. 

Supportive psychotherapy is always important but particu- 
larly soʻin patients with anxious personalities in whom the 
illness is an exacerbation of long-standing anxiety. 

Relaxational methods involve exercises designed to lower 
muscle tension. Although useful in certain patients, in general, 
anxious individuals have great difficulty in learning to relax. 
Methods of relaxation include Jacobson’s technique, hypnosis, 
autogenic training and meditational techniques. 

Sedative drugs, also called minor tranquillizers or anxiolytics, 
are the most commonly used treatment in general, medical and 
psychiatric practice. They are fairly effective symptomatic 
remedies, being relatively cheap and economic of the doctor's 
time; furthermore, no additional specialized training in their use 
is required of medical practitioners. The standard compounds 
for the treatment of anxiety are the barbiturates of which sodium 
amylobarbitone and phenobarbitone are the most used. The 
barbiturates are fairly effective in severe anxiety states but their 
unwanted effects such as lassitude and drowsiness have 
rendered them less popular of late. Patients tend to become 
dependent on them. The barbiturates also have the serious 
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disadvantage that they are dangerous in overdosage and suicide 
attempts with them is an increasing problem. 

Of the newer drugs meprobamate is now not much favoured 
as it has several of the disadvantages of the barbiturates. Over 
the past ten years some members of a new group of drugs, the 
benzodiazepines, have been introduced and include chlor- 
diazepoxide, diazepam, oxazepam, and medazepam. These 
drugs are now the most popular drugs for the treatment of 
anxiety as they are more effective than the barbiturates and they 
are less likely to produce unwanted side effects. This is partly 
due to a different pattern of sites of action, the benzodiazepines 
having more effect on the limbic system and less on the cerebral 
cortex than the barbiturates. A very important advantage of the 
benzodiazepines is their safety in overdosage so that they are 
particularly appropriate if depressive symptoms are also pres- 
ent. 

Whichever drug is given, flexible prescribing is necessary; 
intelligent trustworthy patients are well able to judge for 
themselves their optimum dosage schedules and can often 
predict a time of unusual stress requiring temporary higher 
dosage. Nevertheless, patients should be reassured that the 
drugs constitute a course of treatment and are not to be relied 
upon indefinitely. 


Beta-adrenergic blocking agents 


Many of the symptoms of anxious patients are attributable to 
sympathetic overactivity, e.g. palpitations, diarrhoea and 
sweating. Attempts have been made to treat anxiety with 
adrenergic blocking agents. In one study of propranolol, 
autonomic symptoms were effectively relieved whereas other 
physical symptoms such as headaches and tremulousness and 
mental symptoms such as worry, fear irritability were not. 
However, as propranolol may have direct central effects the 
interpretation of such studies is complicated. Such lessening of 
symptoms by peripheral block of the effector systems need not 
necessarily support the James-Lange hypothesis. Conscious 
perception of peripheral changes such as sweating often 
increases a patient's anxiety and interruption of this feedback 
loop is beneficial. 


Leucotomy 


The standard leucotomy operation, so prone to induce the 
post-leucotomy syndrome, has been replaced by operations on 
the inferomedial quadrant of the frontal lobes. Modified 
leucotomies should only be considered in patients of previously 
good personality with illnesses of long duration not helped by 
other treatments. 


Conclusion 


Anxiety is a widespread emotion and the term covers a wide 
range of affects, normal and abnormal. It is essential to describe 
carefully the type of anxiety under study if scientific advances 
are to be made in this area. 
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Aphasia“ 


O. L. ZANGWILL 


Loss or defect of speech due to injury or disease of the brain 
(aphasia, or in its milder forms, dysphasia) has been known 
since antiquity and many of the varieties which itmay take were 
described in the medical literature prior to 1800. But it is only 
since 1861, when Broca correlated gross defect of articulate 
speech with a lesion involving the third left frontal convolution, 
that neurologists have come to accept aphasia as a well- 
demarcated syndrome dependent on local injury of the brain. 
Some years later, the syndrome of sensory aphasia was specified 
by Wernicke (1874) and the concept of aphasia—particularly 
under the influence of Hughlings Jackson—gradually became 
broadened to comprehend central disorders of language 
generally rather than purely motor or sensory affections of 
speech, Indeed aphasia remains the most striking instance of 
selective disorder of a high-level psychological capacity 
brought about by injury or disease of the brain. 


Varieties of aphasia 


Although there have been many attempts to classify aphasic 
disorders, none has won general acceptance. Broadly, how- 
ever, the distinction between predominantly executive dys- 
phasia and predominantly receptive dysphasia, drawn by 
Weisenburg and McBride (1935), has much to commend it. 


Predominantly executive dysphasia 


Predominantly executive dysphasia corresponds essentially to 
motor aphasia as described by Broca, in which there is profound 
disorganization of language in its expressive aspects, this being 
nearly if not quite as marked in written as in oral expression. In 
severe forms, the patient may be speechless, or almost so, 
though as a rule a few words are retained and may be used as 
‘recurrent utterances’. Also preserved are strongly emotional 
utterances, imprecations and the like, and sometimes, too, the 
Capacity to sing. In milder forms, some oral communication 
remains possible though verbal fluency is much reduced and 
sentence structure is greatly simplified and agrammatical 
(‘telegram style’). Milder forms of motor aphasia have been 
termed ‘verbal aphasia’ by Head (1926) and ‘dynamic aphasia’ 
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by Luria (1968). In motor aphasia generally, oral comprehen- 
sion is relatively well preserved, though some defect is not 
uncommonly disclosed by careful psychological testing. 


Predominantly receptive aphasia 


In predominantly receptive aphasia, the disorder is essentially 
that described by Wernicke (1874), though defects of reading 
and writing, which he believed to form part of the syndrome, are 
not invariably present. There is almost always a degree of oral 
comprehension defect, which in severe cases may approximate 
to virtual ‘word-deafness’ and commonly, too, a disorder in 
verbal expression, which though fluent is often marked by errors 
in word choice or even in the selection of appropriate speech 
sounds to form the required words and sentences (paraphasia). 
The outcome may indeed approximate to incomprehensible 
jargon, though modulation of the voice is well preserved. 
Typically, the patients have poor insight into the nature of their 
language troubles, and an element of ‘denial of disability’ is very 
usual in so-called jargon-aphasia. While the production of 
jargon is often ascribed to a receptive defect (i.e. inability to 
monitor and correct one’s own faulty speech), some patients 
with jargon aphasia appear to understand relatively well and 
some patients with severe ‘word-deafness’ produce little or no 
jargon. Obviously, therefore, the relations between expressive 
and receptive disability in Wernicke’s aphasia stand in need of 
clarification. One may add that this form of aphasia was 
re-named ‘syntactical’ by Head (1926) who saw in it a gross 
disorder of rhythm and syntax. 


Anomia 


Among other varieties of aphasia that have been recognized, 
perhaps the most generally accepted is amnesic or nominal 
aphasia, now becoming known as anomia. Although failure to 
name objects on request is characteristic of all forms of aphasia 
(and for this reason object-naming remains the favourite clinical 
test for aphasia), it may on occasion present in marked degree 
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with little other expressive or receptive defect of language. In 
such cases, it is not uncommonly linked with defects in reading 
and writing, with inability to repeat words or phrases, and 
sometimes with various forms of apraxia. While outspoken 
nominal aphasia is evidently a focal syndrome of brain damage, 
failure in recall of nouns (especially proper names) is a common 
accompaniment of advancing age and it is not known whether 
this should be ascribed to a mild degree of general memory 
impairment or to a more specific defect in verbal retrieval (i.e. 
anomia). 


Conduction aphasia 


The syndrome of conduction aphasia, which Wernicke 
ascribed to a disconnection between sensory and motor ‘speech 
centres’, is said to be characterized by defect in spontaneous 
speech without loss of comprehension. Oral repetition is 
particularly impaired. Although work on ‘disconnection syn- 
dromes’ (Geschwind, 1965) has revived interest in ‘dissociated’ 
defects of this kind, the existence of conduction aphasia as a 
specific form of speech disorder remains in some doubt. 


Central aphasia 


The term central aphasia, favoured by some European 
neurologists, has recently attracted interest, largely through its 
advocacy by Brain in his book Speech Disorders (1965). He 
defines the disorder as characterized by both receptive and 
expressive disturbances of language and regards itas ‘central’ in 
so far as it involves deficient appreciation of meaning, 
transcending mere defect in either understanding or formula- 
tion of speech. In this respect, central aphasia resembles in 
some degree Head's idea of semantic aphasia, thought to 
involve defective grasp of overall meaning of what is heard or 
read though without inability to grasp the meaning of specific 
words or phrases. Unlike central aphasia, semantic aphasia may 
likewise involve defect in the understanding of maps and plans 
and in spatial orientation generally. For this reason, many 
neuropsychologists regard semantic aphasia as a combination 
of mild receptive speech defect with troubles in spatial 
perception of the kind characteristic of posterior parietal lobe 
lesions. 


Reading and Writing Defects 


Defects of reading and writing, while evident in most cases of 
aphasia, often call for analysis in terms of agnosic and apraxic 
disabilities in addition to actual defects in the understanding 
and use of language. Alexia, which may on occasion present 
with little or no defect of spoken speech, appears to be a 
relatively specific defect of one aspect of visual recognition, and 
is occasionally, though rarely, unaccompanied by defect in 
writing (‘pure alexia’). Agraphia, which often mirrors the 
deficiencies seen in spoken expression, can likewise occur in 
comparatively circumscribed form, in which case the basis 
appears to be apraxic rather than linguistic. 


Aphasia and Cerebral Localization 


The fact that aphasia and kindred disorders of speech are closely 
linked to damage of only one cerebral hemisphere (as a rule the 
left but occasionally the right) might seem to suggest that 


APHASIA 31 


language functions are represented asymmetrically in the 
cerebral cortex, the degree of asymmetry apparently bearing 
some relationship to handedness. This matter is discussed 
elsewhere (see Cerebral Dominance). 

In the present article, we shall consider only the localization 
of speech disorders within the dominant hemisphere, in so far as 
the available evidence permits. While the localization of a 
lesion giving rise to a particular disability does not of course 
necessarily imply the localization of a specific function or 
capacity, localization studies have value not only for clinical 
purposes but also in suggesting where attention should be 
directed in attempting to specify the particular parts or 
structures or connections of the brain necessary for the 
execution of particular patterns of behaviour. 


Executive aphasia 


As regards executive aphasia, Broca’s localization has been 
widely accepted, though there have been influential dissen- 
tients, in particular Pierre Marie (1906), who wholly denied that 
the third right frontal convolution plays any special role in 
relation to speech. Von Monakow (1914), in a critical review of 
the localization of aphasia, pointed out that the region 
apparently concerned with expressive speech extends well 
beyond the confines of Broca’s area, to involve inter alia the 
lentiform nucleus, the insula and parts of the Rolandic 
operculum. He further pointed out that lesions largely or 
exclusively confined to Broca’s area (i.e. not involving deeper 
structures), produce no more than a transitory aphasia—an 
observation which has been repeatedly confirmed. Indeed 
among those who have successfully excised Broca’s area 
without producing persistent aphasia are Penfield, Jefferson and 
the Columbia-Greystones Associates (1949) in their study of 
selective partial ablation of the frontal lobes. 

The present writer has recently described two such cases in 
which there was immediate post-operative mutism but full 
recovery of speech within four weeks of operation. While it is 
clear that Broca’s area is not essential for articulate speech, it is 
still uncertain whether its normal role is a relatively specialized 
one or whether it has significance only as a component of a 
more extended cerebral system. 


Receptive aphasia 


As regards receptive aphasia, Wernicke’s localization in the 
posterior region of the first left temporal convolution has stood 
up well to the test of time, although the defects of reading and 
writing which Wernicke himself believed to be associated with 
it almost certainly result from an extension of the lesion to the 
occipitoparietal cortex. 

Although the main evidence for localization of speech 
disorders comes from clinical sources, the technique of cortical 
stimulation as employed by Penfield and his co-workers in the 
course of epilepsy surgery has provided important confirmatory 
evidence (Penfield and Roberts, 1959). In this connection, it is 
noteworthy that both stimulation and destructive lesions within 
the so-called ‘speech areas’ produce identical effects, (viz. 
aphasia) and not complementary effects, as in the case of the 
motor cortex, in which stimulation produces movement and 


ablation paralysis. 


Intellectual defect in aphasia 


It was argued by Pierre Marie (1906) that in aphasia there is 
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defect not only of language but of all habits and skills acquired 
didactically. These might embrace school learning, profes- 
sional competence and a variety of non-verbal skills, e.g. 
performance on musical instruments or in games. He thus spoke 
of aphasia as an intellectual rather than as a purely verbal or 
linguistic disorder. While intellectual aspects of language may 
certainly undergo deterioration in aphasia, intelligence in so far 
as it can be assessed by ‘non-verbal’ methods (e.g. by the use of 
the Performance Scale of the Wechsler Adult Intelligence Test) 
does not as a rule show appreciable impairment—unless, of 
course, the speech disorder is associated with concurrent 
disorders in other spheres, e.g. in spatial perception or 
constructional skill. Where, on the one hand, aphasia is 
associated with diffuse brain disease, as not uncommonly 
happens in the pre-senile and senile dementias, intellectual 
competence may well be affected. It is in cases of this kind that 
care has to be exercised in assessing the competence of aphasic 
patients to manage their own affairs, e.g. in relation to 
testamentary capacity. 


Psychiatric language disorders 


The relation of aphasia to disorders of language in so far as these 
may present in various psychiatric conditions is a matter of 
some interest and importance. Paraphasia and jargon speech 
occur not uncommonly in confusional states, e.g. after severe 
head injury, and may occasionally be found in the Korsakoff 
state. Although these language disorders are considered by 
some to be ‘non-aphasic’ (e.g. Weinstein and Kahn, 1955), itis 
often difficult to distinguish between them and those resulting 
from focal lesions of the left temporal lobe. It appears likely that 
paraphasia and neologisms occurring in confusional states 
result from the combination of focal damage to the speech areas 
with more widespread cerebral dysfunction. 

Analogies have been sought between language anomalies 
occurring in aphasia and in the primary psychoses, in particular 
schizophrenia (Kleist, 1914). Although schizophrenic language 
disorder is a matter of some importance, it would seem to 
depend on defects of attention, categorization and thought 
rather than on a disorganization of language per se. That is to 
say, language is bizarre and incorrectly used; it is not itself 
primarily deficient. 


Recovery from aphasia 


The extent of spontaneous recovery in aphasia depends on a 
variety of factors, e.g. the age of the patient and the nature, 
extent and locus of the lesion. As regards age, it has long been 
known that extensive injury to the left hemisphere at birth or in 
early infancy by no means necessarily precludes the acquisition 
of speech, though it may retard it. It has likewise long been 


known that aphasia in children is typically more transient than 
in adults, though residual intellectual and scholastic handicap 
may be relatively more severe. 

These findings suggest that, in infants, the two cerebral 
hemispheres are more or less equipotential as regards the 
acquisition and control of speech and, if an injury to the left 
hemisphere is sustained sufficiently early, the right hemisphere 
is able to function vicariously such that speech development 
proceeds relatively normally. This plasticity appears to decrease 
rather sharply with advancing age, and even in quite young 
children damage involving the speech areas of the left 
hemisphere does not invariably produce a shift in the control of 
language to the right side. After the age of about twelve, it 
appears doubtful whether the right hemisphere plays any very 
significant role in the control of language, except perhaps in 
some persons who are left-handed or who have left-handedness 
in their family history. 

In adults, recovery from aphasia (e.g. after head injuries or 
strokes) is almost always better in younger than in older patients, 
though rather little recovery may be expected from deep and 
extensive left-sided hemisphere lesions, even in young adults. 
By and large, relatively good recovery from traumatic aphasia is 
to be anticipated in young adults. For example, Walker and 
Jablon (1961), in a follow-up study of war veterans who had 
sustained penetrating head wounds, report marked improve- 
ment and even recovery in more than one half of their patients 
(99 in all) who were aphasic immediately after a head wound. 
Nearly a third recovered during the first six to eight months and 
nearly a quarter more by the subsequent seven or eight years. 
None the less, mild defects in linguistic capacity not amounting 
toclinical aphasia, may persist indefinitely (Newcombe, 1969). 

In the rehabilitation of aphasic patients, there seems no doubt 
that systematic speech therapy can play some part, partly 
through direct training and extension of the patient's linguistic 
resources, and partly through its effects on social confidence 
and morale. There is also evidence that the effects of aphasia on 
occupational resettlement are less disastrous than is often 
supposed. Newcombe (1969), for example, finds little or no 
difference between the post-war occupational records of 
patients who had sustained left-sided or right-sided brain 
wounds respectively, in spite of the fact that many of the former 
had been dysphasic in the early stages and about half of these 
continued to show minimal dysphasic residua when examined 
some twenty years later. Many patients who appear severely 
impaired on psychological testing adapt surprisingly well to 
occupational demands, particularly if the context is familiar. 
Indeed there is good evidence that the way in which a patient 
reacts to his language disorder is often more relevant to his 
occupational future, than the severity of the actual dysphasic 
handicap itself. Nonetheless, occupations involving constant 
and especially subtle forms of communication, for example that 
of journalism or academic work, may remain outside the 
resources of patients who have sustained an appreciable 
aphasic disorder of speech. 


Applied Psychology 


L. S. HEARNSHAW 


Applied psychology may be defined as the application of the 
techniques, concepts, and findings of psychology to the 
investigation and solution of human and social problems. By 
psychology is understood the empirical science of psychology 
which became established in the Western world in the second 
half of the -nineteenth century, and which, after sporadic 
beginnings, reached maturity when Wilhelm Wundt founded 
the first psychological laboratory in Leipzig in 1879. The new 
psychology rested on a basis of quantitative and statistical 
methodology derived from the psychophysical work of Fech- 
ner, and was essentially experimental in its approach. It early 
became concerned with the differences between human 
individuals, and from 1890 onwards in order to study and 
measure these differences psychological tests were devised. 
The seeds of psychometrics, or psychological testing, were laid 
by Galton in the 1880s; the name ‘psychological tests’ was 
coined by the American, J. McK. Cattell in 1890; and the first 
really practical intelligence test was compiled by A. Binet in 
France in 1903. 

The applicability of these psychological tests and techniques 
to real-life problems soon became apparent, and from 1880 
onwards psychology increasingly began to be applied to 
education, to industry, to the assessment and treatment of 
human deviance (subnormality, delinquency, etc.) and to social 
problems generally. It should perhaps be emphasized that the 
guiding ideas underlying these applications of psychology 
came not from medicine and psychotherapy, but from 
developments within normal psychology, from the work of the 
experimental psychologist, the psychometrician, and the statis- 
tician. Only later, after the spread of psychoanalytic ideas did 
medical psychology as such begin to influence the practice of 
the applied psychologist. 

A key date in the history of applied psychology was the 
establishment of the world’s first psychological, as distinct from 
psychiatric, clinic by the American psychologist, Lightner 
Witmer in Philadelphia in 1896. Witmer’s aim was directed at 
assisting the adjustment of individuals who were disturbed and 
confronted with difficulties and personal problems, but did not 
necessarily present medical symptoms, and to do this by 
studying them as individuals, employing such psychological 
tests and techniques as were available. These methods were 
extended to the study of child problems and delinquency by 
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William Healey in Chicago and Boston, and the pattern of the 
child guidance clinic which was created by Healey spread to 
Britain and other countries after World War |. 

Prior to 1914 applications of psychology were directed 
primarily to the educational and occupational fields. Stanley 
Hall, one of the key figures in the early development of 
psychology in the USA started a journal, The’ Pedagogical 
Seminary, in 1891, which may be regarded as the first journal 
devoted to the educational applications and implications of 
psychology. About this time the scientific study of child 
psychological development had commenced in earnest, anda 
growing body of normative data was amassed. In Britain, Sully 
pioneered scientific child study, and in 1913 the London 
County Council appointed Cyril Burt as the first professional 
psychologist in the country. Burt's work on the distribution of 
educational abilities, on the young delinquent and the back- 
ward child, and his standard manual of mental and scholastic 
tests became the foundation for many subsequent develop? 
ments. The field of educational psychology was systematically 
reviewed by Thorndike in his Educational Psychology (1913). 

Industrial applications commenced about the same time. 
Occupational skills such as telegraphy, typewriting, and 
tramway driving, began to receive experimental study from 
psychologists from 1917 onwards. Learning curves and fatigue 
curves based on controlled laboratory studies provided techni- 
ques which were directly applicable to occupational tasks. In 
1913 Münsterberg in his Psychology and Industrial Efficiency 
sketched out the general field of industrial, or as it is now more 
generally called, occupational psychology. This included not 
only the problems of industrial production, work methods, and 
training, but also vocational selection and guidance, and the 
whole field of marketing, advertising and salesmanship. 

By 1914, therefore, two large areas of applied psychology 
had been fairly systematically mapped. World War I led to the 
first large scale applications. In Britain psychologists collabo- 
rated in a series of important studies into factors affecting human 
adjustment to, and performance in, work under the auspices of 
the Health of Munition Workers’ Committee; and psychologists 
collaborated with medical personnel in the study and treatment 
of war neuroses, then commonly termed ‘shell shock’. In the 
USA psychological tests were employed on a mass scale with 
army recruits after America entered the war in 1917. 
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These war-time developments led in Britain to the establish- 
ment of two bodies which from 1920 have played a key role in 
the applications of psychology; the National Institute of 
Industrial Psychology, which has been a centre for occupational 
psychology and vocational guidance; and the Tavistock Clinic 
and Institute, which has been a centre for psychotherapy, 
clinical psychology and some of the social applications of 
psychology. The inter-war years also saw an increasing use of 
psychological testing by educational authorities for selection 
and guidance purposes. 

World War Il saw an even larger application of 
psychology to an even wider range of problems, in particular 
the selection of officer ranks, the study of aviation psychology 
(flying skills, flying stress etc.), and to the investigation of the 
relations between the human operator and the complex 
machines he was required to control. 

Once again this led to notable advances after the war, in 
particular to the rise of clinical psychology, and to the 
integration of the work on man-machine interactions into the 
discipline which became known as Ergonomics. Before 
World War II the employment of psychologists in the field of 
mental health, apart from child guidance, was rare, and on a 
casual basis. During the war it became apparent that 
psychologists had a good deal to contribute not only to 
assessment, diagnosis and rehabilitation, butto research, where 
their training in methodology and statistics was invaluable. In 
1944 a group of members of the British Psychological Society 
working as professional psychologists in the field of mental 
health organized themselves into what has now become the 
Division of Professional Psychologists. After the setting up of the 
National Health Service in 1948 the profession of clinical 
psychologist grew rapidly, and training courses were estab- 
lished at the Maudsley Hospital, the Tavistock Clinic, and later 
at several universities. 

The war-time work on man-machine interactions led to the 
establishment by the Medical Research Council of the Applied 
Psychology Unit at Cambridge in 1944. Over the last quarter of 
a century this has been one of the most productive research 
units in the field of ergonomics, carrying out investigations, 
often as important theoretically as practically, into problems 
such as signal detection, the effects of stress, skills, short-term 
memory, perception, etc. 

The post-war period has also seen a number of applications of 
the psychology of learning, which from about 1935 emerged as 
one of the most vigorous fields of academic psychology. The 
most significant applications have sprung from the work of B. F. 
Skinner of Harvard University, whose classic work The 
Behavior of Organisms appeared in 1938. In 1954 Skinner 
applied his findings to ‘the Science of Learning and the Art of 
Teaching’, and it is from this paper that most of the subsequent 
developments in programmed learning have derived. Skinner 
expressed himself in extreme and uncompromising terms, He 
foresaw a sweeping revision of educational practices as being 
inevitable, and even went so far as to suggest that the teacher as 
such was out-of-date, Though these extreme claims have not 
been vindicated so far, programmed instruction has established 
itself as a useful technique. It is rightly regarded as a significant 
advance in educational method, and it is an advance which 


derives not from the classroom, but wholly from the laboratory. 
It is essentially applied science. 

The origins of behaviour therapy are rather more diverse and 
complex, and it incorporates ideas and techniques from a 
variety of sources, from Pavlovian conditioning, Hullian 
learning theory, as well as Skinner’s operant conditioning 
methods. It seems probable that some of the claims for 
behaviour therapy, like the claims for programmed learnings, 
have been exaggerated, but nevertheless there would seem to 
be a solid core of useful achievement with behaviour disorders 
of certain specific types. Like programmed learning, behaviour 
therapy is a direct application of laboratory findings and 
techniques to real life problems. 

The scope of applied psychology is potentially as wide as 
human life itself. Wherever human and social problems exist, 
and ina rapidly changing world they exist almost everywhere, 
the psychologist has a potential contribution to make. Among 
the topics discussed at an International Congress of Applied 
Psychology (1971) were problems of road safety, the causation 
and prevention of industrial accidents, the effects of alcohol and 
other drugs on skills, factors inducing violence and aggressive 
behaviour, the fostering of creative talent, architectural 
psychology, consumer psychology, the selection of managers, 
the psychology of sport, the design of displays, the psychologi- 
cal effects of noise, the training of older persons, motivation for 
professional updating, psychological problems of developing 
countries, to mention just a selection of the topics discussed. 

To study these topics effectively the psychologist must be 
properly trained, and during the last twenty-five years there has 
been an increasing stress on, and a regularization of, training for 
the various fields of applied psychology. In Britain it is now 
recognized that the basic first qualification is an honours degree 
in psychology from a recognized university, followed by a 
period of postgraduate training involving both theoretical and 
practical instruction in one of the main areas of applied 
psychology—educational, occupational, clinical, delinquent 
or social psychology. Postgraduate training courses are now 
available in all of these special areas. 

The ability of the psychologist to solve, or assist towards the 
solution of, practical problems is limited by the still somewhat 
rudimentary and uncertain state of the science of psychology. 
The psychologist’s tools are as yet imperfect, and his knowledge 
restricted. Nevertheless his achievements in the fields of 
application are considerable, even if he is notyet ina position to 
provide answers, particularly ready-made answers, for every 
problem which contains a psychological component. 
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Apraxia 


MACDONALD CRITCHLEY 


Expressed in the simplest possible terms, apraxia indicates that 
clinical phenomenon whereby a patient is unable to perform a 
movement satisfactorily despite the absence of paralysis, 
sensory loss, or ataxia. The disability essentially involves 
activities which are volitional or deliberate, and may relatively 
spare those which are automatic. Thus to quote Hughlings 
Jackson, who was the first to describe what we would now call 
apraxia, the patient may be unable to protrude the tongue on 
demand, and yet, a moment later, he may be observed 
automatically to lick his lips as in the anticipation of something 
appetising, or to remove an offending crumb from the lips, Atan 
intermediate level of conscious undertaking it might also be 
found that the patient presented with an addressed envelope 
will attach a stamp ready for postage. 

Later writers spoke of ‘motor asymboly’ in this connection, 
but ordinarily itis Liepmann who has the credit both for the term 
‘apraxia’ and for its introduction into conventional neurological 
teaching. Liepmann’s first paper was in 1900, and five years 
later he elaborated his ideas and suggested a threefold 
classification which became widely accepted. 

(1). Ideational (or ideatory) apraxia where the basic concep- 
tion of the mode of execution of a particular movement is lost. 

(2) Ideokinetic (or ideomotor or melokinetic) apraxia where 
there is a dissociation between the idea of a movement and its 
kinaesthetic memories. 

(3) Limb-kinetic (or innervatory) apraxia, where delicate 
motor skills are performed awkwardly. 

Subsequent writers have pointed out the complicated 
psychophysiological factors entailed in carrying outa particular 
movement, and the involvement of processes other than simple 
motor activities, which may include the integrity of perceptual 
processes, of spatial idea, of notions of corporeal awareness, of 
visual factors, and to some extent language. In this way the 
clear-cut threefold classification of Liepmann has become less 
convincing, and numerous complicating ideas have been 
proffered with a resulting overelaborate terminology. Some 
recent studies upon the problem of apraxia have become so 
involved as to defeat their purpose. There is a clamant need for 
an overhaul of our ideas, and still more of our nomenclature in 
respect to this phenomenon. 

Russell Brain, who could never be accused of unduly 
muddying the waters of neurological thinking, wrote the 
following well-chosen words. 
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‘Apraxia can then be regarded as a disorganization of the schemas 
underlying purposeful movement, and ranging from a disturbance at the 
highest level, where the schemas are concerned with the formulation 
of the idea of the movement, down to the lowest level at which the 
schema consists of a motor pattern which regulates the selection of the 
appropriate muscles. Since a schema is a spatio-temporal disposition, 
apraxia is essentially a disorganization of the sequence of events in the 
nervous system in time.’ 

The notion of schemas within neurological activity is one 
which was dear to the thinking of Russell Brain who derived it 
from the teachings expounded by Henry Head. Reference to the 
‘sequence of events in time’ is a harkback to the doctrines of von 
Monakow (and more remotely of Jackson) who became 
interested in the chronogenic aspects of motor activity, or the 
so-called ‘melody of movement’. 

Experience shows that the apraxic patient is usually unaware 
of his disability; the apraxia comes to the surface only under 
appropriate test procedures. Often the true nature of the defect 
is overlooked, or else misinterpreted, being ascribed to minimal 
motor weakness due to incipient pyramidal deficit; to prop- 
rioceptive impairment; to the inconsistency of an hysteric; or 
even to simple stupidity. 

One of the principal factors to be borne in mind is sheer 
incomprehension on the part of the patient, particularly as the 
pathological background (cerebral arteriopathy, senility, brain 
tumour) may conduce to both cognitive and executive dis- 
abilities. When a patient fails to touch his nose to command, itis 
necessary to ensure that he has fully understood the verbal 
request ‘Put your finger-tip on your nose’. 

Test procedures include one or all of the following. 

(1) The execution in dumb show of some such procedure as 
uncorking a bottle and pouring outa glass of wine. 

(2) The performance of a fragment of mime such as waving 
the hand in farewell; blowing a kiss; shaking a fist in mock 
anger. 

(3) The imitation by the patient using his hand or hands, of 
certain gestural patterns executed before him by the examiner, 
e.g. extending one or more fingers, making a thumbs-up sign, 
shaking the wrist and so one. 

(4) The utilization of an article in the conventional fashion. 
Thus, shown a matchbox and a candle, the patient is told to light 
it: or to fold a sheet of paper, put it into an envelope to seal it 
down; or to use scissors in bisecting a piece of string; or to tie 
and untie a knot. 
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Some of the foregoing activities, be it noted, are unilateral, 
others are bimanual. In neurological practice it may be found 
that only some of the foregoing tasks are difficult while in other 
cases the whole gamut of activities is impaired. The temptation 
to relate this or that defect to ideatory as opposed to ideomotor, 
or limb-kinetic apraxia, will be resisted. In most instances it is 
the most voluntary actions which are carried out badly. Thus an 
apraxic patient may be unable to make a fist to command, but a 
little later does so as evidence of his anger. He may be unable to 
emit a coughing sound when so requested, and yet he coughs 
naturally if there is a tickle in the throat. 

The performance of an apraxic patient needs careful analysis 
and also faithful description, particularly as his behaviour may 
fluctuate not only as between one examiner and another, but 
also from moment to moment during a single test-situation. 
Usually the patientis hesitant in what he does; he may be simply 
maladroit, or his actions may be bizarre in the extreme. 


Errors in motility 


Certain specific errors in motility may be detected and 
individually described. 


PARAKINESIS (OR PARAPRAXIA) 
Here the patient, instructed to do a particular action, substitutes 


some other movement. Thus, told to protrude his tongue he may 
screw up his face. 


MOTOR PERSEVERATION 

Having made a movement to command, well enough perhaps, 
he continues to make that movement either spontaneously or in 
response to other requests. Thus, told to perform a military 


salute, he goes on doing so in an inappropriate fashion, or to 
repeat the movement of saluting when told to scratch his head. 


TONIC PERSEVERATION (TONIC INNERVATION) 


Inability on the part of the patient to relax or to bring to a halt a 
particular movement. 


PALIPRAXIA 


This is a form of motor perseveration where the first action is 
repeated after an interval of time. 


ECHOPRAXIA 


Here the patient imitates the gesture or acting of the examiner 
rather than perform an act to command. 


SHORT-CIRCUIT REACTION 
Here, in a complicated pattern of movement, the patient 


correctly carries out the first and the last parts—but omits 
altogether the intermediate steps. 


HYPOKINESIS 


A generalized poverty of movement including a hypomimia. 


BRADYKINESIS 


This refers to simple slowness of movement. 


INCOMPLETION (CURTAILMENT) 


Here the patient starts a movement but does not complete it. 


COUNTERPULL (GEGENHALTEN) 


This may be well shown when. the examiner attempts to 
manipulate the patient's limb, as during the testing of muscle- 
tone. The patient fails to relax, and the more vigorous the 
examiner's efforts, the greater the unconscious resistance on the 
part of the patient. Or, told to do one movement, the patient may 
do the opposite, i.e. he makes a tight fist when told to open his 
hand widely. 


THE PENELOPE SYNDROME (OR KATAPRAXIA) 


The patient completes an action and then goes on to reverse it. 
Thus, told to put paper clips into a tray, he does so, and then 
takes them out again. Or, having tied a knot in a piece of string, 
he—unasked for—proceeds to untie it. 


Varieties of apraxia 


There are a number of special types of apraxia met with in 
neurological practice, outside the threefold classification prop- 
osed by Liepmann. 


Constructional apraxia (previously termed optic apraxia) 


Here the chief defect is an inability to copy two- or three- 
dimensional models set out in view. Itis essentially an executive 
defect within a visuo-spatial domain. 

Givena sheet of paper anda pencil, the patientis instructed to 
copy a design made by the examiner, ranging from a simple 
geometrical figure (square, triangle) through a combination of 
patterns to a complicated scribble. An alternative test procedure 
is to use a set of sticks of varying lengths, or else a collection of 
ordinary matches. Certain defects are observable in cases of 
constructional apraxia: 

(1) The patient may not draw his copy boldly in the centre of 
the page but crowds it into one corner of the sheet of 
paper—usually the top left hand sector. 

(2) The copy is usually much smaller than the model: less 
often itis longer. 

(3) The lines drawn by the patient are wavy and tremulous. 

(4) Errors of articulation occur whereby one line does not 
accurately join up with the other. It may even trans-sect it. 

(5) The patient may place his copy far too close to the 
examiner's model (the ‘closing-in’ syndrome). 

(6) Or the patient may superimpose part or all of his drawing 
on top of the model. 

(7) Sometimes vertical lines are drawn obliquely, with 
horizontal lines tilted. 

(8) When sticks or matches are used, the patient may abstract 
one from the examiner's model, and incorporate it within his 
own copy of the original. 

Constructional apraxia shows itself whichever hand is used 
for manipulating the sticks or drawing. It can even be 


demonstrated in either foot, by getting the patient to push with 
his toe larger sticks so as to imitate a pattern set before him. 

Two-dimensional constructional tasks are sometimes carried 
out well enough but the patient’s underlying apraxia may.come 
to light when he tries to copy a three-dimensional model. Here 
the examiner piles brick upon brick to form some sort of 
structural model, and the patient, given the appropriate 
materials, fails to erect a facsimile. 

Although the use of Kohs’ blocks explores more than one 
faculty or aptitude, it certainly uncovers a constructional 
apraxia in a striking fashion. 

All the testing procedures, be it noted, are of a somewhat 
artificial character, and it often happens that in the life situation, 
this type of apraxia may not obtrude itself automatically. 
However, there are exceptions to this statement. A housewife’s 
constructional apraxia may have shown itself in the home by 
her inability to lay a table confidently and correctly, so as to set 
out a meal for three or four persons. The writing of a letter may 
betray this defect by reason of the poor handwriting, the 
obliquity and sometimes intercrossing of the lines, and an 
inordinately wide and sloping margin on the left side of the 
page, less often the right. 

Bizarre sketches are often graphic evidence of a construc- 
tional apraxia, and for this purpose certain set tasks are usually 
prescribed e.g. the drawing of a clock, a bicycle, the head of a 
daisy, or an elephant. 

Lastly, the patient may have experienced noteworthy 
difficulty or hesitancy during the act of dressing. A garment may 
be put on inside out: or the layers of clothing may be donned in 
the wrong order: or one sleeve may be left empty. A so-called 
‘dressing apraxia’ is, itis submitted, an unnecessary conception, 
for difficulty in putting on one’s clothes may be commonly 
encountered in patients with various high-level defects, one of 
which is constructional apraxia. 


Articulatory apraxia 


Articulatory apraxia is an important entity, often overlooked or 
misinterpreted. It may have considerable repercussions upon 
the speech-act, and often markedly complicates the pattern of a 
dysphasia. Disorganization involves the various articulatory 
movements (one should not speak of ‘muscles’ in the context of 
an apraxia). The patient may not be able to perform to direct 
command, such actions as protruding the tongue, elevating its 
tip, putting the tongue in the cheek, blowing, panting, kissing, 
sniffing, spitting and so on. It must be emphasized that such a 
patient may be able to execute all these actions in an automatic 
setting, but not as deliberate willed acts. 


Apraxia of walking 


Apraxia of walking may be regarded as an important disability 
in the elderly, for it constitutes one of the various ‘senile 


APRAXIA 37 


disorders of gait’ or even ‘senile paraplegia’. It may show itself 
clinically as an astasia-abasia and hence raise the suspicion of a 
hysterical disorder. It may form a component of what is often 
called Petren’s gait where the patient cautiously takes a few 
reluctant preliminary steps and after a while ‘makes better 
progress. Such senile patients, as previously hinted, may show 
when tested on a couch, an apparent rigidity of the lower limbs. 
However, the resistance varies directly with the force of the 
examiner's ministrations. If after passively bending and extend- 
ing the knees, the examiner abruptly releases his hold, the aged 
subject may leave his limb in the air in an anti-gravity posture, or 
even continue to make small range active mavements of 
bending and straightening the limbs. This manoeuvre brings to 
the open underlying apraxic features including counterfall, 
palipraxia and tonic innervation. 


Trunkal apraxia 


Trunkal apraxia is an unsatisfactory term, for it is anatomical 
rather than physiological. It refers to the special difficulty 
experienced by certain patients in getting in and out of an 
armchair, a bed or a bath, the usual responsible factors being, of 
course, excluded. 

Apraxic disorders, whatever their clinical type, are well seen 
in cases of brain disease, irrespective of the site of the lesion. 
Thatis to say, the pathology may be focal or diffuse. If localized, 
the lesion may be right-sided, left-sided, calloso-commissural, 
or bilateral. The region of the hemisphere at fault may be frontal, 
temporal, occipital, but most often parietal. The last-named is of 
special significance in the context of constructional apraxia, 
and also of bilateral ideomotor apraxia (where the dominant 
hemisphere is at fault). Frontal lobe lesions, right-sided or 
left-sided, are to be suspected in cases of articulatory apraxia. A 
left-sided limb-kinetic (or innervatory) apraxia, when occurring 
in a right-handed subject, suggests a lesion in the genu of the 
corpus callosum. 

Obviously much remains to be explored, sorted out, and put 
on a sound basis of understanding and nomenclature. The 
present situation is not far ahead of that described in 1953 when 
the present author wrote 

‘The terms “limb-kinetic’, “ideomotor”, “ideatory” are not 
altogether satisfactory in that they suggest clear-cut specific entities, 
with differing localizing significance; both assumptions may well prove 
to be unwanted. Nevertheless, it would be unwise to dispense 
altogether with these working hypotheses for they still serve some 
purpose in clinical diagnosis.’ 
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Architecture: Psychological Aspects 


M. L. J. ABERCROMBIE 


Primitively, buildings are extensions of personal homeostatic 
mechanisms (the extreme example is a mobile space capsule). 
Taking shelter within buildings from excesses of heat, cold, 
light, sound, wind, rain, tempest and fearsome animals, man 
has become more ubiquitous on the Earth than most other 
species. Buildings actas a third skin (the second being clothing), 
a selectively permeable interface between organism and 
environment, affecting and being affected by both. Buildings 
ae a the climate without—gales howl around tower 
blocks. 

A newly built igloo has crevices between its bricks of snow, 
which soon become sealed from within by the Eskimo’s warmth 
and perspiration. The reciprocal nature of the physical relation 
between man and buildings extends to the psychological. 

Buildings affect perception. The urban environment con- 
fronts us with predominantly rectangular shapes; we interpret a 
trapezoidal window as a rectangular one seen in perspective, its 
longer side nearer, its shorter one further away. When it rotates, 
we see itas though swinging backwards and forwards so thatthe 
longer side is always seen as nearer than the shorter side. A stick 
or a small cube fixed on to it appear to have independent 
motion. The illusion is seen less easily by people brought up ina 
predominantly circulinear environment (Allport and Pettigrew, 
1957). Photographs of people tend to be seen as expressing 
greater sense of well being and energy when viewed in a 
beautiful room than in an ugly room. (Maslow and Mintz, 
1956). Perception of buildings may be influenced by one’s body 
image. Children display in their constructs the bodily and 
psychological differences between boys and girls (Erikson, 
1958). Girls tend to make quiet indoor domestic spaces (Figure 
1), reflecting both their social role and their physical structure, 
while boys (Figure 2), tend to portray busy outdoor scenes, with 
high buildings. Ibsen’s play, The Master Builder and William 
Golding’s novel The Spire concern men who passionately want 
to build high. 

Buildings serve social functions. They permit and encourage 
the congregation of people, the interaction with each other, or 
at least the sharing of the same experiences. Buildings 
emphasize territoriality; custom may demand that the stranger 
permitted within one’s gates shall be treated as a member of the 
family, though maybe as foe outside them. Their cellular 
structure may be used to keep boundaries between persons, 


who, though sharing the same roof, may need at times to be 
apart, as when teenagers attain a bedsitting room, or when 
ladies are permitted in one dining room but not in another in a 
men’s club. Open wards in a hospital violate the need for 
privacy; small cells in prisons, intended to punish by solitary 
confinement, may punish by deprivation of privacy if three or 
four prisoners have to share one. 

Like clothes, buildings add to the vocabulary of non-verbal 
communication. A dwelling tells most about income, tastes, 
and how a person regards himself, if he has chosen or made it 
himself (the prince's palace, the hermit’s hovel, and increas- 
ingly with the spread of ‘do-it-yourself’, the homes of ordinary 
people). If it is imposed upon him, (the White House, a Borstal 
institution, a prisoner of war camp) it tells how society regards 
him. The position, size and condition of public buildings, 
(courts of justice, town halls, churches, guild halls, public 
libraries, schools) display current attitudes and help to form 


Figure 1 
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attitudes to very important social affairs. 
Furnishings add to what buildings express. Fixed furniture in 
British courts of law helps to indicate the roles of the 
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participants, and to support them in their roles. The judge’s seat 
is above the rest of the court, and he has his own door, 
expressing power, aloofness and objectivity, as does often the 
face of the building itself; the jury is separated from him and 
from the others; the witnesses, the accused, the public all have 
their demarcated places (Hazood, 1962). 

Because buildings are among the longest lived of artefacts, 
they record history. Attitudes to the sick can be read in the 
changing design and location of hospitals—the lazaretto, 
mental institutions isolated in the country, locked wards, or 
open therapeutic communities. In providing buildings for the 
care of the sick and for the control and prevention of sickness, 
we should consider their symbolic, as well as physical impact, 
both on the users and the perceivers of them. 
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Art in Psychiatry 


R. W. PICKFORD 


The expression ‘psychiatric art’ includes the products of patients 
in mental hospitals, out-patients such as neurotics attending 
clinics for psychotherapy, and other persons, some of whom 
maybe successful artists, but who are possibly disturbed in 
mind although not actually undergoing treatment. 

There are two different dimensions to be considered, namely, 
the artistic versus the non-artistic and the normal versus the 
abnormal. The expression ‘psychiatric art’ is therefore conve- 
nient to use of the paintings, drawings, ceramics and other 
expressive productions of patients, and other persons not 
necessarily undergoing treatment, whether these products are 
good works of art or not. 

The patients who produce interesting works of psychiatric art 
are mostly schizophrenics. They often have a spontaneous 
tendency for self-expression in visual imagery, probably 
because this imagery takes them back to the pre-verbal levels of 
infantile development from which their basic disturbances of 
personality stem. Their paintings are correspondingly unrelated 
to reality, fragmented, lacking in aesthetic integration, and 
bizarre, including many ‘part-objects’ such as female breasts or 
an eye in an isolated position, but they may often be powerfully 
expressive. Much psychotic art is not widely different from the 
work of some modern painters, who have set themselves the 
aim of untrammelled self-expression. This does not imply that 
these painters were psychotic or neurotic, but only that they 
were able to cultivate in their art the use of ‘objects’ of internal 
or unconscious origin and meaning instead of the usual method 
of representing scenes and external objects from the outside 
world. 

The art of melancholics and reactive or neurotic depressives 
will in general be more integrated and realistic than that of 
schizophrenics. This corresponds to the later level of origin of 
melancholic phantasies in infancy. They will give scenes 
expressing their depressive moods, wish for death and self- 
extinction, such as a person being hung or a drowned man lying 
ina stream. 

Those with dementia due to cerebral defects probably 
produce characteristically confused, patchy and disorganized 
paintings, showing spatial disorientation. Another group are 
hysterics, who use garish colouring and exaggerated modes of 
expression. The work of obsessionals is generally meticulously 
exact and full of detail often quite cleverly integrated into the 
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whole, and trompe d'oeil paintings more precise in detail than 
many photographs, are almost certainly obsessional in nature. 

The artistic work of delinquents often takes the form of 
scenes in which they are withdrawn into social isolation and 
expressing dominating and unrelated power, such as a single 
armed man in control of an island, or they show destruction, 
such as the individual’s school in ruins and all his teachers 
hanging dead from half-broken-down trees. On the other hand 
they may take the form of the ‘I’m not to blame’ pictures, in 
which the delinquent stands watching other people smashing a 
shop-window or raiding a stage-coach. 

Just as most patients and delinquents are very mixed in type 
and their personalities are built up from many levels all 
involving different psychiatric stresses and conflicts, so most 
examples of psychiatric art are correspondingly complex. 

Since there is a general tendency for different kinds of patients 
to make different and characteristic kinds of psychiatric art, a 
consideration of their art products, whether paintings, carvings 
or ceramics, will be useful in both diagnosis and therapy. There 
is, however, no short and infallible route to accurate psychiatric 
diagnosis, and examples of psychiatric art usually serve as 
guides and sources of help additional to the usual verbal 
material, rather than as decisive diagnostic instruments. 

One can formulate two ways in which psychiatric art will be 
useful in diagnosis, although these are not clearly separate in 
practice. The first is the comparison of a given patient’s work 
witha collection of works of other and well-understood patients 
who have been given a certain diagnostic label. There are, of 
course, many dangers and pitfalls here, because patients are 
themselves all individuals and not types, and at the same time 
diagnostic labels are far from universally uniform or easy to 
apply without error. 

If, however, a psychiatrist had several series of collections of 
works by various kinds of schizophrenic, melancholic and 
depressive or manic patients, obsessionals, hysterics, anxiety 
patients and delinquents, it would be possible to throw some 
light on the diagnosis in a new case and perhaps to realize its 
complexity, by comparison of his work with these series. 

The second route to diagnosis from psychiatric art is that of 
attempting to correlate the patient's pictures with various 
life-problems in his case-history. Even more illuminating, but 
more difficult is the interpretation of his unconscious conflicts 


through what he can say about the paintings. It is a great 
problem, in many cases, however, that the pictures express 
what arises from pre-verbal levels of infantile conflict, and the 
patient.himself finds them puzzling and does not know what to 
say about them. 

This leads to the use of psychiatric art in therapy itself. Many 
works of such art are like dreams on paper or in clay or other 
material, even if they are not actually illustrations of dreams. 
The patient unwittingly expresses and reveals his emotional 
conflicts in them, and the psychotherapist should be able to use 
them in essentially the same way as dreams are used by the 
analyst. A great advantage which the objects of art have over 
dreams is that they are crystallized or objectified on paper or in 
other material. The patient can handle them, they may be laid 
on the table even if not interpreted, and often represent vital 
steps in the progress of the therapy. 

If it is asked how the therapist should use interpretations of 
works of psychiatric art, it is a wise reply to say that no 
interpretations should be made except those offered by the 
patient, and it is the therapist's aim that the patient become 
more and more able to provide interpretations for himself. 
Since, as already said, many psychiatric works express conflicts 
of a pre-verbal origin, it is not necessary for therapy that verbal 
interpretations should be made. The very production of the 
paintings or other works and their presentation to the therapist, 
and indeed the fact that in them the patient exhibits something 
otherwise inexpressible to himself, are important as modes of 
therapeutic communication in themselves. 

The works of art of many great masters also express and often 
tend to resolve their emotional stresses and conflicts. This is 
particularly noticeable when an artist passes through a period in 
which he is inspired by a particular theme, and series of 
paintings by patients are always exceptionally interesting, 
because of the developments and changes which the imagery 
undergoes in them. 
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It is probably true that the great difference between the work 
of artists on the one hand and psychiatric art on the other, is that 
great artists are able to explore and utilize their inner conflicts 
freely in a voluntary manner without psychopathological 
tendencies or consequences, while patients tend to be over- 
powered by their emotional stresses, and thus their artistic 
productions are more like expressive symptoms than works of 
art. 

Artists also normally have much greater ability in aesthetic 
expression than patients, and much more training in techni- 
ques. Nevertheless the works of psychiatric art of some patients 
may be more powerful and expressive than those of many 
artists. There is a wide range of differences in the relationship of 
artistic ability, the impulse to produce art works, and the 
occurrence of psychiatric illness. Thus some artists who 
produce ‘normal’ works of art when well may produce 
‘abnormal’ works during an illness and return to the ‘normal’ 
again on recovery. Others will be unable to produce art at all 
when ill. Some persons, not ordinarily artists, will find they can 
produce works of psychiatric art, sometimes good artistically, 
sometimes bad, and often of great psychological interest, but 
only during a period of disturbance, and lose this ability again 
on recovery. These are only some examples of what may 
happen, and there is no rule that a person has to be a good artist, 
or that he has to be intellectual or knowledgeable to benefit 
from psychiatric art. 

It is not true, as some people think, that there is a direct 
relationship between the degree of disguise in the expression of 
deeply unconscious and often crude and antisocial phantasies 
and good quality in aesthetic terms. The good in art is the 
expressive, whatever it expresses, and thus, it is true, as said at 
the start, that the dimensions of ‘good’ versus ‘not good’ in art 
and of ‘normal’ versus ‘abnormal’ in psychiatry, are quite 
different from each other. 

The question of symbolic representation in psychiatric art is 


Figure 3 The Trick Cyclist 
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very important, and has been dealt with fully by the present 
writer (1967). The two illustrations, may help the reader to 
understand the role of unconscious and partly conscious 
symbolism. Both examples come from the work of a patient who 
had a schizoid breakdown during which he discovered a 
remarkable talent for drawing. He made a good recovery during 
aperiod of 5 to 10 years and, at the time of writing, he is working 
successfully as an artist. 

(Figure 3) The Trick Cyclist shows the patient as a sphinx-like 
cat, as if cycling along a taut wire with open scissors ready to cut 
him to pieces if he falls. This imagery expresses his partially 
paranoid fears of being attacked by the environment in 
retaliation for any slip he might make and feel guilty about in 
thought or action. This emotionally paralysing condition of 
being poised above dangers was an essential aspect of his 
mental illness, and the stolid and immobilized appearance of 
the sphinx expresses his withdrawn and emotionless schizoid 
state very well, while the oral aggression of the open scissors just 
ready to close on him if he falls, like jaws about to bite him, 
corresponds to the early infantile origin of his mental distur- 
bance. It is a projection of his own infantile aggression 
redirected against himself in retaliation. 

(Figure 4) Witches ’53, expresses his hostility and hatred of his 


Figure 4 Witches ‘53 


mother’s sexuality coupled with his own incestuous desires 
towards her, of which he was partly conscious. He represented 
her as a witch, or as a pregnant witch, several times. He had a 
very ambivalent attitude to sexuality, finding it at the same time 
attractive and repulsive, and was quite unable to form a 
satisfactory relationship with a woman. 
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Artistic Experience 


HELEN ROSENAU 


‘| see you in thousand images, Mary, expressed in loveliness’. 
This quotation from Novalis, the German Romantic poet, 
epitomizes the place of art in life for the creator as well as for the 
spectator. It illustrates the impact of art, based on iconography 
and nourished by association. It is not wished to deny the 
existence of a purely contemplative aesthetic experience, nor 
should the element of craft, the technical excellence be 
underrated, but a work of art stands for more than this, as it 
expresses life in an individual as well as in a collective sense. 
Associations are characteristic of many aspects such as religi- 
ous, social as well as rationally conceived connotations. The 
field is an open one, and new possibilities may be discernible in 
the future and may also perhaps be rediscovered from the past 
(Weitz, 1956). 

A few examples only can be given here. When Paolo Uccello 
(1379-1445) discovered the delights of perspective, he was 
doing more than enjoying a technical device, he was proclaim- 
ing a rational world order, Piet Mondrian (1872-1944), when 
proclaiming the universal values of neoplastic art (e.g. an art not 
based on imitation of nature), tended to express his utopian 
visions in geometric forms. It is this cosmic view which gives his 
work distinction and impact, setting it apart from contemporary 
painting and sculpture and at the same time relating it also to 
architecture (Seuphor). 

Architecture as an art, as opposed to engineering and 
utilitarian building, possesses an iconography, a programmatic 
meaning. The Pantheon in Rome stands for a sense of unified 
pantheism, the Gothic cathedral quite literally expresses 
religious uplift and direction. The formal complexity of Hindu 
temples, sculpture and architecture fused into unity, reveal a 
different type of an all-embracing phenomenon. Here it may be 
noted that the unbeliever may sometimes be so deeply 
influenced by religious art, as to become a convert to religion 
through aesthetic symbols. 

The works so far mentioned were the creation of individual 
artists and architects expressing in their works complex 
psychological associations. Furthermore, the iconographic 
tradition in art gave continuity which nevertheless allowed for 
individual variation. The other vitally important constituent in 
artistic development consists in the variety of styles, styles being 
the medium in which the artist creates. This consonantia, to 
quote Thomas Aquinas, represents a similarity of formal devices 
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which allow not only the dating of works of art, but also reflects 
particular aesthetic qualities. The listener may think that he 
appreciates Mozart, when in fact he is admiring eighteenth 
century musical style. Buffon’s adage ‘Le style c'est l'homme 
même’ refers to the modes of expression in human life and in 
artistic creation (Dimier, 1919; Adler 1930). 

Style represents a collective element and helps to establish a 
rapport between creater and spectator. It also constitutes a link 
between the uniformity, established during a particular period, 
and the individual mode of expression of each artist. The 
relationship between the social background of a work of artand 
its merit is a tenuous one (Dvorak, 1967). Great works of art 
have been created in the most varied styles, although some 
particular styles facilitate artistic creation. Gothic architecture 
fosters religious sentiment and rococo decoration the pleasure 
of sensuous movement. However independent an artist may 
feel and whenever he challenges conventions, he still remains 
conditioned to a vast degree by his period and its style. Even 
historicism, the conscious usage of older forms for new effects, 
does not invalidate this theory. Indeed, even in copies or partial 
copies the spirit of a particular age makes itself felt, by 
alterations of the model. 

It is within the framework of iconography and style that the 
work of art comes into existence. Leonardo da Vinci's 
(1452-1519) Vision of the Virgin and St. Anne with Jesus and 
John the Baptist as Children has been sensitively described by 
Freud, and even if his theory is not accepted in all its detail, it 
still seems the most satisfactory explanation of the composition, 
the Virgin grabbing the child Jesus, while St. Anne remains 
seated, enigmatic in the background. Here a work of art is 
explained in a life situation, but it still remains a painting based 
onamodified medieval iconography. The fullest contrast within 
the same Renaissance style is seen in Raphael’s (1483-1520) 
Madonna della Sedia in which the circular form enclosing 
Mother and Child gives an impression of tender repose (Freud, 
1916; Gombrich, 1956). According to Jung (1953) the mandala, 
an aesthetically satisfying circle, isa life enhancing image. 

One element in artistic creation, uniting the spectator with 
the creator, is the feeling of empathy with suffering, the 
understanding of the vanquished, rather than the victor. This is 
not only seen in the Assyrian Lion Hunt in the British Museum, 
where the lion is pitiful, or the beautiful blindfolded Synagogue 


44 ARTISTIC EXPERIENCE 


confronting the proud Ecclesia on medieval portals; it can also 
be appreciated in the Miseres de la Guerre of Callot 
(1592-1639). Here the Mannerist style is transcended to show 
forcefully the suffering of those who are killed and tortured. 
Rembrandt's deep insights into the human psyche should also 
not be forgotten, a compassion exemplified in the study of the 
old, the suffering and the ugly. One of the last and perhaps most 
famous examples of this attitude is found in Pablo Picasso's 
(1881-1973) Guernica of 1937. Here the horrors of war are 
shown to us in an abstract and compelling form. 

The work of art retains in time particular aspects of a fleeting 
moment, freezing them as it were for eternity. That at least was 
the artist’s aim in the past. The phenomenon of spectator’s 
participation and assemblage is a new one and may be more 
transient than appears. At the moment artists, and especially 
architects, plan for change, but want to be responsible for the 
change. In spite of this, architects and artists have in the past and 
will no doubt continue in the future to create regulative models, 
harmonious types, which in spite of changes of fashion, retain 
their appeal and appear convincing. 

The story of Pygmalion and Galatea illustrates art coming to 
life, sculpture becoming flesh. This legend (later taken up by 
Shaw) illustrates the life enhancing element in art. The effect 


cannot be achieved by direct propaganda, as is clear when 
considering the decline of art when it bows toa dictatorship or a 
party doctrine. A definite programme which excludes uncon- 
scious and universal symbolic values and overtly appeals to 
doctrinaire commitments, stifles the creative powers of the 
artists; they then thrive on opposition rather than conformity. 

Art thrives on a sense of commitment coupled with freedom 
of expression and then in turn influences life. In this way it can 
become again a life enhancing influence. 
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Autistic Children 


J. K. WING 


Early childhood autism is the name given to a condition present 
from birth or beginning within the first three years of life, 
characterized by severe problems in the comprehension and 
use of language. Human language includes gesture, mime, 
facial expression, writing and sign systems such as those used by 
the deaf, as well as spoken speech, and all these forms of 
communication are affected. The autistic infant does not babble 
meaningfully, does not lift up his arms to be picked up, does not 
point out things eagerly to his mother from his pram. 

Speech may not develop at all but, if it does, it often takes the 
form of echolalia; for example, repeating the last few words of 
what has been said, with precisely the accent and intonation of 
the speaker. Such words or phrases may be endlessly repeated 
for weeks or months after they have been heard (delayed 
echolalia). Pronominal reversal (‘you wanta biscuit’ being used 
instead of ‘| want a biscuit’) is a form of echolalia. Spontaneous 
speech is similar to that of aphasic children, with substitution of 
invented phrases for nouns, confusion of words with similar 
sounds or meanings and an inability to use the more abstract 
forms of speech. A child who was asked to describe an outing 
said, ‘London town zoo—doggie-bunny—ephelant—have you 
dinner sausage roll—pink cake—shake-milk’ (‘doggie-bunny’ 
was his own invention for kangaroo). 

In addition to the language problem there are difficulties in 
copying skilled activities such as skipping; confusion between 
up-down, left-right and back-front; clumsiness in fine move- 
ments, and abnormal movements such as twisting and flicking 
the hands near the eyes. 

These severe abnormalities are often accompanied by 
secondary behaviour difficulties, which are likely to be much 
worse if the child is brought up in an environment in which the 
nature of the disabilities is not understood. The most obvious of 
these is the aloofness which gives the syndrome its name. 
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Another is resistance to change and attachment to certain 
routines and objects. The children may have severe attacks of 
screaming, violence or destructiveness. These behavioural 
disturbances are at their maximum during the toddler stage; 
once the child has learned to make some sense of his 
environment, given the right kind of help, he tends to improve. 
Some children reach average levels of intelligence or above and 
many have musical or mathematical skills. 

Early childhood autism is commoner in boys than girls and 
affects 4 to 5 children in every 10,000. It is not related to 
schizophrenia in any way. Its cause is unknown, and theories 
concerning a genetic or biochemical cause have not yet been 
substantiated. There is no evidence that it is emotional in origin. 

Medical treatment is symptomatic only; any accompanying 
condition such as epilepsy can be treated and medication is 
available for overactivity and sleeplessness. Psychological 
methods of behaviour modification and management are very 
useful if integrated into an educational programme and if taught 
to parents. The most helpful regimen is a structured school 
environment in which a knowledge of the child’s disabilities is 
used to help him build up a useful picture of the world and to 
communicate with other people at a simple level. If such a 
school is available locally a majority of autistic children can 
remain at home but their parents need considerable help and 
support during the time of greatest difficulty. 
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Behaviour in Ph 


ysical Illness: 


Psychiatric Aspects 


E-S GILLIS 


Physical illness, quite apart from its actual symptoms and 
discomforts, has very profound psychological effects. Very 
often thè sufferer may be unaware of just how deep this 
disturbance goes because the effects may show only in indirect 
ways, The observer will see them however, either as a 
disturbance of emotion revealed in irritability, anxiety or 
depression, or, more directly, as a neurotic symptom, as for 
example in the case of the woman who is desperately worried 
that cancer of the ovary would be found upon operation, but 
who tried to be brave and control her fear. It escaped, however, 
unknown to her in disguise as it were, in the form of a 
troublesome spasm of the facial muscles for which no physical 
cause could be found. When the operation revealed a simple 
cyst, the spasm disappeared by itself without any further 
treatment. 

Naturally, the psychological reactions to being sick will differ 
from person to person in much the same way as their reaction to 
stress, Added factors which also cause variations are the 
acuteness or chronicity of the illness, its severity, and the 
personality of the patient. There are, however, certain well- 
marked reactions that occur in most patients to some degree; 
among them are disorganization, anxiety, dependency, regres- 
sion and withdrawal. 

We all tend to fix ourselves on a course through life by 
reference to certain familiar landmarks. Among these are places 
we know, routine habits, the expected reactions of familiar 
people, our relationships to loved ones etc. These all tell us 
where we are both physically and emotionally at any particular 
time and help us to feel secure in a world which is full of 
uncertainties. When patients are admitted to hospital, they are 
removed from their familiar circumstances and placed in a 
strange new world, Consider how different it really is. The 
smells and colours are not the same as at home, the meals are at 
different times, there are new people to get used to, the world 
must be viewed from a bed and the horizontal position rather 
than the vertical one they are used to when they are well, and so 
on. Furthermore, whereas previously the patient belonged to 
himself and took care of his bodily needs and functions, he is 
now a property to be cared for, fed, washed and cleaned. His 


46 


privacy is invaded and he must perform the most intimate 
functions in the presence of others; even that most personal of 
all things, suffering, has to be gone through in a crowd. Of 
course, the patient survives these changes since he knows they 
are all temporary and necessary, and he adjusts himself 
mentally and physically to most of them, but the process of 
hospitalization is undeniably an uprooting one and a disloca- 
tion, and deep down itis felt as such and in the meantime leaves 
him confused and psychologically disorganized. 

The ways in which those who will work with him in hospital, 
the doctor, the nurse, the social worker, etc., can help are fairly 
simple and consist of orientating the patient to his new 
surroundings and making him feel both welcome and secure. 

Quite naturally, patients are anxious. ‘Will | recover?’ ‘Who 
will support the family?’—thoughts like these go around in their 
minds and worry them. Quite apart from these very concrete 
worries there is a coiled-up inner anxiety that lies in all of us at 
all times which has a lot to do with the happenings of earlier 
times, especially the events of childhood. For instance, the adult 
who as a child had his tonsils out in hospital and was separated 
from his mother, must inevitably have his childhood fears 
reactivated by hospital treatment later in life. We may well be 
unconscious that these fears still remain in us but they are 
nevertheless easily triggered off again by the circumstances of 
illness. When this happens, the patient is seen to be reacting 
more than he should to his present situation. At times patients 
lose their sense of proportion and make mountains out of 
molehills. It is they who get called ‘neurotic’ or ‘difficult’ or 
‘uncooperative’. 

Generally speaking, anxious patients fall into two groups. 
They are over-talkative and restless, and they have an urge to tell 
about themselves and their families. Those of the other group 
draw into themselves, become silent and uncommunicative 
and seem to sit shivering with fear inside the fortress they have 
erected around themselves. Nothing can be done for these 
people until their trust is won and they can bring themselves to 
confide in someone about their worries. At the same time as 
these mental reactions are going on there are several concomit- 
ant physical changes to be observed in the patient which also 
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serve as a guide to his underlying state of mind. The anxious 
patient is usually restless and fidgety, or moves around a great 
deal. If he sits still he looks taut and ‘on edge’. He may sweat 
profusely and he may show an irregular tremor of the hands. He 
may complain of a loss of appetite or of diarrhoea. All in all he 
looks tense and apprehensive and gives the impression that his 
very existence is being threatened and that he is unable either to 
flee from or fight the impending attack. 

There are several things which can be done for the anxious 
patient. While anyone can treat an emotionally secure patient, it 
requires skill to deal with a very anxious one. One must make 
oneself available for frequent reassurance, The presence of 
another person somewhere near is an enormous comfort to 
distressed people, and perhaps the best tranquillizer of all. One 
must be alert to unspoken, psychological signals for support and 
reassurance and not wait for spoken requests which, in any 


case, the patient may be afraid to make. It is important to be 
approachable. Nothing will make the patient bottle up his 
anxieties more than the stern, forbidding doctor, and the 
anxious, rushing nurse who always looks as if she is too busy to 
stop and talk, can have the same effect. Encouraging the patient 
to talk is most helpful. People who are emotionally troubled 
need to externalize their feelings, that is, to see them from the 
outside, and the best way to do this is to confide them to another 
person. In listening it is important to maintain interested, 
relaxed attention and let the patient feel you are attending to 
what he is saying. To offer some refreshment, at the suitable 
moment, is often helpful and one finds that oral satisfaction 
matters much to such patients. They must not be irritated by 
delays when they have real needs. Diversional activities and 
occupation in general—even if only helping on the ward 
whenever the situation allows it—should be arranged, 


Behaviourism 


O. L. ZANGWI 


The term ‘Behaviourism’ was coined by J. B. Watson 
(1878-1958) to denote a view of psychology as based wholly on 
the study of behaviour and rigidly excluding any consideration 
of mind or consciousness. The behaviourist standpoint was 
widely accepted in the USA in the 1920s and 1930s and still 
exerts considerable influence today. 

The origins of Behaviourism may be traced to the functional 
and evolutionary viewpoint in American psychology fostered 
by William James and others on the one hand and increasing 
dissatisfaction with the German experimental psychology 
brought to the USA by E. B. Titchener on the other. Watson had 
himself worked in the field of animal behaviour and understand- 
ably saw the need for more objective methods in human 
psychology. Further, he had been much impressed by the 
reflexology of V. Bechterew, and later of Pavlov, at a time when 
their work was little known outside the USSR. But it was the 
controversy in psychology as to whether or not there is 
‘imageless thought’ that finally sparked off the behaviourist 
revolt. The method of introspection appeared powerless to 
resolve the issue, and Watson clearly thought the position had 
become ludicrous. For psychology to achieve scientific stand- 
ing, hé proclaimed, it was absolutely essential to reject once 
and for all the method of introspection and to limit its subject 
matter exclusively to the study of behaviour, its origins, growth 
and modification. 

Watson's concept of psychology was clearly based on the 
reflex arc model of the physiologist. As he saw it, every response 
is released by a stimulus and it is the relation between stimulus 
and response that constitutes the subject matter of psychology. 
Given the stimulus, it should be possible in principle to predict 
the response and given the response to predict the stimulus. 
Responses might be either implicit (e.g. glandular) or explicit 
(e.g. muscular). They might be inborn, as in the case of reflexes 
or infantile emotional reactions, or acquired, as with the vast 
majority. of human behaviour patterns. Although Watson 
accepted that some behaviour patterns are hereditary, he 
placed enormous emphasis on learning, which he envisaged 
wholly in terms of Pavlovian conditioning. (Pavlov, incidental- 
ly, heartily disapproved of such attempts to base large-scale 
theories of learning on his own experimental work.) Watson 
himself did pioneer work on the conditioning of emotional 
reactions in young children from which has largely sprung the 
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controversial modern practice of ‘behaviour therapy’. 

This approach to behaviour from the neurological standpoint 
found its principal exponent in K. S. Lashley (1890-1958), who 
had worked with Watson in the early days and was a convinced 
supporter of Behaviourism. Indeed he should probably be 
regarded as its co-founder. But Lashley was quick to see that the 
Watsonian analysis of behaviour in terms of reflexes and 
conditioned reflexes was altogether too simple and would have 
to give place to more sophisticated concepts of nervous 
integration. His own contribution lay in combining the methods 
of classical neurophysiology with those of experimental 
psychology and in developing the study of brain mechanisms 
and intelligence along quantitative lines. His studies, continued 
over some thirty years, made a contribution of the first order to 
our knowledge of the brain conceived as the instrument of 
behaviour (see Neuropsychology, p.320). 

The somewhat extreme environmentalist bias fostered by 
Behaviourism (not perhaps altogether unconnected with the 
American social scene) led to an enormous pre-occupation with 
the nature and properties of learning in animals and man. 
Although E.L. Thorndike (1874-1949) had never been a 
Behaviourist; his interpretation of learning in terms of the 
strengthening or weakening of stimulus-response connections 
resulting from reward and punishment respectively exercised a 
powerful influence on behaviourist thought. Much effort was 
devoted to bridging the gap between Thorndike’s position and 
that of Pavlov and to erecting theories of behaviour on a more 
sophisticated scientific foundation. 

Outstanding in the connection was the work of Clark L. Hull 
(1884-1952), who sought to establish a formal hypothetico- 
deductive system in terms of which the general facts of 
conditioning and learning would find genuine scientific expla- 
nation. Hull formulated sixteen basic postulates from which a 
number of theorems embodying specific predictions were 
derived and tested by experiment. Indeed he was probably the 
first behaviour theorist to make a clear distinction between 
observable behaviour and inferred constructs, e.g. drive. 
Although the Hullian system cannot be said to have proved itself 
adequate to the gigantic task to which its originator had 
addressed himself, it remains as something of a tour de force in 
the chequered history of psychology. 

In more recent years, the work of B. F. Skinner has aroused 


wide interest. Like Lashley, Skinner was from the first sceptical 
of traditional reflex theory and drew a sharp distinction between 
‘respondent’, i.e. reflex, and ‘operant’, i.e. self-generated, 
behaviour. While the conditioning of ‘respondents’ can ‘be 
understood in Pavlovian terms, the conditioning of ‘operants’ 
follows an altogether different course. In particular, the relation 
between strength of conditioning and reinforcement (i.e: the 
giving of reward) is altogether different in the two types of 
learning. Skinner developed a long series of empirical studies 
on operant conditioning, mainly in rats and pigeons, and has 
more recently made a sustained attempt to apply the knowledge 
gained to problems of human behaviour. He was a pioneer in 
the field of programmed learning and in the design of teaching 
machines. Skinner has also taken an interest in the acquisition of 
language, which he has interpreted most ingeniously along 
operant conditioning lines. This approach has however 
received a severe rebuff from the linguist, Noam Chomsky, and 
no longer commands the same respect as it did in the hey-day of 
Behaviourism. 

According to Watson, Behaviourism was a purely American 
production. In a way of course it was, and itis interesting to bear 
in mind that no comparable school of psychology emerged in 
Russia. Pavlov himself detested psychology and had no wish to 
embroil himself in American-style behaviour theory. It should 
also be borne in mind that whereas American psychology tried 
to understand human learning through the study of animal 
learning, thus neglecting the differences between animals and 
man, Pavlov was insistent that the evolution of man raises so 
many new issues—in particular that of speech—that attempts to 
understand human behaviour in the light of conditioning in 
animals are of little avail. In consequence, psychology in the 
USSR is restricted to human psychology and stresses the 
differences rather than the similarities between animals and 
man. 

In England Behaviourism made little impact. It received 
qualified approval from Bertrand Russell and was not without 


BEHAVIOURISM 49 


influence on the Oxford philosopher, Gilbert Ryle. But among 
psychologists it had a cool reception. William McDougall was 
unashamedly hostile, not least perhaps because he himself had 
once tried to establish psychology as the science of behaviour 
and had signally failed in the attempt. So also was Sir Cyril Burt. 
On the other hand, Sir Frederic Bartlett, at Cambridge, took from 
Behaviourism its biological outlook and the stimulus—response 
formula, though saw little virtue in conditioned reflexes or the 
taboo on consciousness. And after World War II a flourishing 
school of behaviour theorists arose at Oxford under the 
leadership of George Humphrey, himself the author of a 
noteworthy book on the nature of learning. Yet few, if any, 
British psychologists then or earlier would have called them- 
selves out-and-out Behaviourists. 

In the USA, Behaviourism as a school of psychology has 
virtually ceased to exist and has become merged within the 
broader category of the behavioural sciences. Although the 
emphasis on objective method remains, American psychology 
is showing a strong tendency to rediscover interest in mental 
activity, as witness the recent growth of cognitive psychology 
and psycholinguistics. It seems unlikely that a system as crude 
and philosophically naive as Behaviourism will ever again 
make a comparable impact on psychological thought. 
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Body Image and the Changes in 


Senility 


STEPHEN KRAUSS 


The body-image concept and body-image research both have a 
long history with the main contributions made at the turn and in 
the first third of this century. That there must have been many 
important problems in this field to investigate is clear from a 
long list of famous names which have played a part in this 
research and which can be grouped into four schools: the 
French and the Austrian schools slightly preceding, historically, 
the British and the American schools. Sir Henry Head’s much 
discussed concept of the neurological ‘schema’ opened up the 
whole field (Oldfield and Zangwill, 1942, 1943). Furthermore, 
of utmost importance for the subject has been the work of the 
Viennese professor Paul Schilder (1923). 

The body-image is a significantly comprehensive biological 
concept because it has both a neurological and a psychological 
aspect. From the neurological point of view the body-image is 
the representation of the body in the brain localized in the 
parietal lobe (Critchley, 1953) and directing from there the 
manipulations of our bodies and of their spatial surroundings. 
Disturbances in the cerebral body-scheme produce fascinating 
pictures in which patients are unaware of the existence of one 
half of the body or of an illness in a part of the body. Hence the 
clinical terms: autotopagnosia, anosognosia, finger agnosia 
(Gerstmann, 1924; Benton, 1959). Bordering on the psycholog- 
ical sphere stands the phenomenon of the phantom limb which 
in itself is a proof of how tenaciously the person clings to the 
totality or wholeness of the body-image. 

In recent years the body-image concept has undergone much 
expansion into the psychological field, particularly into the field 
of social psychology. Already Schilder (1923) who apart from 
being a neuropsychiatrist was a psycho-analyst, had developed, 
following Freud, ideas about the libidinal structure of the 
body-self. Present-day psychologists go further seeing the 
body-self in social interaction: sports, the visual arts, fashions 
and so on. They have increasingly highlighted the human body 
in such interaction, and this has led Fisher and Cleveland (1958) 
to develop ideas on the boundary-dynamics of the body-self. In 
puberty many emotional crises may be due to heightened 
self-awareness and accentuation of felt deviations in the 
body-image (Schonfeld, 1966). 


Various methods have been used in the examination of how 
much of the body-image is developed or intact. One way, 
though superficial, would be to examine the vocabulary of body 
parts a person possesses (this has been done e.g. in schizo- 
phrenics). A better way seems to be to arrange drawings of bodies 
or to manipulate parts of the body in front of a mirror. The work 
reported here does not pretend to represent the best possible 
approach to the body-image problem, but owes its origin simply 
to the interest aroused in the author by a certain technique 
reported on by the American neurologist Morris Bender (1952). 
Bender's technique consists in the so-called double simultane- 
ous stimulation of the body, i.e., two areas of the body are 
touched simultaneously. These two areas can either be 
homologous (say, right hand and left hand) or one may be more 
proximal and the other more distal (say, face and hand), and 
here again the two can either be ipsi-lateral or contra-lateral. 
Bender had already established, in earlier investigations, that in 
pathological conditions of the nervous system double stimula- 
tion is often not perceived, one of the stimuli being suppressed. 
He found that children up to a few years old and subnormals 
also display this phenomenon, but it is rare in normal adults. 
Bender also established a second point, viz., that when it comes 
torivalry between two stimuli, the proximal point, that is the one 
nearest to the face, may have biological preference as the point 
perceived over the distal. 

What happens in the senium has not yet been established and 
to examine this is the task of the present investigation. 

Our material consisted of 25 patients in a mental hospital all 
over 70 but who, we must stress, were neither demented nor 
confused nor neurologically impaired. As controls we used 25 
other patients in a nearby neurosis unit aged from 25 to 45, what 
could be called the ‘prime of life’. 

Patients were placed lying flat ona bed with eyes blindfolded 
and the required body parts exposed. They were given simple 
instruetions, omitting any mention of double touch and just told 
to answer after each test the sole question ‘Where have | 
touched you?’ Patients were allowed to point with their fingers if 
they wished. 

Stimulation or touch was not performed with the bare fingers, 
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but a device was prepared which should help to make the 
touches fairly equal in strength, size and quality. For this 
purpose two sticks (actually spatulae) were used, to the ends of 
which small squares of rubber foam was stuck. With a little 
preliminary exercise an experimenter should be able to make 
the touches fairly equal. 

The experimental procedure consisted in giving 12 sub- 
tests—a modification of the Bender technique. These sub-tests 
were given ina varied sequence. 

Turning now to the results, the 12 sub-tests done in 50 
subjects produced 600 observations, 300 for each group, the 
seniles and the controls. The results are expressed as the 
percentage that the ‘misses’ or negative responses form out of 
the sum total of responses. A negative response was regarded as 
a failure to respond to double stimuli with the perception of the 
two stimulated points or areas. Either there was only one 
correctly perceived stimulus or there was, more rarely, a 
displacement of one or both stimuli. These displacements form 
a special category amongst the negative responses. Overall in 
the senile group there were 56.5 per cent negative responses 
(170 out of 300), including displacements. The latter alone 
formed 7 per cent of the total responses. On the other hand, in 
the control group there were only 13 per cent negative 
responses (39 out of 300), and displacements formed only 1.5 
per cent of the total responses. Speaking inaverages, we can say 
that each subject in the senile group failed in 6.8 sub-tests 
whereas each subject in the control group failed only in 1.8 
sub-tests. Consistently the seniles do four times worse than the 
controls, or, in other words, their efficiency in this particular test 
has dropped to a quarter of the normal. 

A more detailed analysis of the 12 sub-tests shows that some 
sub-tests are more difficult than others, particularly sub-test 2 
(centre of forehead and tip of nose) on which 8 control subjects 
and 21 out of 25 seniles failed. Ideally speaking, we would 
postulate a 100 per cent correct performance for subjects in the 
prime-of-life (against our figure of 87 per cent), but fluctuations 
may be attributed to neuroticism in our controls. First-class 
specimens like young athletes would no doubt score 100 per 
cent correct results. Out of 25 in our control group 15 got all the 
responses correct, as against only one in the senile group. Three 
of our senile group managed to get all 12 answers incorrect. The 
phenomenon that with imperception of one of two stimuli 
preference was given to the proximal as against the distal one 
(e.g. face before hand), was found in the senile group 60 times, 
in the control group only 10 times. 

Atthis juncture it may be well to mention thatthe experiments 
so far reported form only a sector from a larger research project, 
work on which continues. The responses to treble or quadruple 
stimulation, to stimuli which are not static but dynamic in the 
sense of waxing or waning, responses in self-performed 
dynamic tasks, for instance to roll a little toy waggon over a 
certain body line or area blindfolded, and similar ones, still 
remain to be explored. 

For the reason already mentioned, that the experiments 
reported in the present paper form only a part of a wider 
research project, it would not be appropriate to engage in a 
great deal of theorizing. However, the phenomenon of a single 
percept after double stimulation and the obvious marked 
decline of the correct response in the senium, requires some 
explanation. 

Bender himself has called the principal phenomenon which 
has concerned us here an extinction phenomenon which is, we 
believe, not a fortunate expression because it makes one think 
of active processes of suppression. Bender rightly maintains that 
there is no organic defect anywhere, but there is an alteration in 
the mode and scope of function which leads to imperfection. 
This is as far as he goes and he admits the inadequacy of the 
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explanation. It is, we believe, preferable to speak in a neutral 
and phenomenological way of imperception. There is again a 
danger that this might suggest inattention which has indeed 
been put forward as an explanation in some quarters. However, 
it appears that ‘inattention’ can hardly be the common factor in 
those numerous instances of imperception which have been 
found in early childhood, in subnormals and in certain 
neurological conditions. 

The author is inclined to give weight toa possible explanation 
provided by the holistic-organismic theory of Goldstein (1939). 
In his theory of the organism its nervous processes are arranged 
in the manner of ‘figure and ground’; there are sharp figures or 
weak figures on either distinct or diffuse backgrounds. This 
stands very near, of course, to the concepts of ‘Gestalt- 
psychologie’. The biological possibility of sharp configurations 
being formed on a perfect nervous background—which would 
be necessary for a precise perception of double stimula- 
tion—does not exist at certain stages and conditions of life. On 
the basis of this biological principle the marked decline in the 
senium of the ability to form sharp or complex configurations in 
the sensory or motor field becomes more understandable. One 
of the principal concepts in Goldstein’s organismic theory of 
dysfunction is that of ‘de-differentiation’, meaning the diminish- 
ing differentiation between figure and ground. ‘It seems’, he: 
says, ‘. . . as though the energy were not sufficient to enable the 
proper total figure to occur with the two necessary aspects: 
setting into relief and referring to a definite place . . . (the result 
is) formation of simpler figures which show impoverishment in 
content’. Goldstein was led to his concepts by the study of gross 
organic brain lesions. However, it appears possible to see in the 
light of the same concepts also the less gross biologic decline of 
function. We are thus led to see perception and imperception, 
body-image perfection and imperfection as the two diametrical 
ends of what is essentially a continuum. 

The hypothesis so far expounded cannot claim exclusiveness 
nor finality. Indeed, the multiplicity of tentative hypotheses in 
the field of body-image problems points to the fact that the 
matter is not yet closed. Our own hypothesis is essentially 
biological, in that it is anchored in the functional properties of 
the nervous system. This point of view receives support from 
various closely related contemporary studies. One, by Poeck 
and Orgass (1964) is concerned with the maturation of the 
body-image during childhood. These authors show that the 
maturation of the body-image in childhood is an autonomous 
process and not basically dependent on the influx of experi- 
ence, e.g. blind children can develop a body-image and 
children born with limb defects may develop a phantom 
experience. On the other hand, the deterioration of the 
body-image in the senium may have something to do with a 
biological point of view stressed, in general principle, by Sperry 
(1965) and Eccles (1965). The deep commissures in the brain 
which connect the right and left hemispheres may be, as age 
advances, less ‘activated’ for synaptic efficiency, and this may 
be further impeded by rivalry as used in our experiments. What 
appears to be psychological ‘inattention’, may havea biological 
basis in reduced cerebral vigilance and efficiency in transmis- 
sion. 
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Body Rights 


DAVID W. LOUISELL 


The problem here assessed conveniently falls under two 
headings (1) the individual’s right to control his own living body 
and to determine what shall be done with it in respect of 
medical, experimental and other procedures; and (2) the rights 
in a dead human body, including its disposition for medical or 
scientific purposes. The first aspect is beset by current demands 
pressed in the names of science, medicine and society, 
especially claims to organ transplantation and permissive 
abortion, and to a lesser extent, human experimentation, 
sterilization, and artificial insemination. Other phases of the 
so-called biological revolution press less immediately but at 
least lurk in the background to challenge traditional philosophi- 
cal, theological and legal norms: fetal experimentation, mass 
drugging for psychological and behavioural purposes, formal 
euthanasia, test-tube babies and genetic manipulation includ- 
ing cloning. 

if the threats, or promises—depending on one’s view- 
point—seem more significant, basic and profound than any 
other in man’s long biological history, nevertheless the starting 
point for the lawyer's analysis of many of the problems is 
reasonably clear cut. It was well put by J. Cardozo, while still a 
judge of the New York Court of Appeals: ‘Every human being of 
adult years and sound mind has a right to determine what shall 
be done with his own body”. Thus the competent adult is the 
one to decide whether he wishes to submit to medical or 
surgical procedures for the cure of his own ailments, or, within 
legal limits, to experimentation on his person for scientific 
purposes (Ladimer, 1969; Beecher, 1970). 

Increasingly, perhaps especially in the USA, the courts have 
had to face the problem, raised in actions for medical 
malpractice, whether what was surgically or medically done to 
a patient was done with his knowing, voluntary, intelligent and 
free consent. If not, there may be liability for malpractice by the 
performing or assisting physicians or surgeons, pursuant to 
doctrines of assault and battery, or more frequently, of negligent 
failure to communicate adequately with the patient. The 
development of these doctrines, still proceeding apace, goes 
under the rubric of Informed Consent (Louisell and Williams, 
1971). 

Where the surgical procedure is the relatively novel one of 
organ transplantation, it seems clear that from the viewpoint of 
the recipient or donee the problem essentially is one of 


53 


informed consent and falls within the parameters of that 
concept. But from the viewpoint of the donor, who typically 
does not benefit but rather suffers at least a potential detriment 
by removal of his organ, itis obvious that there dre moral as well 
as legal problems additional to those present in conventional 
surgery. Can it be said even of the intelligent adult, when he is 
confronted with medical demonstration that from a tissue- 
matching viewpoint he is the ideal donor of a kidney for a 
beloved one imminently threatened by death from renal 
disease, that he really acts freely in deciding to give or not to 
give? (Louisell, 1971). 

The difficulties are compounded when the donor is a minor 
and thus presumably incapable of adequate legal consent 
(Curran, 1959) or a person in a status inherently susceptible of 
curtailment of freedom of choice, such as a prisoner. Perhaps, 
however, this kind of question is most sharply focused upon by a 
case such as Strunk v. Strunk. There the potential donee of a 
kidney, aged 28, married and a part-time college student, was 
kept alive by haemodialysis, which could not be continued much 
longer. The donor, with an I.Q. of 35 (a mental age of about six) 
was a ward of the state in an institution for the feeble-minded. 
From a tissue-matching viewpoint he was highly acceptable, 
whereas other relatives were not. The question was thus put by 
the Court: Does a Court of equity have the power to permit a 
kidney to be removed from an incompetent ward of the state 
upon petition of his guardian, who is also his mother, for the 
purpose of being transplanted into the body of his brother, who 
is dying of fatal kidney disease? Answering its own question in 
the affirmative, the Court split four to three (Cook, 1970). 

Questions somewhat analogous in their moral, and to a 
degree, legal implications, arise in connection with involuntary 
sterilizations and of course would be presented by anything like 
involuntary euthanasia, Already there is indication of a striking, 
perhaps a shocking, social candor expressed by judicial 
pronouncement that the motivation and asserted justification of 
involuntary sterilization of the unwed is protection of the 
taxpayer against mounting public welfare costs*. 


1 Schloendorff v. New York Hospital, 211 N.Y., 125, 150 N.E. 92 (1914) 

2 Strunk v. Strunk, 445 S.W. 2d 145 (Ky. Ct. App. 1969) 

3In Re Simpson, 180 N.E. 2d 206 (Ohio Probate Court, Zanesville 
County, 1962) 
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Thus the biological revolution, coupled with social anxiety 
about a crowded and environmentally polluted world, seems 
increasingly to present confrontations with our historic protesta- 
tions of the dignity and essential equality and worth of each 
individual human life. 

The movement in the USA to permissive abortion, which has 
had its counterpart in Britain, perhaps most acutely illustrates 
this. Until this recent movement, the progress of the law in 
recognition of the fetus as a human person had been strong and 
steady and roughly proportional to the growth of knowledge of 
biology and embryology. For centuries the law of property had 
recognized the unborn as living persons and the criminal law, 
although unevenly, had accorded them substantial protection. 
The law of torts, because of biological misconceptions among 
judges and practical difficulties of medical proof, was some- 
thing of a laggard, but since World War II there had been an 
explosive recognition ‘that the unborn child in the path of an 
automobile is as much a person in the street as the mother.’ 
(Prosser, 1964). Judicial acknowledgment ‘that the unborn child 
is entitled to the law's protection’ had resulted in ordering blood 
transfusion necessary to save his life over the cogent counter- 
vailing claims to the free exercise of religion. In summary, on the 
one hand the law recognizes that the unborn child is a person to 
be protected in his property rights and against negligence, and 
to be afforded the affirmative reach of equity for support and 
sustenance (Louisell, 1969; Louisell and Noonan, 1970). 

On the other hand, under permissive abortion laws—or in the 
USA in the absence of any law by reason of judicial declarations 
of unconstitutionality of the historic statutes—the life of the 
unborn may be terminated at the will, or even caprice, of the 
mother. Thus is our traditional hierarchy of values turned upside 
down and the role of medicine reversed. An editorial in the 
Journal of a prominent Medical Association, in its proclamation 
that the old ethic of intrinsic and equal value for every human 
life is dying, is candid enough to acknowledge the 

*,,. curious avoidance of the scientific fact, which everyone really 
knows, that human life begins at conception and is continuous whether 
intra- or extrauterine until death. The very considerable semantic 
gymnastics which are required to rationalize abortion as anything but 
taking a human life would be ludicrous if they were not often put forth 
under socially impeccable auspices.’ (Editorial, 1970). 

The mentioned phases of the biological revolution pertinent 
to the living human body, have had something of a counterpart 
(but obviously of less philosophical and practical significance) 
as respects legal rights, in the changing doctrines as to 
disposition of dead bodies. Traditionally the right to bury the 


dead was in the surviving spouse, children or next of kin, in that 
order, and most often, at least in the USA, a person was unable 
to control by will the disposition of his dead body. 

Now, the States have literally rushed to enactment of the 
Uniform Anatomical Gift Act, the primary purpose of which is to 
facilitate organ transplantation (Louisell, 1969b). Gifts of one’s 
organs effective at death may be made by a simple statement in 
writing, or by one’s surviving spouse or next of kin after death. 
The most serious problem arises from the medical fact that such 
organs as the heart, liver and kidneys must be removed as soon 
as possible after death, since the cessation of oxygen supply to 
these areas quickly causes irreversible damage. This has 
engendered the movement to substitute for or supplement the 
historic definition of death—the absence of heartbeat and 
respiration—with a new definition of death, as a permanently 
non-functioning brain, diagnosable from such clinical signs as 
no response to stimuli, no movements or breathing, and no 
reflexes (Committee, 1968). At least one State has already 
accepted by statute the cerebral death concept*. 
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Brain Damage: 
After-Effects 


P. B STOREY 


Introduction 


When the brain is damaged by injury or disease, or its functions 
are disturbed by drugs, poisons or metabolic upsets, certain 
characteristic mental changes occur. The more rapid and 
widespread the interference with function, the more is con- 
sciousness impaired, ranging from coma at one extreme to mild 
clouding of consciousness at the other. This disturbance of 
consciousness, with other characteristic features, leads to the 
syndromes of delirium and subdelirium (organic psychoses or 
confusional states) which are described later-in this article. 
Slowly developing brain disease, and the residua of more acute 
damage, lead to dementia, described elsewhere. 

The syndromes of delirium and subdelirium shade impercep- 
tibly into each other, and sometimes show quite rapid 
fluctuations from one to the other. They are due to generalized 
disturbances of brain function. Less commonly, we see a 
syndrome in which the principal disturbance is of memory, and 
consciousness is relatively intact, the dysmnesic syndrome. We 
also see more specific disturbances of intellectual function, 
such as acute dysphasias, which are usually regarded as purely 
neurological in scope, but may have psychiatric importance, as 
is described later. 

With both acute and chronic brain damage, the actual nature 
of the pathology does not dictate the details of the mental 
changes, except in so far as it determines the following factors: 
rate of onset, extent of damage or disturbance, and site of 
damage. The other factors which affect the mental state are the 
previous personality and the life experience of the patient, 
which are discussed later. Thus, coma from renal failure and 
coma from barbiturate overdose can only be distinguished by 
the history of the condition, by finding a bottle of pills by the 
bedside, by a suicide note, or by some other finding. Similarly, 
states of clouded consciousness after a head injury or alcohol 
must be distinguished by the history, and by neurological or 
other physical findings, not by the characteristics of the clouded 
state itself. 

In addition to impaired consciousness of varying degrees, 
patients with the ‘acute brain syndromes’ of delirium and 
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Psychological 


subdelirium always have some impairment of grasp, com- 
prehension and retention of information, and they are nearly 
always disorientated in time and space, at least intermittently. In 
most of those cases which come to psychiatric attention, there 
are also disturbances of perception, with hallucinations or 
misinterpretations, and major affective disturbances, with 
depression and fear predominating. 


Aetiology 
Organic factors 


Clouding of consciousness is very common in many physical 
illnesses, but more severe psychotic disturbances are relatively 
rare. Children and the aged have a low threshold for impairment 
of consciousness in febrile illnesses, and more easily become 
delirious, as do some adults. The most common causes and 
associated conditions are as follows. 

(1) Head injury. 

(2) Infections; pneumonia, meningitis, encephalitis, 
typhoid, urinary tract. 

(3) Drugs: alcohol, barbiturates, amphetamines, bromides. 

(4) Vitamin deficiencies, especially in alcoholism; (Thiamin) 
and Pellagra (Riboflavin). 

(5) Hypoxia, associated with cardiac failure, 
disease, blood loss, carbon monoxide poisoning. 

(6) Metabolic and hormonal disturbances, including hypo- 
glycaemia, uraemia, myxoedema. 

(7) Cerebrovascular accidents, 
haemorrhage. 

A poor cerebral circulation, as in the elderly and arteriosclero- 
tic, or senile changes with neuronal loss and some degree of 
dementia, make the development of clouded consciousness 
more likely. In many patients there is multiple pathology. A 
common example is that of an old man after prostatectomy, 
who may have suffered blood loss, has a raised blood urea, a 
urinary infection, and has been given sedatives to quieten him. 
These factors summate and he becomes clouded and delirious. 


chronic lung 


especially subarachnoid 
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Environmental factors 


These are important in many patients, because of the difficulties 
they have in recognizing and understanding their immediate 
surroundings (impaired grasp); and their grossly impaired 
memory. The elderly man after prostatectomy already quoted is 
further bewildered by his unfamiliar surroundings. This is 
always worse at night, with dim lighting in a hospital ward, 
unfamiliar nurses and strange sounds. He becomes more 
frightened and perplexed and misinterprets the moving curtain 
as having someone hidden behind it, or the quiet voices as 
plotting against him. He can often be reassured, but quickly 
forgets. These features explain why it is helpful to nurse 
confused patients in well-lit rooms, and to give frequently 
repeated explanations and reassurance. 


Personal factors 


The pre-morbid personality and life experience of the patient do 
not determine the development of a confusional state, but are 
relevant to many of the symptoms, such as affective changes, 
paranoid features, and the content of delusions, hallucinations 
or preoccupations. Very often a patient will mutter disjointedly 
about his work, his family or his hobbies. He may even perform 
some of the relevant actions, or fragments of them. His worries 
and fears may be revealed, often in a grossly accentuated way, 
and he may weep as though witnessing again some old sorrow. 
The more florid disturbances in delirium are more common in 
those with unstable personalities, and who were already 
emotionally disturbed at the onset of the illness; and 
schizophrenia-like symptoms are said to be more common in 
those with a family history of schizophrenia. 


Clinical syndromes 
Head injury 


The changes in the mental state produced by head injury have 
some particular features which deserve separate description. 
Direct trauma causes a swirling movement of the semi-fluid 
brain substance, with consequent shearing damage to neurones 
and blood vessels, and very widespread microscopic lesions 
throughout the hemispheres. In addition, there is often local 
contusion or laceration, and frequent damage to the brain stem 
structures. There is more often deep and prolonged coma than 
after the other conditions mentioned earlier, but the disturbance 
of consciousness may be of any severity, and may amount to no 
more than temporary haziness. 

Most patients pass through a period of ‘cerebral irritation’ 
after the more severe injuries, either immediately or as they 
recover from deeper unconsciousness. This is a traumatic 
delirium or subdelirium, and the clinical features in the mental 
state are essentially similar to those in other deliria, as described 
later. (Details of the neurosurgical aspects should be sought in 
other texts). 

After recovery from the acute stage one of the best indicators 
of the severity of a head injury is the duration of post-traumatic 
amnesia (PTA). This is the period of memory loss which ends 
with the recovery of continuous memory, ignoring the brief 
‘islands’ of memory occasionally present. The injury is reck- 
oned ‘slight’ if the PTA lasts for less than one hour; ‘moderate’ 
for 1-24 hours; ‘severe’ for 1-7 days; and ‘very severe’ if the 
PTA is more than 7 days. These measures are borne out by their 
correlation with speed of return to work. Another measure of 
severity, retrograde amnesia (RA), is less reliable, and not so 


clearly correlated with other measures. The term ‘concussion’ 
has no exactly defined meaning, and is better not used. 


Delirium and subdelirium 


These are arbitrarily distinguished on the basis of overt severity 
of disturbance. The more florid the affective change, the 
hallucinations and paranoid ideas, the more likely is the term 
‘delirium’ to be used. 

Most of the patients are clearly physically ill. There is 
frequently nystagmus, dysarthria and incoordination, with 
incontinence. Mentally, there is clouding of consciousness, 
with impaired grasp of environment and disorientation in time 
and place. There is rambling, muttering and often incoherent 
speech; the patient mistakes the interviewer for someone else, 
cannot hold to the point, but drifts off into irrelevancies, or into a 
fitful drowsy state. He is easily distracted, often restless, tense 
and apprehensive, although some patients are more lethargic 
and exhausted, depending on their physical condition. His level 
of consciousness fluctuates a good deal, sometimes he seems 
able to make an effort to maintain contact, but tires rapidly and 
loses the thread. He will always know his name, and may 
answer accurately about fragments of his earlier life, but his 
memory for the immediate past is grossly impaired, and he is 
unable to remember the simplest new information for more than 
a minute or so. 

Against the background disturbance just described, which 
varies little from patient to patient, the more florid features 
appear, either intermittently or almost continuously. The 
emotional state may suddenly change to extreme fear and 
terror, as disturbing visual hallucinations develop, usually of 
small animals, e.g. rats or insects. Threatening voices are also 
common, and the patient may try to run away, struggling to 
climb out of bed or to hide under the bedclothes. The paranoid 
and hallucinatory features may be so marked that acute 
paranoid schizophrenia is suspected; and occasionally, in those 
in whom muddling and bewilderment are prominent, acute 
schizophrenic thought disorder may be misdiagnosed. 


TREATMENT AND PROGNOSIS 


Both the treatment and prognosis are essentially that of the 
cause, and all cases of unexplained clouding of consciousness 
must be thoroughly investigated medically. Nursing care is 
important, and the value of well-lit rooms and frequent contact 
with the patient was mentioned earlier. Drugs may be needed to 
quieten the patient, and the phenothiazines are best for this: for 
example, chlorpromazine or promazine in doses increasing as 
necessary from 25 mg twice or three times daily. Barbiturates, 
which further lower the level of consciousness, should be 
avoided. In some patients, ECT may end a confusional episode 
which has persisted after the precipitating illness has largely 
cleared up. Alcoholic delirium tremens is best treated with 
massive doses of intravenous vitamins, phenothiazines, and 
steroids if the general condition is poor. 


Dysmnesic states 


In their pure form, these are characterized by a severe 
disturbance of memory, in which the patient cannot hold new 
verbal information for more than about 60-90 seconds, but has 
no detectable impairment in his grasp of the environment, or 
other evidence of clouded consciousness. Quite often, they 


appear as delirium settles down, at first with a mixed picture in 
which residual clouding complicates the memory disturbance. 


PATHOLOGY 


The classical form of dysmnesic syndrome is the Korsakoff 
psychosis, occurring in alcoholics in whom thiamin deficiency 
has led to degeneration of the mammillary bodies, and to 
Wernicke’s encephalopathy, recovery from which leaves the 
patient with the memory defect. 

Other causes include any lesions which lead to bilateral 
interruption of the tracts which run from the medial hip- 
pocampal structures, through the fornices to the mammillary 
bodies. These include head injury, atherosclerotic brain disease 
and other causes of cerebral infarction, and carbon monoxide 
poisoning. Bilateral temporal lobectomy may have similar 
effects. 


CLINICAL FEATURES 


The severe memory defect means that the patient cannot 
remember what was said two minutes ago, and he consequently 
‘confabulates’, that is, fills the gap in his understanding by 
fabricating events, explanations, etc. He is fully aware of his 
environment, may have no loss of intelligence in terms of verbal 
ability and standard psychological tests, but is incapable of 
independent life. 


TREATMENT AND PROGNOSIS 


In alcoholics, large amounts of thiamin are needed urgently, 
and delay for observation and investigation may have disastrous 
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results, with a permanent Korsakoff state. Thiamin is best given 
intravenously as a multivitamin preparation, for example, 
Parentrovite, and most patients improve very markedly with 
this. In all cases, whatever the cause, if there is no substantial 
change after three months, the outlook is very bad. 


Akinetic mutism 


This is a rare condition, important psychiatrically because it 
may be confused with schizophrenic or other functional stupor. 
The patient lies almost or absolutely still, and is mute, but looks 
alert and conscious. The eyes are open, and follow objects with 
parallel gaze, and breathing, swallowing and coughing are 
normal. The commonest cause is rupture of an anterior 
communicating or anterior cerebral artery aneurysm, but other 
neurological lesions may be responsible. 


Dyphasias and other specific intellectual impairment 


Very occasionally, patients who have sustained brain damage 
from a minor stroke (small cerebral infarct) may be referred to a 
psychiatrist in error. This may happen, for example, if a patient 
suddenly develops a paraphasia, his speech becomes a 
meaningless jumble, and he is diagnosed as ‘thought disor- 
dered’. Similarly, a patient with an acute small lesion in the 
non-dominant hemisphere may present with a disturbance of 
orientation and visuospatial perception. If he suddenly 
becomes muddled and keeps getting lost, without being able to 
explain why, he may be wrongly thought to be hysterical. 
Naturally, any patient may also react to such illnesses with 
anxiety and depression, which may be severe enough to make 
the doctor overlook the underlying organic disturbance. 


Brain Damage: 


MOYRA WILLI 


It has long been known that injury to particular areas of the 
mature brain is liable to cause specific mental impairment, but 
many of the functions lost in the early stages after injury can be 
recovered with the passage of time. In general, the younger a 
person at the time of injury, the greater is ultimate restitution of 
function. Assessment of abilities lost is, therefore, often of 
practical importance for three reasons: to elicit the site and 
extension of lesion; to plan rehabilitation; and to measure 
recovery. 

Assessment depends on putting a subject in the situations, or 
setting him tasks, where his defects will be mostclearly elicited. 
Such standardized situations are referred to as mental tests. 
The ‘scores’ obtained on these only show how the subject has 
performed. Whether such scores indicate organic impairment 
or not will depend on the tests’ standardization (see Intelligence 
Tests, p.260). Most psychometric tests only indicate probabili- 
ties of organic impairment, and it is up to the clinician to decide 
for himself the value he attaches to any probabilities. 


Memory 


Impairment of memory is common in all brain injuries, but 
especially those involving the limbic system. Events which 
occurred and skills which were developed long ago are usually 
less affected than those of recent origin. Loss of memory for 
events preceding the trauma (Retrograde Amnesia or RA) is 
closely related to the severity of a concussional head-injury, so 
the length of RA (the time gap between ‘last memory’ and injury) 
is a convenient, but not always completely accurate, form of 
measuring severity of injury. 

Difficulty in retaining current events and experiences 
(Anterograde Amnesia) continues for some time after recovery 
of orientation and vigilance, and is also a common feature of 
many degenerative diseases of the brain and of localized 
cortical lesions. In contrast to this, memory span (the longest 
series of digits or words a person can repeat immediately after 
their presentation) is usually unaffected. Measurement of 
retention is hence of great significance. 

A useful way to do this is to show the patient pictures of 9 
common objects, which he is asked to recall after a 10-minute 
delay (Williams, 1968). For each picture not recalled when 
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Psychological Tests 


AMS 


asked, the patient is then given a prompt. If he still fails he is 
shown a sheet of 18 pictures containing the 9 original ones, and 
asked to pick out those seen before. A score of 2 points is given 
for every picture not recalled at once; an additional 3 points for 
each one not recalled with the prompt, and an additional 4 
points for each one not recognized. 

Interpretation of the scores, based on the performance of 
psychiatric and neurological patients is given below. 

Score under 10 = Normal 

Score 10-15 = Borderline 

Score over 15 = Indicative of cerebral pathology 
This test cannot, of course, be given to people with impaired 
vision or speech. 

Wechsler’s Memory Scale consists of various different tasks, 
the scores on which are all added together, but it does not 
include a measure of retention. Benton’s Designs from Memory 
Test measures immediate reproduction only. The clinical 
memory tests often recommended to doctors and still used by 
many (e.g. name, address, flower; The Cowboy Story, etc.) have 
never been fully standardized and the allowances which should 
be made on them for age and intelligence are unknown. 


Learning 


The ability to learn skills, as opposed to items of informa- 
tion, is also commonly affected by cerebral pathology, but as it 
is also affected by many other factors (e.g. general intelligence, 
depression, distraction, malaise), is of less importance diagnos- 
tically. Nevertheless, a measure of a patient's learning ability is 
often valuable. 

Verbal learning can be assessed by paired associates or by 
sentence repetition, scores being based on the number of 
repetitions necessary for a subject to attain error-free perfor- 
mance. The Babcock Sentence (Babcock, 1930) ‘One thing a 
nation must have to become rich and great is a large secure 
supply of wood’ is usually learned in 3—4 trials by normal 
people and non-organic patients, and the need for over 6 trials is 
strongly indicative of brain damage (Zangwill, 1943). 

Paired associates, comprising ‘easy’ and ‘difficult’ pairs are 
included in the Wechsler Memory Scale, but are not scored 
independently of the other items there. Walton et al. (1959) 


suggested an ingenious method of overcoming the effect of 
intelligence. The first 10 words unknown to a subject on the 
Stanford-Binet Vocabulary test are used as the stimuli, and the 
patient is asked to respond by giving the appropriate definition 
to each once he has been told it. The argument is that 
commoner words will be easier for him to learn than rare ones. 

For older patients, Inglis (1959) has suggested that the number 
of items to be learned should be reduced to 3. Even this number 
cannot usually be learned by brain-damaged people aged over 
60 in less than 6 trials. 

Non-verbal (perceptual) learning is difficult to measure 
without complicated equipment; this presents problems for 
bedside testing. The Rey-Davis test, consisting of 4 boards each 
containing 9 pegs, 1 of which is fixed, has been used quite 
extensively in the clinic (Zangwill, 1946; Williams, 1968). The 
task set the patient is to remember the position of the fixed peg 
on each board. Performance is much influenced by age. 


General intelligence 


Impairment of general intelligence is associated with diffuse 
cortical lesions, especially those involving the frontal regions. It 
is often associated with fall-off of skills, with impairment of 
retention, and with a general slowing down of mental activity, 
but on top of all these (and differentiating it from the fall-off seen 
in normal ageing) is inability to recognize and compensate for 
the above losses. 

Organic intellectual impairment is often demonstrated by the 
way a subject tackles his problems; by the quality of his errors 
rather than their number. The signs of organic impairment were 
categorized by Goldstein in 1939 as follows. 

Perseveration. The repetition of behaviour appropriate to one 
situation in response to a new stimulus. This leads to 

Steretopy or inability to alter concepts, 

Concreteness. A tendency to respond to stimuli as if they existed 
only in the setting in which they are presented. 

Perplexity. The making of totally inappropriate responses. 

The Catastrophic reaction. An intense affective response with 
autonomic components (sweating, flushing, crying, breathless- 
ness). 

Goldstein and Scheerer (1941) published a number of tests 
likely to elicit these signs. The only one still in general use was 
taken over from Weigl and consists of 9 pieces of wood or card, 
in 3 different shapes and 4 different colours (i.e. 3 squares, 3 
circles, 3 triangles, one of each being red, blue, green and 
yellow). The subject is asked to sort these into groups. As soon as 
he has finished sorting them according to one principle, he is 
presented with the pieces again and asked to sort them 
according to the other. A patient with widespread cortical 
atrophy, and one with focal lesions involving the frontal lobes, 
will have great difficulty in switching over from one system of 
sorting to the other. 

In order to measure intellectual loss quantitatively, it is 
necessary to know what the subject's ability was before illness. 
Ithas long been recognized that the skills developed in early life 
and used consistently ever since (especially the verbal skills) 
deteriorate slowly with injury or age, whereas the skills which 
are used to retain or adapt to ongoing events (perceptual-motor 
and memorizing skills) deteriorate fast. By comparing a person’s 
verbal performance with that on learning or constructive tasks, 
and calculating the difference, a measure of fall-off can be 
obtained. The Wechsler Intelligence Scale for Adults (WAIS) is 
often used for this purpose. Another battery of tests designed 
specifically for the purpose of estimating intellectual deteriora- 
tion, based on Vocabulary—Other Test discrepancy was 
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published in 1930 by Babcock. (For a shortened version see 
Brody, 1942). Quantitative measures based on such scores 
presuppose that there are no focal lesions affecting language or 
perceptual functions, and also that a subject's vocabulary level 
is a truly reliable measure of his original ability. In many cases 
both these points may be in doubt. 


Motor skills 


In lesions involving the temporoparietal areas it is particularly 
the motor skills, including speech, which are affected (see 
Apraxia, p.35). The patient may lose the ability to string together 
individual acts into purposeful sequences, leading to loss of 
simple every-day skills (the apraxias) such as ability to wash or 
dress. He may also be unable to make purposeful gestures to 
commands such as ‘wave goodbye’. In less severe cases, the 
above well-established skills may be retained but the patient is 
unable to copy simple drawings or patterns made of match- 
sticks, or put coloured bricks together to copy two-dimensional 
designs (e.g. the Block Design Test originated by Kohs and 
modified by Goldstein and Wechsler in their test batteries). 

On constructional tasks of this latter type, the patients often 
indicate clearly that they know what they are supposed to do, 
but cannot organize their actions in the correct sequence 
(Warrington, 1969). Constructional apraxia is demonstrated in 
free drawing by the following signs: (1) a subject’s tendency to 
start his copy at an inappropriate place on either the paper or 
table (e.g. falling off the edges of it); (2) difficulty in bringing the 
ends of lines together; (3) too many or too few reduplications of 
vertical or horizontal lines; (4) faulty spacing of the sections; (5) 
omissions; (6) non-alignment or rotation of parts. 

Apraxic disorders are hard to measure quantitatively except 
in terms of the difficulty of the tasks eliciting them. 


Speech and language 


Itis characteristic of communication defects due to focal lesions 
(see Aphasia, p.30) that degree of dissolution is closely 
related to frequency of usage (commonly used, names, for 
example, being less affected than rarely used ones). In order to 
elicit the disorders, a subject must be tested on items covering a 
wide range of difficulty based on frequency or usage. As in the 
case of apraxia, assessment is based on the difficulty of the task 
first eliciting signs of impairment, rather than on the number of 
errors made in a given time. Naming tests so constructed have 
been described by Rochford and Williams (1964) and by 
Oldfield and Wingfield (1965). A simple test for screening 
purposes is to ask that patient to name the various parts ofa 
wristwatch. The whole object (watch) is named more readily 
than its hands; the strap more readily than its buckle. 

Another test which differentiates nicely between the patients 
with expressive as opposed to receptive disorders is that of 
asking patients to name parts of their own bodies (Rochford, 
1971) (see Table 1). Patients with disorders of expression 


TABLE 1 
Body part Thorndike-Lorge Frequency 
Knuckles j 5 per million 
Eyebrow 2, 4 
Wrist Win on 
Elbow 26, 4 ie- 
Nose 100 or over per million 
Ear 100, » n»n » 
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associated with general dementia have little difficulty innaming 
all body parts, as distinct from those with dysphasia, whose 
failures closely parallel Thorndike-Lorge (1944) frequency. 

It will usually be found that patients who have difficulty with 
one aspect of verbal communication are also impaired to some 
extent in others. Thus expression and comprehension of both 
the vocal and written words in single and multiple units 
(sentences) should be assessed. 

Reading and writing can be assessed by Scholastic Attain- 
ment tests. The battery of tests suggested by Eisensen for the 
measurement of aphasia, although fairly extensive, is not well 
controlled for item difficulty, which makes interpretation 
difficult. The Illinois Psycholinguistic Test is rather long and 
tiring for brain-injured adults, but is very valuable for use with 
children. 


Perception 


Disorders of perception affect particularly the spheres of vision, 
hearing and body posture (see Agnosia, p.14). 

Disorders of visual perception (visual agnosia) are often 
difficult to distinguish from failures of sensory acuity. The 
patient may complain of and be regarded as ‘going blind’, but 
his difficulties lie in synthesizing what he sees into meaningful 
wholes rather than in picking out the details. The characteristics 
of visual agnosia are inability to see more than one part of a 
composite whole at a time (simultanagnosia), persistence of a 
perception once the stimulus has been removed (visual 
perseveration), denial of or completion across scotomata, and 
mislocalization of objects in space. 

Like all the mental disorders caused by cerebral lesions; such 
tendencies may occasionally be seen in normal people. It is 
the severity with which they occur, and the difficulty the subject 
has in recognizing and correcting them which makes them 
abnormal. 

For detecting visual disorders as such, no standardized tests 
have been described which do not also involve either memory 
or motor skill. Design or picture-matching tasks (including the 
matching of faces) have been used by individual research 
workers (e.g. Warrington, 1969). 

Defects of auditory perception can affect recognition of 
music or language independently. In the case of verbal 
comprehension, difficulty is related to length of sequence rather 
than familiarity of material, short sentences or words being 


better understood than long ones. An important factor, how- 
ever, is the context in which a sequence of sounds is heard. If 
this orientates the listener towards correct recognition his 
performance is improved. 

A useful test for measuring comprehension has been 
described by de Renzi and Vignolo (1962). The subject is 
presented with a variety of cards in different shapes, colours and 
sizes (as in the Weigl test) and is given a series of instructions 
from very short and simple ones (‘Give me the red square’) to 
long complex ones (‘Before touching the blue square with the 
red triangle pick up the little green circle’). This is a better 
quantified and better standardized version of the task familiar to 
most clinicians as ‘the three-paper test’, on which the perfor- 
mance of ‘normals’ is unknown. 
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Brain Damage: 


P. B. STOREY 


Rehabilitation is aimed at lessening any disability a patient may 
have, and at helping him to achieve the greatest activity, 
personal independence, and happiness, compatible with his 
disability, It is a process which should begin as soon as the 
patient is over the acute illness or injury responsible, and is 
capable of some degree of co-operation. Itis greatly helped by a 
period of expert assessment and intensive treatment in specially 
staffed and equipped centres, but should not be confined to 
such institutions. Everyone dealing with the brain injured, 
including members of the family, should encourage the patient 
to do as much as he can within the limits of his disability. The 
processes of rehabilitation should continue after discharge from 
hospital, with training centres, practical alterations in the home, 
counselling, and social support. 

The patients concerned have mainly suffered head injuries in 
road accidents, cerebrovascular accidents (strokes), or had 
operations for brain tumours. The pathology is of relevance only 
in that it dictates the extent and site of the brain damage, which 
inturn largely determines the nature and severity of the physical 
and mental impairment. The patients usually have one or more 
major physical disabilities; for example weakness or paralysis, 
impaired balance, incoordination, spasticity, or dysphasia. 
Organically determined mental changes nearly always accom- 
pany the neurological disorder, and in some patients outweigh 
the physical disability in importance. 

The psychological factors relevant to rehabilitation can be 
grouped under two main headings, organic and personal; with 
the latter determining the patients reaction to his disability. After 
these we must put psychiatric symptoms—mainly depressive 
from which the patient may suffer.* 


Organic psychological changes 
Personality changes 


These are of many types, and details should be sought in Curran, 
Partridge and Storey (1972). In the context of rehabilitation the 
most important are of increased proneness to anxiety and 
irritability with apathy. Anxiety and irritability are most 
common when demands are made on the patient for increased 
activity of any kind, not only physical. Thus a man with a weak 
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leg and poor balance may become unbearably anxious when 
trying to climb the stairs on his own; and he may be very irritable 
each time his wife and children try and involve him emotionally 
in their own life and activities. He is most calm when sitting on 
his own, when no demands are made on him, and tends to 
become progressively less active and more isolated. In a good 
rehabilitation programme he is given graded activity and 
stimulation, steadily increasing the limits of his tolerance while 
avoiding severe stresses which might provoke overwhelming 
(catastrophic) anxiety. 


Intellectual changes 


These are also of many types (Piercy, 1964), but nearly all 
patients have some impairment of concentration and of 
memory for new information, which occupational programmes 
in particular must take into account. In the early months after 
severe head injuries these disturbances may be so severe that 
attempts at intensive rehabilitation must be delayed. 


Perceptual changes 


The importance of these is often unrecognized. Some patients 
have a visual half-field attention defect (‘sensory extinction’) 
which makes them unable to perceive visual stimuli simultane- 
ously from right and left. They can therefore become suddenly 
‘blind’ in one half-field with very frightening results; if, for 
example, they step out onto a road while cars are approaching 
from both directions. 

Other patients may be very handicapped by an impairment of 
visuospatial ability. For example the accurate recognition of the 
size and shape of a room or garden is disturbed, and the sufferer 
is continually uncertain and anxious when moving about, so 
that he may seem to be suffering from a form of agoraphobia. 


Personal psychological factors 


These determine the patient's reaction to his situation and 
disability. Only a few important points can be made here. 
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Previous personality 


Those who are already inadequate in personality, or vulnerable 
and anxiety prone, may be overwhelmed by their illness, and do 
very badly as a result. Perfectionistic people seem to find it 
particularly difficult to tolerate their disabilities and suddenly 
‘give up’ unexpectedly. Patients with hysterical personalities 
may fail to progress because the disability becomes a focus of 
manipulative and attention seeking behaviour. 


Life situation 


Under this heading it is possible only to illustrate some of the 
situations which may have a profound effect on the patient's 
progress and final adjustment: for example, a happy marriage; 
an unresolved compensation case; a top floor flat for a woman 
in a wheel chair; or a house far from a bus route. Perhaps the 


most important of these situational factors is the relationship 
between husband and wife. 


Psychiatric treatment 


Depressive mood is’ understandably common in the brain 
damaged. It is very important not to accept it as inevitable 
however, and any patient with symptoms of depressive illness 
should be given antidepressants. Previous brain damage is not a 
contraindication to ECT. 
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Brain—Organic Syndromes 


MANFRED BLEULER 


On what factors do the psychological sequelae of brain damage 
depend? In the main, the form taken by such after-effects 
depends on the following factors: First, whether there is 
generalized brain dysfunction, and if so, whether it is acute or 
chronic; and secondly, whether there is chronic localized brain 
damage. 

Accordingly, the following syndromes are recognized: 

(1) The acute exogenous reaction type (Bonhoeffer), which is 
also known as the ‘acute cerebral syndrome’. 

(2) The organic psychosyndrome, which is also known as the 
‘chronic diffuse cerebral syndrome’. 

(3) Various syndromes of circumscribed (or localized) brain 
damage. 

Many factors determine the detailed psychopathology of 
these three major syndromes. Among them are the severity, 
course and localization of the cerebral disorder, the age and 
personality of the patient and his reaction to the illness, and his 
general social circumstances. 

Contrary to what was once believed, it makes very little 
difference what precise aetiology is responsible for the cerebral 
condition. For example, it is impossible to infer from the 
symptomatology whether its cause is a head injury, an acute 
intoxication or a cerebrovascular catastrophe. Equally, it is 
irrelevant whether chronic diffuse brain damage is due to senile 
deterioration, chronic alcoholism, neurosyphilis, or chronic 
cerebrovascular disease. Whatever the cause, the result is 
always a chronic psychopathological picture within the 
framework of the chronic diffuse cerebral syndrome. Likewise, 
whether focal brain damage is caused by cerebral contusion, 
brain tumour or by early presenile atrophy (e.g. Pick's disease), 
the result always remains the same, viz. focal cerebral 
dysfunction. 

These three principal syndromes may be described in greater 
detail. 


(1) The acute exogenous reaction type 


This was first described by Bonhoeffer with reference to the 
acute symptomatic psychoses which may be associated with 
severe physical illnesses, such as typhoid. These are equivalent 
to primary psychoses associated with cerebral infections or 
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circulatory disorders of the brain. Their manifestations include: 

(a) Impaired consciousness, which may extend to coma. 

(b) Alterations of consciousness, marked by a confusional 
state. In this state, perception and orientation are impaired and 
hallucinations or delusions may be in evidence. The emotional 
state fluctuates between excitement and apathy, often com- 
bined with irritability and anxiety. These form clinical pictures 
which have been variously designated according to the 
prevalence of one or other feature, e.g. twilight states, delirium, 
hallucinosis and confusional states. 

(c) Impoverishment of physical life as a whole, often with an 
acute Korsakoff state after the confusional state subsides. There 
is a loss in the richness of memory and productive thinking. This 
is a transitional state between the acute and chronic cerebral 
syndromes and its symptoms are characteristic of the latter. 

In very mild cases the psychological symptoms are non- 
specific and may comprise mild excitement or inertia, fluctua- 
tions in mood and emotional lability. 

Common conditions which fall within the scope of the acute 
exogenous reaction type are febrile deliria, delirium tremens, 
severe alcoholic intoxication, alcoholic hallucinosis, epileptic 
twilight states, withdrawal states in certain addictions, cere- 
brovascular disorders and rapidly growing cerebral tumours. 


(2) The chronic diffuse cerebral syndrome 


This is marked by an impoverishment of psychic life as a whole. 
There is failure to retrieve established memories and know- 
ledge, leading to impairment of critique and judgement. 
Thinking is in consequence vague and over-determined by 
persistent and often irrelevant detail. There is loss of circum- 
spection. Memories, particularly of recent events, become 
inexact and fragmentary. Perception may also be affected, with 
vagueness of grasp and attention limited to detail. Along with 
impoverished thought there is impoverishment in emotional 
life. Affects are aroused only by strong provocation and express 
themselves in a primitive manner. There is a loss of the finer 
nuances of emotional reaction. The patients are poorly control- 
led, irritable and often irascible; conversely, they can be 
euphoric and unrestrained. These emotional reactions, 
although often intense, are short-lived and labile. In severe 
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cases, orientation in space and time is lost and the patients can 
barely make themselves understood: this is the onset of organic 
dementia. 

On examination, it is easier to recognize the disturbance of 
memory than the disorders of affect and thought. Where the 
former are exceptionally clear cut, one speaks of the ‘amnesic 
syndrome’. One should however bear in mind that in many 
cases it is the disorders of thought and affect that are in the 
foreground and these cases, for which the designation of 
‘amnesic syndrome’ is inappropriate, also belong to the chronic 
diffuse cerebral syndrome. 


(3) Circumscribed cerebral syndromes 


Chronic localized brain syndromes, e.g. aphasia, may or may 
not interfere with the general course of psychic life. Where they 
do, the psychopathological phenomena, irrespective of locali- 
zation, have more in common than they have differences. For 
example, the differences between frontal lobe and brain stem 
syndromes are relatively small and can seldom be established 
on the basis of the psychological picture alone. On the other 
hand, the sequelae of focal brain damage are typically much 
more circumscribed than are those of diffuse brain dysfunction. 
Perception, learning, recall and thinking remain intact and, in 
complete contrast to what is so characteristic of patients with 
diffuse brain damage, mental life remains essentially unim- 
paired. 

In such cases, disturbances are often in the affective sphere, 
and are shown in alterations of general activity and drive, and in 
fluctuations of mood. Mood may shift in the direction and 
irascibility, apathy or facile euphoria. Specific appetites such as 
hunger and thirst, sleep and libido may be either increased or 
diminished. Affect and initiative are often labile and fluctuating; 
sometimes these changes may be chronic. 

Within the scope of the circumscribed brain syndrome fall the 
post-encephalitic states (first recognized by von Economo in the 
wake of the epidemic encephalitis lethargica outbreak during 
and after World War 1). In the chronic phase, the patients 
showed extrapyramidal disturbances and emotional changes 
characteristic of focal brain disorder. In children, agitation was 
Most prominent and in adults apathy. In both cases, abrupt 
changes in impulse and mood might be in evidence which 
made family life intolerable. Similar changes are not infre- 
quently seen in Parkinson's disease and in the early stages of 
Pick’s disease and Hunti ngdon’s chorea, though in more 
advanced stages of these diseases one finds the picture of the 
chronic diffuse cerebral syndrome associated with widespread 
degeneration of brain tissue. 


General factors 


Factors of a more general nature influence both the course and 
nature of these three syndromes. In the case of the acute 
exogenous reaction type causal physical factors often summate: 
pre-existing addictions and age are important considerations. 
Isolation and inactivity favour the development of twilight 
states. In delirious and twilight states, the patient’s actual 
pre-occupations, e.g. pain, threat to life through illness, 
relationships within the family and with doctors and nurses, are 
often expressed in illusions, hallucinations, dreamlike experi- 
ences and delusional ideas. 

In the case of the organic psychosyndrome, age likewise 
plays an important part in the configuration. The older the 
patient, the more severe the amnesic state, i.e. the disturbance 
of memorizing and recall, and in more severe cases, the 


disorientation. The younger the patient, the more is the psychic 
disturbance expressed in predominantly affective changes, e.g. 
depression and lack of concentration, without marked impair- 
ment of memory. The previous personality structure puts its 
strong stamp on the clinical picture: there is a ‘caricature effect’, 
whereby pre-existing traits are grotesquely exaggerated, normal 
thriftiness, for example, becoming gross avarice. There is a 
certain rigidity, too, in that patients who were before only mildly 
irritable become irascible and spiteful. Often there is a measure 
of disinhibition—traits which were formerly well under social 
control now appear in an uninhibited form, e.g. marked 
aggression and uncontrolled sexual behaviour. 

It is particularly important to note that the degree of psychic 
disturbance associated with diffuse brain damage is only very 
approximately correlated with the degree of brain damage itself. 
In senile illnesses, a severe dementia may accompany a very 
limited degree of cerebral atrophy and conversely, a patient 
who at autopsy is found to have had severe and extensive brain 
disease may have shown relatively little psychological impair- 
ment. It follows that the psychological concomitants of diffuse 
brain disease are determined by factors additional to the brain 
disease itself. These are not yet fully understood but the life 
situation of the patient certainly plays an important part. If the 
patient is isolated and incapable of leading an active life, the 
consequences of brain damage are incomparably worse than 
when adequate social contact is maintained and the patient can 
occupy himself more or less in the manner to which he is 
accustomed. On the other hand, his condition is liable to 
deteriorate under the influence of fatigue or stress. 


Therapy 


The only rational therapy is of course to combat, where 
possible, the underlying brain pathology. No more need be said 
about this here. There are however certain additional psychiat- 
ric considerations. In the acute exogenous reaction type, there is 
often excitement and insomnia and one is tempted to use 
hynotic, neuroleptic and tranquillizing medication. But caution 
is necessary as these drugs may have an unpredictable, even 
paradoxical, effect in brain-damaged cases. Sometimes such 
drugs increase the excitement instead of diminishing it or sedate 
the patient excessively such that he runs the risk of contracting 
bronchopneumonia or other complications of the unconscious 
state. Far more important than drugs is good medical and 
nursing care; the patients should remain as much in contact as 
possible with their families, doctors and nurses. Conversation 
with them helps to induce a calmer and more relaxed state and 
to bring them back to reality. A carefully planned course of 
occupational therapy is essential. 

As regards cases of chronic brain damage, itis most important 
for the patient to avoid isolation and inactivity. A suitable 
occupation must be found—i.e. what the patient is more 
inclined to do with interest and pleasure, with which he is 
essentially familiar, and which overtaxes neither his mental nor 
physical powers. To find the right course for him is often difficult 
but very rewarding. 

Alcohol poses a problem for the brain-damaged patient and 
abstinence from alcohol is in many cases an urgent necessity. 
Confinement in bed must be avoided as long as possible, and as 
soon as it becomes necessary to restrict normal mobility an 
individually prescribed movement therapy should be set in 
train. At the slightest sign of cardiac insufficiency, intensive 
treatment should be undertaken with a view to improving the 
cerebral circulation. But the clinical value of many drugs 
alleged to promote brain circulation is uncertain. 


Cerebral Dominance 


O. L. ZANGWILL 


The idea of cerebral dominance grew out of the discovery by M. 
Dax, P. Broca and other nineteenth century French neurologists 
that loss or defect of speech (aphasia) typically results from a 
lesion of one cerebral hemisphere only; as a rule the left or, very 
occasionally, the right. This was soon linked with man’s 
predominant right-handedness, Broca supposing that the two 
hemispheres mature at slightly different rates, resulting in one of 
them gaining ascendancy in the acquisition of manual dexterity 
and speech—accomplishments gained through the exercise of 
intelligence. While in right-handers this hemisphere is almost 
always the left, in left-handers it was considered to be the right. 
We shall see, however, that this generalization by no means 
always holds and the relation between handedness and the 
lateralization of speech is still somewhat conjectural. 
Although the basis of cerebral dominance is commonly 
regarded as genetical, Broca was quick to appreciate that early 
injury to the left hemisphere does not necessarily preclude the 
acquisition of speech. Indeed cases of aphasia from right 
hemisphere damage in individuals who have suffered early 
injury to the left hemisphere are not altogether uncommon. The 
use of intracarotid injection of sodium amytal (Wada test) to 
determine the hemisphere in which language has been 
lateralized has likewise disclosed right cerebral dominance in 
many (though by no means all) individuals who have sustained 
early damage to the left side. It would seem, therefore, that the 
two hemispheres are virtually equi-potential at birth and that 
lateralization to one or other hemisphere proceeds pari passu 
with the acquisition of speech. In consequence, the capacity of 
the ‘non-dominant’ hemisphere to substitute for the dominant 
hemisphere in the control of speech wanes rapidly between 
birth and maturity. i 
Although modern work has fully substantiated Broca’s claim 
that in at all events the great majority of right-handed 
individuals the hemisphere dominant for speech is the left, it 
now seems clear that the right hemisphere is dominant inonlya 
minority of left-handed individuals, probably not exceeding 30 
per cent. In the majority, the left hemisphere appears to be 
dominant, as in dextrals. There is, however, some evidence that 
speech in some left-handed. or mixed handed individuals is 
organized bilaterally, such that damage to either hemisphere 
may cause disorder of speech. This finds some support from the 
often cited (though never fully documented) claim that aphasia 
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in left- or mixed-handed subjects is typically less severe than in 
the fully right-handed and recovers more rapidly and com- 
pletely. 

The introduction of new and radical techniques, of 
neurosurgery has recently thrown a good deal of light on the 
respective contributions of the two sides of the brain to speech 
and language. First there is the operation of commissurotomy, 
introduced by P. Vogel and J. E. Bogen for the relief of severe 
and intractable epilepsy. This consists in sectioning both the 
corpus callosum and the smaller commissures which unite the 
two hemispheres. Using a variety of simple experimental 
techniques, R. W. Sperry and his associates have made a 
sustained effort to specify the linguistic capacities of either 
hemisphere when operating independently of its fellow. Their 
findings suggest that whereas the right hemisphere in an adult 
who has sustained no appreciable early damage to the left is 
capable of a considerable degree of understanding of speech, its 
expressive capacities are virtually negligible. It would seem, 
therefore, that the lateralization of speech is far more complete 
in relation to executive than to receptive capacity. 

Secondly, cases of unilateral malignant brain tumour have 
been described in which an adult right-handed patient has 
undergone total removal of one or other cerebral hemisphere 
(hemispherectomy). While removal of the non-dominant 
hemisphere appears to have little or no effect on language, 
removal of the dominant (left) hemisphere produces gross 
aphasia, with however some sparing of comprehension. In the 
one case that has been at all carefully studied (that of Smith and 
Burkland, 1966) it was noteworthy that the patient also 
retained a minimum of expressive speech, largely consisting of 
oaths, clichés, and ‘recurrent utterances’. The rather greater 
expressive capacity of this patient as compared with that of the 
isolated right hemisphere in the commissurotomy cases perhaps 
suggests that the left hemisphere, when present, tends to 
dominate the speech mechanism and in some ways inhibit 
speech expression by the minor hemisphere.We are thus led 
back to an earlier conception of cerebral dominance, evolved 
by H. Liepmann (1908) and popularized by Orton, Travis and 
others in America, according to which the major hemisphere 
not only subserves language, but also inhibits or suppresses 
linguistic activity in the minor hemisphere. This view gains 
credence from some very recent studies by Sperry and his 
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colleagues which suggest that the disconnected left hemisphere 
normally dominates motor speech (or writing) and yields to the 
right hemisphere only transiently and under relatively 
specialized conditions. It is therefore tempting to suppose that if 
some way could be found to reduce this domination of language 
by the left hemisphere, an aphasic patient might be in a position 
to make more adequate use of his right hemisphere in the 
restitution of speech. 

It was suggested by Ferrier in 1876 that the left hemisphere 
also exercises dominance in relation to the voluntary control of 
purposive action. H. Liepmann was later able to show that 
motor apraxia involving both sides of the body follows only 
from lesions of the left—never the right—cerebral hemisphere, 
and that the performance of skilled activity with the left hand 
may be rendered impossible by a lesion of the corpus callosum. 
As Liepmann picturesquely put it: 

‘The two hemispheres are like brothers, one of which is stronger and 
cleverer than the other. Even the things the weaker one can do are not 
done entirely by itself but are aided by the activity of the more powerful 
brother—its activities are partially “borrowed”. Thus one can beckon or 
threaten with one’s left hand, though less dexterously than with the 
right, but this skill is lost with a left-sided lesion.’ 

Indeed it seems not improbable that cerebral dominance 
evolved originally in relation to the need for unified manual 
control and only later became extended to the control of 
language. 

While for many years it was believed that the two hemis- 
pheres differed functionally only in relation to language and 
motor skill, it now seems clear that many types of ability and 
skill primarily dependent on vision bear a special relation to the 
right (minor) hemisphere. This was first suggested by Hughlings 
Jackson, who in 1874 postulated a ‘retino-ocular series’ based 
on the right hemisphere complementary to the ‘audito- 
articulatory series’ based on the left hemisphere. At all events, 
there can be little doubt that skills demanding close analysis of 
spatial relationships, as in copying or drawing, or in carpentry, 
may be impaired to a greater extent by posterior parietal or 
occipitoparietal lesions of the right than of the left hemisphere. 
There is also a suggestion that what is loosely termed ‘spatial 
memory’, e.g. topographical orientation, is sustained princi- 
pally by the right hemisphere. Deficits in the recognition or 
recall of complex visual information (e.g. human faces) have 
likewise been described almost exclusively in cases of right- 
sided posterior brain damage. These observations have recently 
found striking confirmation in experiments by Sperry and others 


in which information is presented simultaneously to the right 
and left visual fields in a ‘split-brain’ patient. When the patient is 
asked to indicate what he has seen, he invariably responds to 
the information presented to the right fields (left hemisphere) if 
the material is verbal, and to the information presented to the 
left fields (right hemisphere) if it is non-verbal, or at any rate not 
readily described in words. Thus pictures of human faces are 
processed predominantly in the right hemisphere, which 
appears far better adapted than the left to what might be called 
synthetic or Gestalt perception. 

While anatomical or physiological differences between the 
hemispheres which might account for these differences in 
organization have long been sought, few of those that have been 
put forward have stood the test of time. For example, differences 
in cerebrovascular supply to the two hemispheres have been 
adducéd; so, too, have EEG asymmetries. The most convincing 
evidence, however, is that recently advanced by Geschwind 
and Levitsky. In a study of 100 adult brains examined at 
necropsy, they found that the area immediately behind Heschl’s 
gyrus (planum temporale), which forms part of the conventional 
speech area, was larger than the left in 65 per cent of the cases 
and smaller in only 11 per cent. Unfortunately, no handedness 
data were available. Similar findings have since been reported 
by Wada for a number of infant brains, suggesting that the 
difference is almost certainly inborn. 

The significance of cerebral dominance for normal 
psychological development is evidently considerable. There is 
a good deal of scattered evidence to suggest a link between 
ill-defined laterality in an individual or his family and back- 
wardness in language development, particularly in regard to 
reading and spelling. It may be hoped that with better 
understanding of the role of the two hemispheres in linguistic 
and non-linguistic activity, it may eventually prove possible to 
envisage many problems of education from a neurological 
standpoint. 
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Character 


PETER McKELLAR 


Character is personality evaluated, and 
personality is character devaluated. 
G, W. Allport (1938) 


This article will be concerned with the moral or ethical aspects 
of human conduct and its motivation. Other uses of ‘character’ 
are to be found in earlier, and contemporary psychology. The 
word itself derives from the Greek xapax7p and Aristotle and 
his successor Theophrastus established a long: tradition of 
character writing: this dealt with common types of human 
beings. Many European contributors, including Kretschmer in 
his Physique and Character, and Freud with his interest in 
character types, differ in their conception of character from the 
one to be adopted here and defined above; their usage overlaps 
into the contemporary usage of the term ‘personality’ by British 
and American psychologists. Compare Arnold’s chapter in Vol. 
1 of the 1972 Encyclopaedia of Psychology. Following Allport, 
cited above, | shall deal with (1) evaluation of the personality; 
(2) the moral aspects of the personality; its concern with 
obligation, duty and pursuit of the good. Thus if introversion is a 
personality trait then the habit of telling the truth is a character 
trait. An employer may be as much interested in the character 
traits of a potential employee, e.g. his honesty in money matters, 
as his personality. In considering character, moral behaviour 
and its motivation, we are inevitably concerned with ideas 
which have arisen in other disciplines, such as ethics or moral 
philosophy, and psychoanalysis. 


Basic ideas from ethics and psychology 


Like psychology, moral philosophy has a history of at least 
2,500 years. Thinkers have had contributions to make to the 
psychology of the moral motivation and behaviour. From this 
tradition has emerged an important distinction between two 
great families of relevant concepts: category A, the dutiful; and 
category B the ethically valuable. This is exemplified by Sir 
David Ross, in his book The Right and the Good. 

On the one hand we have category A concepts which relate 
to rightness, the sense of duty, and obligation: the things which 
an individual ‘ought’ to do. Ross himself distinguishes a number 
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of prima facie duties. On the other hand there are category B 
concepts which relate to value, the good, and what ‘ought’ to 
be. Moral philosophers and reformers who have emphasized 
this other family of values included Jeremy Bentham and the 
Utilitarians, with their identification of value and the good with 
the greatest happiness of the greatest number. Those like 
Bentham who have stressed value have placed emphasis on the 
consequences of actions; those who have stressed the sense of 
obligation, right and duty have placed emphasis on the 
motivation of actions. 

For Immanuel Kant it was the categorical imperative, the 
dutiful will to do what was right, that formed the core of ethical 
behaviour. This obligation-centred ethic is of considerable 
interest to psychology, particularly post-Freudian psychology 
which expanded the Socratic conception of self-knowledge to 
include insight into unconscious mental life. Thus Freud 
himself, and Anna Freud in her book The Ego and the 
Mechanisms of Defence showed an alert awareness of self- 
deceptiveness in its moralized forms. An opinionated, and 
unexamined sense of duty can readily lead to actions which are 
a source of suffering to others, and are destructive to oneself. 
Destructive urges, antagonistic to the welfare of other people, 
may operate very effectively through the superego. A man with 
an exaggerated sense of guilt may be an obsessional neurotic, or 
depressed patient, needing help, or he may be a fanatic, with 
influence over others, needing restraint. Freud himself showed 
how through renunciation the superego of the saint—one kind 
of saint and fortunately there are others—may become more 
exacting through an unrealistically exaggerated sense of guilt 
than that of the sinner. The pathology of the superego represents 
itself a major moral problem for a humanity that seeks to 
survive. 

Some of the psychoanalytic mechanisms of ego defence are 
highly relevantand merit mention in this context. Thus altruism, 
ordinarily assessed as a virtue, may function abnormally in what 
Anna Freud calls altruistic surrender to the life and welfare of 
someone else. The mechanism of isolation, compartmentalizes 
and separates thought and feeling in the interests of such 
worthwhile goals as scientific objectivity. Isolation can also give 
rise to bureaucratic inhumanity, and disregard for the feelings of 
individuals. The mechanism of reaction formation that moti- 
vates same people to meddle in the affairs of others, or to pursue 
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virtue for the community as a whole while zealously investigat- 
ing vice, can be a nuisance. The mechanism of undoing which 
can result from exaggerated guilt feeling can assume either 
antisocial or socially useful forms such as Nobel Peace Prizes in 
its guilt appeasement. Identification and the accompanying 
mechanism of introjection plays an important part in the 
development of the moral standards of the superego, from 
parental and other models. These and other mechanisms 
operate in the service of moral behaviour, to assist or impede 
psychological insight into moral motivation. 

Perhaps the major contribution of psychoanalysis to the 
understanding of character, the right, and the good, appeared in 
1945 in J. C. Flugel’s Man, Morals and Society. In this, Flugel 
examined ways in which various self-deceptive processes 
restrict insight. He discussed a variety of forms of asceticism, 
and other forms of character that Freud had earlier examined 
under the heading of ‘moral masochism’. In the light of 
Nietzsche’s comment about a duty-centred morality that ‘the 
categorical imperative smells of cruelty’, and elsewhere that 
‘the categorical imperative is dangerous to life’, we might 
perhaps also speak of ‘moral sadism’. As the counterpart of 
Freud's narcissism, Flugel himself coins the term ‘nemesism’ as 
the attribute of the individual motivated by self-hatred. Flugel 
argues that man is in many respects a pain-seeking animal: 
unexamined moral principles can aid him in his quest. Moral 
motivation and the sense of duty permits many possible 
vicissitudes; the best safeguard is insight. Thus Flugel is led to 
distinguish from the superego as a whole with these primitive 
features, what he calls the ‘ego ideal’. For Flugel the ego ideal is 
not merely a synonym for the superego, but the aspect of the 
superego that embraces reality-adjusted principles examined 
by the criteria of intellectual and moral honesty and humanity. 

Flugel’s analysis from the standpoint of psychology is highly 
compatible with contributions from philosophy itself. Here we 
encounter the Moral Sense School and Joseph Butler, Bishop of 
Durham. As an examination of the motivation of a reasonable, 
civilized man, Butler’s Sermons on Human Nature are a model 
for psychology. A study of these highly readable sermons leaves 
the impression thata man motivated in this way is unlikely to be 
amoral masochist, nemesist, or fanatic. For Butler, motivation is 
the result of the interaction of a number of different tendencies; 
he uses the notion of a hierarchy. At the bottom of this hierarchy 
are the appetites and passions: these motivate people neither to 
pursue pleasure or self-interest, but to seek specific objects and 
situations. Hunger and fear are examples, and such impulses are 
subject to the controls exercised by the principle of benevol- 
ence: this, sometimes referred to by Butler as altruism, is 
concerned with restraint in the interests of the welfare of other 
people. Not less important is a second principle, prudence or 
cool self-love; this censors conduct in the interests of long-term 
personal advantage. (It has some resemblances to the Freudian 
reality principle, as opposed to his pleasure principle). Butler 
argues that it is psychologically incorrect to assume that 
prudence and benevolence must conflict; they often coincide in 
their influence. Finally, at the top of the hierarchy, is consci- 
ence—Butler’s moral sense, which condones or restrains in 
terms of rightness or wrongness. Again the influence of 
conscience may coincide with prudence or benevolence. 
Butler likens it to the good headmaster of a well-run school who 
can absent himself at times, confident that nothing much will go 
wrong in his absence. So far as this is achieved we have a 
morally satisfactory character. 

Like his influential predecessor Aristotle, Butler places stress 
on the importance of habit in moral motivation. As a mere 
psychological fact very few citizens rise from bed in the 
morning tormented by problems like ‘shall | today go off and 
assault some inoffensive stranger, or not?’ They desist, because 


itis contrary to habit. When such impulses arise, principles like 
prudence, benevolence and conscience are there to ensure the 
rarity of their expression in overt action. Such restraints as these 
merit fuller analysis. 


Sentiments and moral sentiments 


Many early thinkers stressed the importance of habit in the 
organization of emotional life and moral behaviour. The notion 
of sentiments, as emotional habits, was developed by the 
psychologist A. F. Shand in his book The Foundations of 
Character. Love, habitual respect, liking and hatred are typical 
sentiments. Following Shand, William McDougall defined 
sentiments as organized systems of emotional dispositions 
centred round the idea of some object. This object may be a 
specific individual or category of people: thus hatred of a given 
person, colour prejudice, and antisemitism are sentiments. 

In a moral sentiment the object is abstract: the sentiment is 
based on notions of value like good and evil, rightness or duty. 
Moral sentiments provide the general ethical code of the 
individual. We might add that the mores of a society can be 
conceived of in terms of its dominant moral sentiments. 
Contrasted with the general morality of the moral sentiments is 
the relative morality which specific sentiments may carry with 
them. In accord with this principle of relative ethics, people may 
be tempted to make moral exceptions in favour of the objects of 
their pro-sentiments, and against the objects of their con- 
sentiments. The proverb ‘all’s fair in love and war’ recognizes 
this tendency. There is a sense of release from ethical restraint in 
dealing with a person or group accepted as ethically inferior. 
On the other hand the general moral sentiments may assert their 
influence: relative ethics may tempt a person to hurt or injure a 
disliked or despised person, but the moral sentiments restrain 
him. 

The similarity of this development of thought within psychol- 
ogy to Butler's analysis, from within ethics, becomes even more 
apparent in William McDougall’s contribution. 

McDougall conceives of the individual’s character, as an 
organized system of sentiments. This system forms an hierarchy, 
integrated by a master sentiment: self-regard. From this 
McDougall develops this theory of the will. Possession of a 
strong self-regarding sentiment is held to be essential to capacity 
for sustained, willed action; aboulia is closely related to its lack. 
A vicious circle may be set up in which repeated failures and 
resulting reduced self-esteem further diminish the capacity for 
willed action. Of interest in this connection are words like 
‘morale’ (defined by the Oxford English Dictionary as relating to 
‘moral condition’ especially as regards confidence and hope), 
and ‘demoralize’ (a word attributed to a 1793 pamphlet by 
Noah Webster). Both have very definite reference to morality on 
the one hand, and self-respect on the other. 

Research, which gives support to McDougall’s theory of the 
will was conducted by Aronson and Mettee in 1968. They setup 
situations which permitted cheating or honest behaviour to 
occur in child subjects. Either flattering or derogatory remarks 
were given to the subjects about their results on previous 
personality tests. The study showed that reduced self-esteem 
increased the incidence of dishonest behaviour, while 
increased self-esteem reduced such incidence. 

A practical application of McDougall’s theory concerns the 
system of the psychiatrist Alexander Hertzberg whose book 
Active Psychotherapy (1945) has been assessed as a precursor 
of the now influential school of behaviour therapy. Hertzberg’s 
treatment of his patients involved giving a graded series of tasks 
to perform, success in volitionally easier tasks providing morale 


to permit greater effort and more sustained volition for later, 
more difficult tasks. 

McDougall’s self-regarding sentiment appears to be but one 
of many possible master sentiments. At an early date the 
psychologist Thouless pointed out that religious master senti- 
ments may operate in a similar way to produce a well integrated 
character, with capacity for sustained action (see below). At this 
point we encounter a major contribution to psychology from 
the standpoint of value, and the good as opposed to duty and the 
sense of obligation. In 1928 the philosopher-psychologist E. 
Spranger published his Types of Men. This involved a theory of 
six principle value types: theoretical, economic, aesthetic, 
social, political, and religious. Spranger’s well known typology 
provided an account of six alternative master sentiments, in 
accord with McDougall’s theory with its too exclusive emphasis 
on the self-regarding sentiment. Spranger’s formulation has 
become well known in psychology through the Study of Values 
test, a research tool for studying values as long-term motives in 
different individuals and various occupational or other groups. 


Honesty and moral development 


There are historical links between McDougall, his students Burt 
and Flugel, and University College, London where Charles 
Spearman developed factor analysis. Spearman supervised a 
doctorate thesis in 1915 in which E. Webb produced evidence 
for a general factor of W, or ‘will’, the counterpart of Spearman’s 
own G, ‘or general cognitive factor. An individual high on 
Webb's W was guided by principle (e.g. his kindness was 
kindness on principle rather than mere impulsive kindness), and 
by conscientiousness (defined as interest in the rightness and 
wrongness of his own actions). 

A larger investigation was the Character-Education Inquiry of 
Hartshorne and May of 1928. This resulted in several books 
including Studies in Deceit. The research programme set out to 
study lying, cheating, and other ethical lapses in children by 
setting up experimental situations in which such actions could 
occur, and be recorded unnoticed by the subjects. The 
investigators were interested in whether honesty and dishonesty 
are general traits, or sets of specific habits, e.g. is the child who 
steals also prone to cheat or lie? Interpretation of the results has 
been a matter of controversy, and the influence of situational 
factors—alias ‘temptation’—are obviously all important. In 
general it emerged that honesty is a more consistent quality than 
dishonesty. The generally honest child tended to resist situa- 
tional pressures, while the child dishonest in some situations 
might behave honestly in others. 

Subsequent work by the same two investigators, and Shuttle- 
worth in 1930, explored the issues further. A comparison was 
made between children from a relatively prosperous small 
town, and from a city slum. As was predicted, the prosperous 
group showed a tendency for honesty to increase with age and 
socialization; in the second group the tendency was reversed, 
and both dishonesty and inconsistency increased through time. 

Consistency as such has received further study, for example 
by Stedler in 1949. The investigator, with a group of junior high 
school children, found a greater readiness to accept theft if the 
loss was not noticed, when from a corporation and not an 
individual, and when the stealing was from what careless 
people had left around. There was greater tolerance of stealing 
when from either disliked individuals, members of some 
disapproved outgroup, or from people one was angry with. We 
may remind ourselves of Shand’s principle of relative ethics in 
connection with this finding. 

Developmental studies in this area received an impetus from 
the work of Piaget on The Moral Judgment of the Child (1932). 
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From Piaget has resulted a distinction between the developmen- 
tally earlier-‘morality of constraint’, and the later ‘morality of 
co-operation’. In Piaget’s own sample, up to about 7 years of 
age the child’s moral standards derived largely from the rules of 
dominant adults, and their acceptance. Later, from about 9 to 10 
onwards, rules based less on obedience and more on ço- 
operation and mutual respect tended to be accepted. This 
notion emerged from empirical studies of the development of 
understanding, in children of different ages, of the rules of a 
game and obedience to such rules. Piaget applied his findings to 
the rules of conduct we call morality. His conception of the 
developmental changes that occur has resemblance logically, 
though not historically, to Flugel’s distinction between the 
reality adjusted morality of the ego ideal, and that deriving from 
the more primitive, unexamined areas of the superego. 

Wright (1971) refers to the important difference between 
having rational grounds for holding a moral opinion, and being 
psychologically compelled to hold it. The developmental 
studies of Piaget are disturbing to adult complacency in that 
many adults adhere to developmentally early lines of conduct 
and fail to develop further. It is with these that psychoanalytic 
thought has been specially concerned. 

Following Piaget's work Kohlberg in 1963 constructed a scale 
of levels of moral development. Three such levels were 
distinguished. At level |, the pre-moral, the child responds with 
an orientation towards punishments and rewards administered 
by others. Level Il comprises conventional role conformity; 
maintaining the approval of others and avoiding censure. At 
level III there is the morality of self-accepted moral principles: 
acceptance of democratic laws to attain the respect of the 
community, together with self-condemnation for lapses from 
these standards. 

Little mention has so far been made of the twin problems of (1) 
the standards and behaviour of the individual able to withstand 
extreme pressure to behave unethically; (2) the depressing 
absence of such standards in many individuals. A large and 
scattered literature deals with moral heroism including 
behaviour of political prisoners, the influence of religious and 
other master sentiments, and studies of prisoners of war..(A 
striking example was the remarkable achievement of the 
Turkish prisoners of the Korean War with their 100 per cent 
resistance to ‘brain washing’, achieved in this instance by good 
in-group organization). 

On the negative side are the disturbing implications of the 
experiments of Stanley Milgram (1963). In these, Milgram 
induced subjects, 20-50 year-old respectable citizens, to 
apparently administer electric shocks of some severity to 
another subject (who was in fact an experimenter’s stooge, who 
convincingly acted being shocked). No subjects refused to 
administer shocks at the level of 300 volts, and as many as 26 of 
40 subjects were prepared to go as high as 450 volts despite 
(acted) signs of severe distress. The Milgram experiments 
provide disturbing evidence of the readiness of people to do 
things, even if contrary to their ethical principles, at the 
insistence of an authority figure. 

Situational and developmental factors have received consid- 
erable attention in recent years. Also important are cross- 
cultural and subcultural factors. Following earlier studies 
Bronfenbrenner published Two Worlds of Childhood (1970); in 
this he compared Soviet and American educational practices 
and their influence on character formation. Soviet educational 
psychology has been much interested in the pursuit of very 
practical educational objectives including character education, 
in accord with norms which may conflict with those of Western 
society. The moral standards of the people of one society, 
including standards which may be deliberately built into the 
educational system, may differ from that of others. Russia and 
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China merit study in these respects, and Bronfenbrenner’s own 
contributions to the reduction of ethical ethnocentrism are 
historically and theoretically important. Subcultural differences 
of values are all important, and in this area we must not neglect 
cross-temporal as well as geographical factors. 

In both the reference groups of the individual are all 
important particularly if we are dealing with Kohlberg’s level III 
behaviour. There are abundant opportunities for conflict 
between the individual’s own moral standards (which he shares 
with his chosen reference groups) and those prevalent among 
the older people of his community. Moreover there have been, 
in history, many William Wallaces executed as traitors by one 
group, and assessed by another group as patriots. Complex 
problems arise in this area with which literature and drama have 
been much concerned, and tragedy (whether in every-day life 
or in literature) has been aptly described as a conflict between 
two forces, both essentially ‘right’. 


Types of character 


The concept of mores, which may differ from society to society, 
derives from W.G. Sumner’s classic Folkways (1906). 
Anthropology constantly reminds us that what is ethically good 
in one society, or regarded as right and one’s duty, is highly 
variable. Moral philosophers have also been active in their 
emphasis that it is difficult to conceive of any act, however 
monstrous, or however trivial, that has not somewhere been 
regarded as somewhere virtuous, and somewhere else, vicious. 
In keeping in mind this ‘somewhere’ it is important to remember 
history as well as geography. Psychology itself is now, correctly, 
becoming alerted to notice the importance of cross-temporal 
variations, not least those of the mores. And within any society 
the sentiments of individuals, with their accompanying relative 
ethics, may also show wide variations. 

In the light of available evidence Derek Wright (1971) has 
developed a sixfold theory of types of character. The word 
‘character’ is used in the sense deriving from Allport, with which 
we have been concerned. These comprise the following types. 

(1) The amoral character. 

(2) The conformist character. 

(3) The authoritarian character. 


(4) The collectivist character. 

(5) The conscientious rule-following character. 

(6) The altruistic-autonomous character. 

In his formulation, Wright contributes hypotheses as to the 
social conditions likely to lead to one or other type of character 
formation. For example the conformist character has become 
socialized in accord with the expectations of other group 
members; his loyalty is to the group, and he is specially good at 
resisting temptation to violate the norms if there is fear that other 
members of the group will learn about it. Of some interest is the 
collectivist character, whom Wright assesses as probably rare in 
western democracies. Wright himself evaluates highly his sixth 
character type: the individual who chooses the rules he lives by, 
feels free to modify them in the light of experience, is not bound 
by the letter of the law, and is thus freer to devote his efforts to 
sort out moral problems. 

There are many similarities between Wright's standpoint and 
Flugel’s in the concern which both show with the value of a 
thought-out system of values and sense of obligation. It is a 
curious by-product of education that educated specialists in 
relevant fields are often so reluctant themselves to make moral, 
or otherwise evaluative, judgments. Refreshing exceptions are 
to be found in the eight components of moral progress which 
Flugel formulates, and in the emphasis which Wright places 
upon moral autonomy as a desirable characteristic. Wright's 
admitted aim in presenting his book is to make the reader more 
aware of the psychological processes involved in moral 
behaviour. Character, moral behaviour, and its motivation, 
merit careful analysis as the scientific study of behaviour 
develops. 

Psychologists themselves will do well to take account of the 
ideas from other disciplines from 2,500 years of previous 
thought on these subjects. 
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Child Development 


ANNA FREUD 


There are, so far, no standardized methods of determining the 
normality of a child’s emotional and instinctive growth at any 
given age. Certain mental tests (Gesell) include an assessment of 
standards of behaviour at different stages of infancy, though this 
is done rather with the purpose of differentiating the intellectu- 
ally normal from the mentally defective child than with the 
purpose of testing behaviour development itself. Certain tests 
(Rorschach) inquire into the state of affective development and 
its disturbances. Other ‘imagination’ tests utilize the phantasy 
productions of children to assess their emotional development, 
etc, But these attempts remain short cuts in investigations which 
do no more than furnish single data and throw light on 
circumscribed aspects of the child’s emotional life. On our 
present level of incomplete and groping knowledge, they do not 
relieve the investigator of the obligation to study the whole 
complex personality whenever he wants to form a reliable 
judgment of this side of a child’s nature. 

The character-formation of the child and its consequent 
social response are based on the development and fate of two 
instincts: sex and aggression. Their manifestations and the 
emotions which arise from them have been the study of 
psychoanalytic psychology for the last fifty years. 


Sex and childhood 


Until the beginning of the twentieth century childhood was 
believed to be free of sexuality. The sex instinct was supposed to 
begin functioning at the onset of puberty with the first stirrings of 
love for the opposite sex. This sexuality was taken as one of the 
main characteristics of childhood, which helped to strengthen 
the belief in the so-called ‘happiness’ and ‘carefreeness’ of the 
early years of life. Whenever manifestations of sexual interest 
(curiosity) or sexual activity (masturbation, sex play with other 
children) were found in a child, they were understood to be 
signs of grave abnormality, sexual precocity, or degeneration. 


The psychoanalytical theory of sex 


In contrast to these earlier beliefs, the psychoanalytic investiga- 
tions, which were undertaken in connection with the study and 
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treatment of neurotic illness, demonstrated the existence of an 
infantile sexuality. This infantile sexuality is not identical with 
adult sex life so far as form and aim are concerned. Its 
component tendencies are the precursors of the adult genital 
strivings and provide for the child excitations and satisfactions 
similar in nature to the sensations of adult sexuality. The sex life 
of childhood naturally does not serve the purpose of reproduc- 
tion, though it forms the basis and background for later genital 
functioning. The concept of sexuality which formerly included 
the genital function only, has thus become widened to include 
pre-genital and extra-genital activities. 

The energy behind the sexual drives of childhood and 
adulthood is designated by the term libido. 


The infantile stages of libido development 


In childhood other parts of the body yield pleasurable sensa- 
tions of the kind which in adult years are provided by the 
stimulation of the genital parts themselves. The first body zone 
to play this part in the child’s life is the oral zone. From the 
beginning of suckling the infant experiences a pleasant stimula- 
tion of the mucous membranes of the mouth through the 
milk-flow and learns to reproduce this pleasure for itself, 
independent of the feeding process, through thumb-sucking. 
(Many infants suck instead of the thumb other fingers, or part of 
the fist, or other parts of the body surface within reach of the 
mouth, or a corner of the pillow or blanket.) In the later stages of 
infancy nearly all available objects are brought in contact with 
the mouth and, besides being tested and made familiar in this 
manner, provide pleasurable stimulation. The oral sensations of 
this kind form the child’s first experience in pleasure of a sexual 
nature. They were looked at with suspicion and opposed by the 
environment long before their sexual nature had been dis- 
closed. Attempts to break the habit of thumb-sucking met with a 
stubborn resistance on the part of the infant which proves the 
strength of the libidinal drive behind this activity. The oral zone 
retains the ability to yield pleasure through the sucking period, 
and with some children very much longer. 

From approximately one and a half years onwards the role of 
the mouth for producing excitation of a sexual nature 
(erotogenic zone) is taken over by the bodily zone around the 
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rectum, following probably on the abundant stimulation and 
attention centred on this region during the lengthy process of 
habit training. Simultaneously with the predominance of these 
sensations in the so-called anal phase, the child shows a marked 
interest in the whole process of elimination, a tendency to touch 
and smear with its own excrements and a preference for play 
with substances which resemble the excrements either in 
colour, consistency or smell. The child is as persistent in finding 
forms of ‘dirty’ play in the anal phase of its developmentas it has 
been in pursuing thumb-sucking in the oral phase. 

Approximately between the age of three and four interest 
begins to be centred on the genital parts of the body. The organ 
which at this time yields the greatest amount of pleasurable 
stimuli is with boys the penis, with girls correspondingly the 
clitoris. In this phallic phase pride in the showing off of the penis 
and the feats it can perform (erection, urinary play) plays a large 
role with the boy; the envy of such performances with the girl 
(penis envy). Sex curiosity, i.e. interest in the difference between 
the sexes, in the nature of intimacy between the parents and in 
the mystery of birth, reaches its peak in this phase, which lasts 
roughly from the age of three or four to the age of five or six 
years. The central sexual activity of the phallic phase is, for both 
sexes, genital masturbation. 

The claim that these tendencies of childhood should be 
recognized as components of the sex instinct is based on two 
facts: (1) that these pre-genital activities are known to play a 
regular, though subsidiary role in adult sexuality either as an 
introduction or accompaniment to the act of genital inter- 
course; (2) that in certain forms of sexual abnormality, the 
so-called perversions, any one of the infantile sex strivings can 
replace the desire for genital intercourse and become the main 
expression of the adult's sex life (fellatio, cunilingus, cop- 
rophilia, scoptophilia, exhibitionism, etc.). 

Looked at from the point of view of adult genitality, the child’s 
sex life is perverse (this may explain why observers were so 
reluctant to take notice of it): seen from a developmental point 
of view, the component instincts of infantile sexuality are 
normal. 


The development of the aggressive instinct 


Many authors have expressed the opinion that the child’s 
aggression is not an innate instinctive tendency but a reaction to 
the frustrations and prohibitions with which the child’s wishes 
meet in the outside world. Recently the opinion is gaining 
weight that the aggressive instinct is a genuine and primary urge 
which operates in the child from the beginning of life. 

The manifestations of the aggressive instinct are closely 
blended with the sex manifestations. In the oral phase they 
appear as oral sadism and find their expression in the wish to 
destroy the object of the child's liking by eating it (oral 
incorporation), the teeth being used as the weapon of aggres- 
sion. In the anal phase, aggression plays an important role as 
anal sadism. Children of this age are normally aggressive, 
destructive, wilful, overmastering and possessive; hitting, 
kicking, scratching and spitting are usual in their frequent states 
of anger and rage. In this phase it is especially difficult to 
separate the manifestations of sex and aggression from each 
other, since the child’s whole attitude towards loved people or 
objects is normally inconsiderate, cruel, and tormenting. In the 
phallic phase aggression appears in the more pleasing attitudes 
of manliness, protectiveness, recklessness in face of danger, and 
competitiveness. Where the aggressive urges of children are not 
in the normal way fused with sexual drives they appear as a 
purely destructive force. 


When directed towards the environment the aggressive 
forces serve the purpose of self-preservation, when directed 
inwards they threaten the child's own bodily psychic health. 


Auto-erotism and object love 


The child satisfies a small amount of its sexual and aggressive 
needs on its own body, in the form of thumb-sucking, anal 
pleasures, masturbation, and their derivatives (nail-biting, 
nose-picking, ear-pulling, etc.). The frequent states of rocking 
and head-knocking in early infancy belong to the same order, 
the former satisfying a primitive desire for rhythmic body 
movement, the latter giving expression of self-aggression. 

These auto-erotic activities constitute the so-called ‘bad 
habits’ of childhood against which the environment used to 
wage a ceaseless war. They are upheld by the full force of the 
instinctive tendencies for which they provide an outlet. The 
auto-erotic activities are in themselves normal and regular 
occurrences. By the environment they are felt to be opposed to 
the efforts of early upbringing since, so far as they provide 
gratification, they make the child self-sufficient and therefore 
less amenable to outside influences. 

Normally, the overwhelmingly greater part of the sexual and 
aggressive desires is turned outwards and looks to the environ- 
ment for satisfaction. The people of the child’s environment to 
whom these strivings become attached, its love objects, are of 
the greatest importance for the normal balance of the child’s 
whole emotional and instinctive life. Children who are treated 
with indifference by the people to whom they turn their feelings 
(institutional’ children) or who change their environment 
repeatedly in their early years (evacuated, billeted children, 
boarded-out orphans, or otherwise homeless children), fail to 
form solid, lasting and satisfactory relationships. As a result, 
their sex strivings are turned back on themselves for satisfaction 
and their auto-erotic activities increase greatly at the expense of 
their relations with the outer world. The children then become 
indrawn, self-centred, and difficult to manage. 

Excessive auto-erotic habits cannot be corrected or suppres- 
sed by the use of threats or punishments. They are influenced 
indirectly by the rise and fall in the child’s object relationships. 
Where opportunities are created for the child to develop normal 
love relations with parents, or parent-substitutes, auto-erotism 
ee automatically diminish in importance and take second 
place. 


The development of object love 


The infant forms its first attachment to the mother, or mother- 
substitute who feeds it. This first ‘love’ of the infant is selfish and 
material. Its life is governed by sensations of need and 
satisfaction, pleasure, and discomfort. The mother, as an object, 
plays a part in this life so far as she brings satisfaction and 
removes discomfort. When the infant's needs are fulfilled, i.e. 
when it feels warm, comfortable, with pleasant gastric sensa- 
tions, it withdraws interest from the object world and falls 
asleep. When it is hungry, cold and wet, or disturbed by 
intestinal sensations, it turns for help to the outside world. In this 
period the need for an object is inseparably bound up with the 
great body needs. 

From the fifth or sixth month onward the infant begins to pay 
attention to the mother also at times when it is not under the 
influence of bodily urges. It enjoys the mother’s company, likes 


to be fondled and played with and dislikes to-be left alone. It 
answers to the mother’s presence and even to her moods in 
various ways. The wish for affection from her becomes a need, 
comparable in strength to the need for bodily care and comfort. 

In the second year the relationship to the mother increases in 
force and intimacy. Many toddlers can hardly bear to be parted 
from their mothers, even for short periods; they react to every 
separation with a violence and depth of feeling as great as if the 
mother had gone for ever. They are unable to play by 
themselves and cry helplessly or angrily whenever the mother 
leaves the room or the house. Falling asleep in the evening often 
becomes a difficulty for the same reason. Mothers are usually 
blamed for the behaviour of their toddlers, the distress about 
parting from her being taken as a sign that the mother has 
‘spoiled’ the child. It is nearer to the truth that the mothers 
themselves feel helpless when faced with these passionate 
outbreaks, the reason for which they do not understand, and by 
force of which they are tied to the house and to the child. 
Enforced separations of long duration (evacuation, hospital, 
illness of the mother, confinement of the mother) often act as a 
traumatic shock to the child, and sometimes result in complete 
estrangement from the mother. Though the toddler torments the 
mother and treats her in an exacting and inconsiderate way 
(owing to the anal-sadistic character of its wishes), the 
relationship between mother and child gradually becomes 
more of a give and take. Besides demanding satisfaction, the 
children begin to show love and affection on their part, to make 
small sacrifices for the mother, to share food with her, or to give 
her presents. 

With the growth of intelligence and of awareness for the 
persons and events in the environment, the child ceases sooner 
or later to live in emotional partnership with the mother only 
and enters into the larger family group. Where elder brothers 
and sisters are present in the family, the child gradually adapts 
himself to the existence of rivals for the mother’s love. On the 
basis of their common relationship to the parents it learns to 
share attention and material possessions with them and thereby 
makes the first important step towards development of a group 
spirit. Jealousy and envy of older brothers and sisters may be 
very strong, The feeling of being smaller and weaker may lead to 
a sense of helplessness and hopelessness in competition with 
them. But, on the whole, their older claims are recognized and 
the pleasure of being accepted by them and of being admitted to 
their companionship compensates the young child for having to 
give up the special care and attention from the mother which it 
has enjoyed during babyhood. 

The position is very different where younger brothers and 
sisters are concerned. The arrival of a next baby, which takes the 
toddler's place with the mother is bitterly resented. The older 
child reacts by feeling betrayed, pushed out and deserted. It 
feels intense jealousy and hatred for the newcomer who has 
dispossessed it and wishes for his death or disappearance. It 
competes with the baby in every way, even to the extent of 
becoming wet and dirty again, of wanting to drink at the breast 
or from a bottle, or to sleep ina crib. Its love for the mother turns 
to violent anger when she opposes all these wishes. It is by now 
generally recognized that this emotional upset can become the 
cause of various disturbances, such as difficulties of sleeping 
and feeding, bed-wetting, incontinence of faeces, temper 
tantrums and other behaviour problems. 7 

The relationship to the father is even more complex. Unlike 
the brothers and sisters, he is himself an important love object 
and, under normal family conditions, seems to the child to 
possess unlimited strength and power. He is therefore, admired 
and feared by the child, as well as loved. But he is, at the same 
time, another rival for the mother’s love which is very marked 
already in the second and third year takes on further sig- 
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nificance towards the fourth year when the child enters into the 
phallic phase. 

So far the emotional development of boys and girls has 
proceeded similarly; at this age they begin to develop along 
different lines. The boy identifies himself more and more with 
the father and imitates him in many ways. He changes at the 
same time in his behaviour towards the mother; he ceases to be 
a dependent baby and turns into a young male, who acts 
protectingly and even condescendingly towards her, clamours 
for her admiration, performs all sorts of feats to impress her, and 
desires to possess her in place of the father. His sex curiosity is 
directed towards her intimate life with the father in which he 
wishes to replace him. The girl, on the other hand, has grown 
out of her complete attachment to the mother. She begins 
instead to imitate her, she plays mother herself with her dolls or 
with her younger brothers and sisters. She, in her turn, turns her 
love towards the father and wishes him to appreciate and accept 
her in her mother’s place. 

Both sexes in this manner have their first experience of being 
in love, with all the turmoil of feelings, hopes and wishes, 
disappointments and frustrations, joy and sorrow, anger, 
jealousy and despondency which this state involves. Their love 
for the parent of the opposite sex creates, or in the case of the 
boy intensifies the already existing rivalry with the parent of the 
same sex. The boy thus loves the mother, attaches his instinctive 
desires to her and wishes for the death of the father who stands 
in his way; the girl loves the father and, in the service of the wish 
to have first place with him, phantasies doing away with the 
mother. It is this family constellation of the young child for 
which, in comparison with the Greek myth, the term ‘Oedipus 
complex’ has been introduced. 

(Though basically this pattern of the child’s emotional life can 
always be traced, deviations from the norm are frequent. Many 
families are incomplete, and single or widowed mothers have to 
take over the father’s role in addition to their own. Many fathers 
are weak, ineffective and badly suited to represent the male 
ideal for which the boy is searching. Owing to the bisexuality 
normally inherent in human nature, boys also display female, 
girls also male attitudes. Many boys, instead of moulding 
themselves on their fathers, identify with and imitate their 
mothers and develop a feminine attitude towards the father. The 
same so-called ‘inverted’ Oedipus complex occurs in girls and 
for both sexes leads to manifold abnormalities of psychological 
development.) 

Itis an error to believe that the children’s feelings during these 
experiences are less intense than the corresponding emotions of 
an adult, or to belittle the significance of the child’s emotional 
attitudes on the grounds that it is too young to take things 
seriously and too obviously unsuited to the role of sexual 
partnership in which it imagines itself. Every child at some time 
makes the inevitable discovery that the parents are not 
obtainable as objects of its desires, at least not to the extent to 
which it wishes to possess them. Many incidents occur which 
bring ithome to the child that it is small, ineffective and inferior 
compared with the rival parent. Its wishes to be ‘big’, to marry: 
the lover person, and to produce children, which are the centre 
of the child's phantasy life at this period, fail miserably when 
applied to reality and meet with rebuffs and often with ridicule 
from the parents themselves. 

When children finally recognize the futility of the Oedipus 
wishes, their discouragement and distress are acute. In what- 
ever manner they overcome the frustration of their object love, 
the experiences leaves its mark on them. It forms a pattern 
which will be repeated over and over again in later experiences, 
and which serves to explain the origin of the numerous 
otherwise mysterious idiosyncrasies, peculiarities and difficul- 
ties of adult love and sex life. 
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Instinct transformation 


The young child, under the influence of its instinctive wishes, is 
an uncivilized and primitive being. Itis unclean and aggressive, 
selfish and inconsiderate, immodest and prying, insatiable and 
destructive. It has no powers of self-control and no experience 
of the outside world to guide its actions. Its only directive force is 
an urge to search for pleasure, and to avoid painful experiences. 
The task to shape out of this raw material the future members of 
a civilized society lies above all with the parents. 

In former years, public education authorities did not assume 
responsibility for children before the age of five, i.e. at a time 
when the essential transformations of instinctive attitudes had 
already taken place. Since nursery schools have been officially 
recognized as the first stage in public education, this stage is 
now lowered to a period when the reign of infantile sexuality 
and of infantile aggression is still in full swing. This creates for 
teachers problems of handling and guiding the child which 
formerly existed only within the family circle. 

In the environment the child's instinct life is subjected to an 
evaluation which is based on the normal and ethical standards 
of the adult community. From this point of view the oral 
attitudes of the infant are criticized as greediness, the anal 
wishes of the toddlers as dirtiness, the aggressive and destruc- 
tive urges as naughtiness, and exhibitionism as shamelessness. 
The degree of condemnation for the various phases of libidinal 
and aggressive development varies with the conventions of the 
class to which the parents belong. In some layers of society oral 
satisfactions are granted comparatively freely while anal 
attitudes and aggression are severely restricted (lower middle 
class); in others aggression and destructiveness are the main 
punishable crimes, while sexual curiosity is treated more 
leniently (upper middle class). To the young children of all 
classes, all moral standards of this kind are completely alien. 

The children themselves are only concerned with the tension 
which arises when instinctive urges remain unfulfilled. They 
experience this tension as painful and, to relieve or prevent it, 
attempt to satisfy each desire as soon as it makes itself felt. In 
their dealings with the instinctive urges, parents and children 
are therefore at cross purposes. The parents are concerned with 
the future adaptation of the child to adult standards, the child 
only with relieving the tension of the moment. The child strives 
for indiscriminate and immediate wish-fulfilment; the parents 
are set on limiting, suppressing, or at least severely rationing 
gratification of the childish wishes. In this struggle which forms 
the nucleus of early upbringing, the child is normally the weaker 
partner. Since it is dependent on the parents for its material and 
emotional satisfactions, it cannot risk provoking their displeas- 
ure to any serious extent. Much as it fears the dissatisfaction 
which arises when instincts are thwarted, this fear is outweighed 
by two greater fears: to be punished by the parents or to lose 
their love. 

Owing to anxieties which lie latent in all children, the fear of 
punishment can assume fantastic forms. Where parents are 
merely moderately severe, the children may feel themselves 
threatened by cruel retributions of all kinds: to be sent away 
from home for having ‘accidents’; to have the thumbs cut off for 
sucking or their penis for playing with it (castration fear); to see 
their hands become paralysed for touching the genital parts, etc. 
Itis usually overlooked that also the fear of losing the affection of 
the loved parents weights heavily on the child’s mind. Though 
this threat is commonly used by humane parents who wish to 
avoid severe measures such as corporal punishment, it is 
nevertheless felt by the child as an acute danger and acts as an 
effective deterrent against wish-fulfilment, equal and with some 
children more compelling than the fear of punishment. Whether 
the parents adopt one measure or the other, the average child 


will, in the long run, not be able to withstand them. It will, toa 
varying degree become obedient, i.e. give in to their prohibi- 
tions and restrictions. 

The outlook for wish-fulfilment in childhood would be poor 
under these conditions, if it were not for the pliability of the 
sexual and aggressive instincts which come to the child’s help, 
and which is lacking in the case of the great body needs, as for 
instance, hunger and sleep. 

A young child waiting for its food suffers from the rising 
tension of the pangs of hunger. It may be possible to distract its 
attention from these painful sensations temporarily by offering it 
satisfactions of some other kind (toys, play, singing, or other 
forms of amusement); after an interval the hunger pain will 
always re-assert itself. An oral satisfaction like thumb-sucking 
may again bring short relief; the same can be achieved by giving 
a drink of water or tea to produce the sensation that the stomach 
is filled. But all these substitute measures are limited in 
effectiveness and in the long run illusory. After each attempt at 
distraction the desire to eat will assertitself with greater violence 
until, finally, nothing can be done to alleviate the child’s distress 
short of giving nourishment. 

Fortunately for the purposes of upbringing, the component 
tendencies of infantile sexuality are not equally inexorable in 
their demands. They can be influenced by the child itself 
quantitatively as well as qualitatively when the need for it arises, 
i.e. when it is either too difficult or too dangerous to live them 
out in the face of opposition from the environment. The toddler, 
for example, cannot keep up either his dirty or his cruel habits 
when they meet with the sharp disapproval of the mother. After 
finding by experience many times that she will either punish 
him or ‘not love’ him when he indulges in them, he alters his 
attitude to the tendencies themselves, begins to dislike them 
instead of liking them, withdraws from them more and more and 
finally ‘forgets’ that these were once his pleasures. 

The mental process behind this method of dealing with an 
instinctive tendency is called repression. It consists of not 
admitting into consciousness the images and ideas which 
represent that particular tendency in the mind. This excludes the 
tendency from consciousness, relegates it to the unconscious 
and creates the illusion that the wish itself has ceased to exist. It 
now operates from the unconscious but it ceases, at least for a 
time, to cause tension and suffering on the surface of the mind. 
Much of the sexual attitudes towards the parents, and the 
negative feélings against them which originate in the family 
constellation described above (Oedipus complex) are dealt 
with by this method of repression, which is of great importance 
for the child’s psychological development. Repression is 
responsible for the division of the child’s mind between 
consciousness and the unconscious; it is also responsible for the 
forgetting of the past and all that is unwanted in it, and for the 
later intolerance against all those wishes to which eatch 
individual has adhered in the first five years of his life. 

Where repression itself is not felt by the child to be a sufficient 
protection against a return of the forbidden and now dreaded 
urges, other mental methods come into use. In its development 
the child can overemphasize in consciousness attitudes and 
qualities opposite to the rejected one. Formerly cruel children, 
for example, will develop excessive pity; children who have 
repressed their death-wishes against members of the family, 
develop an attitude of special solicitude and anxiety concerning 
the health of their parents, brothers and sisters; whilst those who 
have repressed their exhibitionism become extremely shy. 
These: overemphasized attitudes and qualities are conscious 
reaction-formations, to guard against the return of the repressed 
instinctive tendencies. 

There are other mental ways and means, which can be used 
either in addition to or in the place of repression, and which 


serve the same purpose. Toddlers, for instance, after going 
through a phase of aggressive biting will under the pressure of 
disapproval cease to act in this way, but then begin to complain 
that other children, or dogs and horses, or their toy animals are 
biting and attacking them and others. They even create in their 
imagination dangerous monsters, as in fairy tales, whose attacks 
they fear. What they have done is toproject a forbidden impulse 
of their own into the environment. 

Where aggressive urges are not forbidden in themselves, but 
only in connection with the people against whom they are 
directed (for example, against the parents) they can bedisplaced 
to other persons, or to animals where they then have more 
chances to express themselves, etc. A special form of displaced 
wish-fulfilment is the so-called sublimitation of primitive 
instinctive drives which is of special importance for the 
purposes of education. Many of the early pleasures of the child, 
as for example, playing and smearing with fæces, showing off its 
naked body, finding out sex secrets, can find outlets which are 
similar in nature to the original ones but acceptable to the 
environment instead of being forbidden by it. The child can, for 
instance, obtain much of the old pleasure in smearing when 
painting with colours and modelling with plasticine; it can 
enjoy showing off either its clothes or the various achievements 
of its body and mind in much the same way as it enjoyed crude 
exhibitionism; it can displace its curiosity from forbidden 
secrets to general knowledge and then obtain from learning 
much of the former pleasure. 

Where an instinctive urge is repressed, the energy or the 
libido contained in it are imprisoned with it in the unconscious 
and lost for use. Where the child succeeds in sublimating 
instinctive tendencies, the driving force behind the primitive 
urge becomes detached from its original aim and linked on to 
social attitudes and activities. These social attitudes and 
activities thereby become easy to achieve and very pleasurable 
instead of burdensome. 

The time of life when these barriers against instinctive 
freedom are being erected, can hardly be expected to be 
‘carefree’ or especially happy. The child feels harassed and 
driven much of the time, urged towards gratification from the 
forces inside it, and urged towards repression and the giving up 
of instinctive pleasure from without. It vacillates in its 
behaviour, at times siding with the outer world against its own 
nature (being ‘good’), at other times opposing the environment 
in the service of instinct gratification (being ‘bad’, ‘naughty’). 
This state of conflict explains the anxieties, the moods and the 
insecurity which occur inevitably in the early years of every 
child, 

The greatest help in this difficult period is the emotional 
attachment to the parents. In the course of the first years the 
child has to give up much direct satisfaction and to put up with 
indirect and sublimated gratifications. It will find it easier todo 
so if the loss in pleasure is made up for it by the love, affection 
and appreciation given by the parents. s 

(A misunderstanding of these theories has led to the belief that 
the child can be spared these unhappinesses by unlimited 
licence being given to the infantile impulses. In fact, itis neither 
right, nor helpful to the child if this course is taken. The 
pregenital infantile sex impulses are merely preliminary stages 
of the sex instinct and as such, are not meant to survive. 
Excessive satisfaction on either the oral, anal or phallic level 
attaches too much of the child’s libido to that particular form of 
gratification and may therefore either arrest progressive further 
development or encourage regressions to these early stages, 
when difficulties arise in later life. Such fixations are seen to 
arise where children are sexually seduced early in life and 
thereby committed to some form of perverse (infantile) 
gratification. A child cannot safely indulge in unrestricted 
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pre-genital pleasures, just as it cannot fulfil in reality the 
phantasies of the Oedipus complex). 

On the other hand, the difficulties of childhood can be 
lessened and much neurotic development prevented if parents 
learn to view the infantile impulses in a new light. It should be 
understood that these activities of the child are the outcome of 
biologically necessary, normal, and in themselves healthy 
attitudes. Each impulse, as it arises, should be treated on its own 
merits, according to its later role in adult life, instead of being 
judged from the point of view of conventions. The child should 
be given sufficient time to face its own impulses, to gratify them 
to some degree and then outgrow and overcome them 
gradually. The child should, above all, not be driven into 
excessively repressive attitudes but instead be helped to find 
possible, permissible and enjoyable outlets for its instincts. 

It is of no advantage to the child when steps in instinct 
transformation are taken too quickly. Habit training, for 
example, will have less harmful consequences for the child’s 
psychological development (obstinacy, exaggerated disgust, 
obsessional attitudes) when it is performed in the course of two 
years instead of being completed earlier. Sexual curiosity 
should be permitted to survive until it can be directed into the 
channels of learning; aggression should be brought under 
control very gradually only, so as to leave sufficient energy 
available for sublimated active behaviour, etc. Average parents 
are proud if their children begin early to behave like adults who 
have their instincts well under control; for the healthy develop- 
ment of the child such a precocity of normal achievement is a 
potential danger. 


Emotions and instincts in the latency period 
(school age) 


After réaching its climax approximately at the age of five, the 
child’s relationship to the parents lessens in strength and 
infantile sexuality comes to a standstill. Instead of developing 
further until sexual maturity is reached (as happens in the 
animal world) the libidinal urges diminish and fade into the 
background. It is difficult to say how much of this change is due 
to the efforts at repression which have taken place in the former 
phase and have driven the expressions of instinct underground, 
and how much to a biological decrease in libido which occurs 
regularly at this age and lasts until pre-adolescence. 

Observations show the sexual activities between five and ten 
years are more obvious where early upbringing has failed for 
some reason and control of instinctive life has not been 
achieved in the first phase. On the other hand, some lessening of 
libidinal strength in the later period can always been seen; this 
break in the course of sex development is an important 
characteristic of the human race. Whatever the reasons are, the 
sex instinct remains more or less latent in the second period of 
childhood. This leads to a comparative lack of emotional and 
instinctive content and consequently to certain significant 
changes in the child’s behaviour, its anxieties, its object 
relationships and in the contents of its mind. 


Behaviour in the latency period 


The child emerges from the conflicts and struggles of its first five 
years with a definite split in its personality. It is no longer the 
purely instinctive being which it was at birth. Part of itself has 
changed in nature and has acquired new abilities and powers: 
to observe, interpret and record the happenings in the inner and 
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outer world, and to control the responses which are made to 
them. This part has set itself up as a kind of central agency 
detached from the instincts from which ithas developed, and (as 
described before), attempting to direct and control them. It is 
this side of its organization which the child now feels to be, and 
calls its ‘self’ (ego). 

Behaviour in the second period of childhood is as much 
determined by the reactions of the ego as behaviour in the first 
five years was determined by the instincts. The reduction in the 
strength of the sex wishes has relieved the child of some of its 
worst anxieties. Instead of having continually to look for 
satisfaction or to exercise control over dangerous wishes, its ego 
is left free to expand and develop and to use its intelligence and 
available energy in new directions. The child can now 
concentrate on tasks which are set before it even where they do 
not serve the purpose of direct wish-fulfilment but other 
interests. The work of school age can take the place of the play 
of the nursery child. 

Play is one of the most significant activities for the young 
child, as important for its instincts, emotions and phantasies as it 
is for development of the senses and the intellect. As has been 
demonstrated by extensive psychological studies, the type and 
form of play which a child prefers at the various ages changes, 
not merely according to the state of its mental development, but 
according to the stage of the emotional problems for which play 
is an outlet. In the development of the child from toddler to 
school age the role of direct and immediate wish-fulfilment 
changes gradually to indirect and sublimated wish-fulfilment 
until finally the child is able to pursue and enjoy occupations 
which are notin themselves pleasurable purpose. (Examples are 
the lengthy and strenuous preparations for building a hut, 
making costumes and scenery for play-acting, manufacturing 
figures for a puppet theatre, activities which progressive 
education uses as a transition from play to work.) The ability to 
enjoy play-work of this nature proves that the child’s ego is now 
free to act without regard for the immediate fulfilment of 
instinctive urges. 


Object-relationship and identification 


With the weakening of the passionate elements in the relation- 
ship to the parents, and with the growth of the child’s 
intelligence and sense of reality, father and mother become less 
exalted and less frightening figures. The schoolchild learns to 
compare its own parents with those of other children; it forms 
new relationships with other people who are in authority over it, 
for example the teachers; above all it realizes that the parents 
themselves are not as all-mighty as they had seemed to the little 
child, but themselves subjected and often helpless in the face of 
higher necessities and authorities. 

The need for approval and affection from them has become 
less vital, their disapproval and criticism less upsetting. The 
anxieties which had gathered around the two big fears of the 
young child (fear of punishment, fear of loss of love) are thereby 
lessened, though in this case a new form of anxiety is substituted 
for them. During the long period of complete dependence on 
the parents the child has followed their commands and 
prohibitions and imitated many of their attitudes until part of its 
own self has moulded itself on the pattern offered by the parents. 
This process of identification leads to the gradual building up of 
a new critical agency within the child which is above all 
concerned with moral and ethical attitudes, and exercises the 
function of the child’s conscience (super-ego). While the 
emotional relationship to the parents is still at its height, this 


conscience is constantly reinforced by their educational 
influence from without. 

When this period has passed, the super-ego detaches itself 
from their actual persons, gains independence and rules the 
child from within, usually in very much the same manner in 
which formerly the parents have ruled the child. Where the 
child acts in accordance with the ideals laid down in the 
super-ego, it feels ‘pleased with itself’, as it has felt when 
approved of and praised by the parents. Where the child 
disobeys the super-ego, it feels an inner criticism, or, as it is 
commonly called a sense of guilt. The child learns to fear that 
feeling of guilt as much as ithas formerly feared criticism from 
the parents. 

Where children reach school age without this process of 
identification with the parents figures having taken place in 
them, they can be considered as backward in their moral 
development. They lack guidance from within and are conse- 
quently on the level of infants where their social behaviour is 
concerned. Reasons for the failure of development of a 
super-ego are disturbances in the parent-child relationship, 
absence of suitable love objects in early childhood, instability of 
emotional attachments, etc. 


Repression and memory 


Through the outward direction of attention and sublimated 
interest, the readiness to receive instruction, the new ability to 
collect information from book-reading and to concentrate on 
matters which are only indirectly of personal significance, the 
child of the latency period gains considerably in knowledge of 
the outside world. Some children of school age turn themselves 
into experts in special branches, as for instance geographical 
knowledge (through reading adventure stories or stamp collect- 
ing), mineralogy, botany, zoology (through collecting minerals, 
butterflies, botanical specimens, breeding pets,) history, etc. 
Others become expert mechanics, physicists, electricians, 
intent on making their own, often dangerous, experiments. 

On the other hand, this increase in objective knowledge is 
accompanied by a marked decrease in self-knowledge. The 
repressions which have set in earlier life are strengthened to a 
point where the child’s self becomes more or less completely 
estranged from its instincts. The child cannot live up to the ideal 
standards which it has set for itself. All it can do is to clear away 
from its consciousness the knowledge of the wishes, phantasies 
and thoughts which produce feelings of guilt. What the latency 
child actually knows of its own still remaining sexuality and of 
its aggression is negligible. 

Since the whole past is filled with strivings and incidents 
which the child now criticizes as shameful and guilty, it also 
rejects the memories of the past from consciousness. This 
explains why the vivid and passionate experiences of the first 
years disappear from every child’s remembrance and leave a 
blank. Few individuals remember more of their first childhood 
than a few isolated pictures which in themselves seem 
unimportant and devoid of emotional significance (cover- 
memories). 

It is normal for the latency child to go through periods of 
varying length without any apparent sex activity, and to have 
sudden eruptions of phantasies accompanied by masturbatory 
activity when sufficient libidinal desire has collected. Where 
early education has been severe and repressive, such eruptions 
are followed by acute feelings of guilt, anxiety and depressed 
moods. Where these eruptions are entirely missing during the 
latency period, it is a sign that repression has done its work too 
well. In such cases it is difficult for the child to assume a normal 
attitude to sexuality in later life. 


Some aspects of pre-adolescence 


The rigid equilibrium between the various parts of the personal- 
ity which has established itself in the latency period does not 
survive the first stirrings of adolescence. The readjustments in 
the endocrine balance which occur at this age exert their 
influence on the emotional life of the child (especially the boy) 
in two stages. In the period of transition from childhood to 
adolescence no qualitative change takes place in the instinctive 
life, but the quantity of instinctive energy is increased; with the 
onset of physical maturity, the beginning of adolescence 
proper, the change is of a qualitative character. The consequ- 
ences of the psychological sphere are in each period different. 

The onset of pre-adolescence or puberty is marked by a 
general increase in instinctive energy which is not confined to 
any definite set of strivings but reinforces indiscriminately all 
instinctive forces. Libidinal and aggressive urges and attitudes, 
which were held under repression, thereby acquire new 
intensity, rise to the surface and break the barrier into 
consciousness. For parents and teachers it is extremely puzzling 
to see the changes which ensue. They are distressed at the idea 
that all their educational efforts have been in vain. The civilized 
manners, the control of temper, the conscientiousness about 
duties, which were to them a sign that the child was progressing 
well towards social adaptation, all disappear in quick succes- 
sion. The pre-adolescent boy becomes greedy to the point of 
voraciousness, is unkempt and disorderly, unruly and impolite, 
conspicuous in his appearance and behaviour, often brutal to 
younger children and to animals. Masturbation and other 
auto-erotic habits are frequent; so are sexual activities with 
other children. 

Reaction-formations like disgust, shame, pity, which seemed 
to be firmly established in the structure of the personality, 
become ineffective. Many boys lose their interest in active 
occupations, become difficult in school, unsocial, moody and 
withdrawn. Where insight into their fears and phantasies can be 
gained, it is evident that their mind is busy, to the exclusion of 
other interests, with sexual imaginings, aggressive thoughts, 
death-wishes. There are, altogether, few new elements in this 
picture. What has come to the surface again is the familiar 
picture of infantile pre-genital sexuality. 

On the other hand, the re-awakened urges do not meet with 
the same treatment as before. The infant was undeveloped and 
weak where its ego-functions were concerned and, when left 
alone by the environment, eager on instinct-gratification and 
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tolerant against the content of the wishes. The same functions 
have, in the intervening years, become rigid and consolidated, 
and compelling inner standards of behaviour have been set up. 
The toddler was able to enjoy its oral and anal activities; the 
pubescent boy cannot pursue them without inner criticism. For 
the young child the sex attachment to father and mother was a 
first, moving love experience; the growing boy is horrified about 
similar stirrings towards the parents. His masturbation is no 
longer a relieving outlet for sex tension as it was in early 
childhood; self-masturbation, as well as masturbatory play with 
others is now laden with guilt and anxieties of the worst kind 
(the fear of going insane, etc.). 

The pre-adolescent is, therefore, in a constant state of inner 
conflict. His mind has become a battleground where a strong, 
perverse and aggressive sexuality battles against equally strong 
repressive forces. He simultaneously indulges in and rejects his 
instinct life. This double attitude accounts for most of the 
elements in his behaviour; for his lapses from social adaptation, 
his unruliness, crudeness, his perverse and homosexual pur- 
suits, but also for his moods, his unhappiness, his feelings of 
being an outcast, etc. Each of these manifestations corresponds 
to one or the other phase within the inner conflict. 

Hostile behaviour towards the parents and the brothers and 
sisters of the opposite sex is explained by the necessity to ward 
off the sexual phantasies concerning them. Since their physical 
nearness accentuates the temptation and the ensuing struggle, 
family life at this period is extremely difficult to bear. The wish to 
isolate himself from the family, to enter group life, join group 
activities, etc., is therefore a healthy move of the young boy and 
should be encouraged by the environment. 
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Child, Emotional Disorders 


E. JAMES ANTHONY 


The recognition that children can become emotionally dis- 
turbed, as opposed to brain damaged or mentally retarded, has 
been comparatively recent. It was not until Freud (1949) gave a 
detailed account of phobic developments in a five year-old boy 
in 1909 that it became clinically feasible to separate the 
intangibles of neurosis from naughtiness. He concluded from 
this single case study that neurotic disorders were ‘quite 
extraordinarily frequent’ in childhood but were generally 
‘shouted down in the nursery’ and consequently overlooked; 
that anxiety hysteria was the commonest of these disorders; and 
that neurosis in the child, as in the adult, was always meaningful 
and ‘never said foolish things’. 

Later work, to a surprising extent, lent substantial support to 
conclusions based on a sample of one, although Hartmann 
(1964), a pupil of Freud's, felt that the pendulum had swung too 
far in the opposite direction and that almost any departure from 
the usual behaviour had come to be labelled neurotic. He did 
concede, however, that the step from conflict to symptom was 
shorter in the child and was generally limited to a single 
functional disturbance focusing on one or more body zone at a 
time. Further clinical analyses also disclosed that children ran 
the same gamut of anxiety as adults in becoming diffusely 
anxious, phobic, dissociated, compulsive and neurotically 
depressed. Whether children become depressed in quite the 
same way as adults is still a matter of controversy, and those 
who feel otherwise point to several facts to support their 
contention: that childhood. ‘depression’ is short-lived and 
distractible, and the loss provoking it quickly responsive to 
surrogation; that children grieve less intensely and tend to 
Postpone mournings; and that they act out their sorrow through 
various depressive equivalents such as somatic dysfunctions, 
scholastic problems and absconding. Once again, the pen- 
dulum seems to have swung too far in recognizing a core of 
depression in every emotional disorder with which few 
clinicians would concur, Nevertheless, something more impre- 
ssionable must take place since follow-up studies of childhood 
loss have linked it to subsequent depression in the adult, 
Suggesting at least the laying down of a proclivity or ‘structural’ 
alteration in the mind in spite of the child’s seeming ‘outer 
directedness’ and ‘reactivity’ in terms of his environment 
(Anthony, 1970), 


The next step in understanding started in the third decade of 
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this century when it became clear that neurosis represented 
only a small part of the general category of emotional disorders 
(between 5 and 20 per cent) and that the ‘externalizing 
syndromes’ were both more widespread and frequent. Sub- 
sumed under this larger heading were the range of ‘common- 
place disturbance’ or ‘behaviour disorders’ that make up the 
bulk of cases seen at child-guidance clinics. They constitute a 
heterogenous clinical group in which the child manifests 
reactions to his body, his emerging self, his family, his stage of 
development, his school and his social and cultural milieu. 
Epidemiological investigations have disclosed that an appreci- 
able proportion of the child population suffers, more or less, 
from emotional disorders. The figures stretch from 5 to 30 per 
cent depending on the viewpoint of the inquirer and his mode of 
inquiry, the geographical area under scrutiny, and the sex and 
age of the child. The clinic attendance for boys, for example, is 
almost twice that for girls; the rates are highest for boys between 
10 and 14 years, and for girls between 15 and 17 years. When 
the figures are broken down for each year of childhood, two 
distinct periods of increased clinic usage appear—the boys 
peaking around 9 and again at 14, and the girls at 10 and again 
at 15. From longitudinal studies of ‘normal’ samples of children, 
there is good evidence that most children develop transient 
symptoms as a result of developmental stresses inherent at least 
in western cultures, Whenever societies are in a state of rapid 
change, the population suffers psychologically and the children 
are among the first to show the strain. Whether they will be 
referred for clinical evaluation depends on the sophistication of 
the parents, the ‘annoyance threshold’ of the environment, and 
the provocative quality of the symptoms (Anthony, 1970). 

The consideration of emotional disorders within a total 
setting adds a new quota of complications to matters of etiology 
and treatment. The child’s disorder is seen as an integral 
component of the family pathology that derives in turn from a 
‘sick society’. With this extension of allegedly causal factors, 
new explanatory theories or amalgamations of old theories have 
become necessary, so that today’s clinician may draw on 
psychoanalysis, learning theory, family process, group 
dynamics, and ecology to make the emotional disorder as 
understandable as Freud once made the more simply activated 
phobia. For these complex times, Erikson (1968) has suggested a 
‘triple bookkeeping system’ for the evaluation of emotional 


disorders, involving the consideration of somatic changes, 
personality transformations, and social upheavals. Classical 
psychoanalytic theory cannot be stretched beyond its intra- 
psychic dimensions without disservice to the theory as a whole, 
just as psychoanalysis cannot be applied to the family or to the 
group without raising the question as to whether it is still 
psychoanalysis. To a great extent, each therapy requires its own 
responsible theory and not simply a set of borrowed ad hoc 
concepts. Emotional disorders in children have been treated by 
individual therapy (analytic and non-analytic) as well as by 
family, group, behaviour, hynotic, and drug therapy. Alll of these 
require, despite disclaimers, the setting up of a working 
therapeutic alliance with the child so that he comes to 
appreciate why and how he is being helped. Further, it is more 
than a truism to say that the child’s therapist should be 
therapeutically minded, since therapies have a habit of working 
for those who believe in them and failing with the sceptical. This 
is more than a matter of magic. The therapeutically minded 
child therapist throws a lot of extra facilitating processes into the 
treatment, such as concern, enthusiasm, preoccupation, and a 
mixture of faith and hope that are lacking in the approach to the 
sceptical therapist. There is also more to the therapeutic 
management of the emotionally disturbed child than naive 
enthusiasm. Carefully supervised and systematical training, 
theoretically well grounded, accounts for a great deal, as does 
increasing experience. All therapies work better in their initial 
trials. All therapies work with some child patients in some 
situations, but no therapy works well with all child patients in all 
situations. Unfortunately, there is a tendency in psychiatry to 
abandon -therapies if they are not universally successful and 
defect to the nearest panacea. It is these considerations that 
make the therapy of emotional disorders difficult, if not 
impossible, to evaluate. A further problem is that symptoms of 
emotional disorder do wax and wane inexplicably during the 
child’s development. If no therapeutic interventions are made, 
some disappear, some get better, some remain the same, and 
some worsen, so that there is, loosely speaking, a ‘natural 
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history’ of these disturbances. Treatment has been shown to 
affect the symptomatic developments, but the variables impli- 
cated in the processes are so numerous as to defy scientific 
control and disentanglement. 

Whether it is possible to predict accurately the development 
of emotional disorders in children is still highly debatable, not 
only for reasons given above but also because different 
children, even in the same family, may respond differently to 
stressful experiences; some may succumb to them whilst others 
thrive on them. A ‘risk profile’ indicating susceptibility can be 
constructed in terms of genetic, reproductive, environmental, 
developmental, and traumatic factors, but only a fairly crude 
‘total risk score’ can be derived, and its predictive value has still 
to be determined (Anthony). Some investigations have used 
basic activity and reactivity patterns in a relatively successful 
prognostication of subsequent emotional disturbances, but 
these studies also need further replication. Family studies, 
through several generations, of emotional disturbances have 
shown a ‘transmission’ tendency, although whether this is 
genetic or psychological is quite impossible to decide on the 
basis of the flimsy data involved. 
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Child Guidance Clinics (Adlerian) 


WALTER SPIEL 


After the collapse of the Austro-Hungarian Empire at the end of 
World War | in 1918, the Social Democratic government 
established in Austria initiated a programme of educational 
reform which extended over several years. The Socialist 
Municipality of Vienna under Otto Glokl sought to implement 
this policy, bringing in ideas which had emanated from 
psychoanalysis and group dynamics and linked with strong 
democratic ideology. In the context of this educational re- 
organization, the opportunity arose of embodying the ideas of 
Alfred Adler, who had close contacts with the politicians of the 
day, in both school reform and social welfare. 

The first Child Guidance Clinic in Austria was established as 
early as 1918 in an Adult Education Centre in the Vienna 
‘Urania’ under Adler's direction. In the succeeding years, 
almost all of his pupils set up and ran Child Guidance Clinics, if 
in somewhat restricted context, in the various local Viennese 
districts, Of course these were not conducted in accordance 
with the conventions of today; mothers and children were for 
the most part seen by the same therapist in immediate 
succession, But ihese counselling procedures have remained an 
integral part of the school and welfare services in Vienna to the 
present day. 

Adler’s daughter has written as follows: 

‘His approach varied radically from that used in other 
psychotherapeutic settings inasmuch as he encouraged the participa- 
tion of the family, the teachers, and of a professional audience in the 
therapeutic procedure. Adler pointed out that it was helpful for the child 
to be made aware that his problems were not a private affair but 
impinged upon the whole society. The discussions were conducted ina 
friendly spirit, and everyone in the audience was dealt with on equal 
terms as long as the statements made contributed to the elucidation of 
the difficulties which the child presented.’ 

Some of these Guidance Centres were concerned principally 
with particular problems, e.g. counselling children and parents 
on difficulties that had arisen at school, while others were more 
concerned with welfare problems and institutions. The techni- 
ques employed were described and discussed in numerous 
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conferences. One may say that from this material evolved much 
of the knowledge that led to the further development of Adler's 
individual psychology. 

A technique developed by two of Adler’s co-workers F. 
Birnbaum and O. Spiel, within this educational context, can be 
regarded as the beginning of group therapy for children and 
adolescents in Austria. They introduced information and 
knowledge derived from individual counselling as themes for 
discussion in school classes, and from the understanding that 
the children thereby gained of disturbed or neurotic behaviour, 
it was found that they learned better to control their own 
conduct. Thus the now classic principles of group therapy found 
early application. Lastly, music therapy was introduced in one 
centre by Leonhard Deutsch in both individual treatment.and 
therapeutic groups. 

As has been said, all these activities were developed in close 
collaboration with the municipal authorities in Vienna and 
expressly designed to provide the poorer sections of the 
population with a Child Guidance Service. Experimental 
Schools, which attempted to combine Freudian and Adlerian 
teaching, were likewise established in these same areas of the 
city. 

This short account has been intended to remind us that a 
Child Guidance Movement had been established in Vienna as 
early as 1918—a fact often forgotten today. It makes no attempt 
at completeness or to recall the names of many active workers of 
the period. It need not be added that the activities to which 
reference has been made came to an end with the beginning of 
the Nazi regime in 1938. Indeed it was only in 1945, at the end 
of World War II, that the Child Guidance Movement was 
revived in Austria, this time under the aegis of the Psychiatric 
and Neurological Clinics of the University of Vienna. While this 
differed in outlook, organization and methods from the first 
tentative endeavours of Alfred Adler, it owed a powerful debt, 
both personal and intellectual, to the founder of Individual 
Psychology. 


Child Guidance 


Clinics (Britain) 


A. T. RAVENETTE 


The focus of child guidance clinic work 


Child Guidance Clinics offer diagnostic and therapeutic 
facilities in situations where parents, teachers, general prac- 
titioners and other agencies are concerned about the behaviour 
and personality development of individual children. The focus 
of the work therefore, is around problems which fall at the 
margins of other areas of work, e.g. educational, medical, social 
and legal (the Juvenile Courts). 

Although the basis for referral is a complaint or anxiety about 
an individual child it is a basic tenet of a child guidance 
approach that anomalies of behaviour and development need 
to be understood within the context of family relationships and 
with reference to the culture within which a family lives. At the 
same time itis a fact that children are also expected to adapt to a 
variety of social situations and institutions, the most important 
of which is the school. The clinic team must therefore be fully 
aware of the implications of this aspect of a child’s life; both the 
effect of the child on the school and the school on the child. 

As a consequence of these considerations the child guidance 
approach is multidisciplinary and rests on a team which 
includes psychiatrists, psychiatric social workers, educational 
psychologists and psychotherapists. From time to time a team 
can be extended to include teachers, doctors, probation officers 
etc. according to the nature of the individual case. This 
approach ensures that problems can be studied both in breadth 
and in depth. 


Historical development 


The first steps in child guidance were taken in connection with 
juvenile offenders. Healey opened the Chicago Juvenile 
Psychopathic Clinic in 1909 and this was followed by the Judge 
Baker Foundation in Boston in 1915. At an early stage the 
importance of the family context was recognized and it was 
found necessary to include a worker who could make links with 
the families of delinquent children. Following the success of 
these two ventures, demonstration clinics were set up in other 
American cities. It was soon apparent that many children 
showed disturbing behaviour even though they were not 
delinquent, and these might also be helped in the new clinics. 
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The first child guidance clinic in this country was set up in 
1927 by the Jewish Health Organization and was called the East 
London Child Guidance Clinic. In the following year, under the 
aegis of the Commonwealth Fund of America, the London Child 
Guidance Clinic (later re-named the Child Guidance Training 
Centre) was set up in Islington under Dr. William Moodie, who 
had studied child guidance in America. Subsequently clinics 
were set up under the auspices of Local Education Authorities in 
Birmingham (1932), Bristol (1936), Sheffield and Manchester 
(1937). By 1939 there were twenty-two clinics, variously 
maintained, and by this time the term ‘maladjusted’ was found 
acceptable to describe those children for whom specialist 
psychiatric and psychological services might be needed, It was 
also foreseen that these children might need to be ascertained as 
in need of special schooling. This was given formal recognition 
in the 1944 Education Act in which ‘maladjustment’ was 
designated’as an educational handicap. By 1945 the number of 
clinics had increased to seventy-nine (The Summerfield Report, 
1968). 

The next major step in the development of the child guidance 
movement came from the Report of the Committee on 
Maladjusted Children (The Underwood Report, 1955) which 
was concerned with maladjusted children within the education 
system. Its publication brought into the open a serious rivalry 
between medical and educational opinion. The former argued 
that child guidance clinics should be brought into the hospital 
framework whilst the latter argued for child guidance as an 
educational and local authority concern (Warren, #971). The 
issue was never resolved and both types of clinic continue to 
coexist. 

It is a fact that hospital-based clinics can serve a rather more 
specialized function in that they can provide appropriate 
facilities where organic factors of childhood malfunctioning 
(e.g. epilepsy and brain damage) are the major issues. 
Moreover, such clinics may have access to in-patient resources 
not readily available to local authority clinics. 

By 1970, according to the Directory of Child Guidance 
Clinics and School Psychological Services there were three 
hundred and fifteen local authority child guidance clinics and 
fifty-eight hospital-based Child Psychiatric Services in England 
and Wales. The picture in Scotland is not comparable since 
Child Guidance Clinics there refer to School Psychological 
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Service clinics which are completely independent of psychiat- 
ric provision. There are, however, nine hospital based Child 
Psychiatric Services. 


Child guidance practice 


In its earliest stages child guidance practice was of necessity 
experimental and a model of work had to be invented. By 1944, 
however, the practice of the clinic seems to have been 
formalized and that model remained relatively unchanged even 
up to 1956. This is described by Burbury, Balint and Yapp 
(1956) and it can be seen that the roles of the different workers 
are fairly rigidly described. Social workers enquired into the 
family background, educational psychologists administered 
objective tests of intelligence and educational attainment, 
psychiatrists sought to understand the child and interviewed the 
mother in order to further that understanding. In terms of 
on-going involvement the social worker might continue to 
interview the mother whilst the child received treatment from 
the psychiatrist or child psychotherapist. The psychologist 
might undertake some remedial teaching and would maintain 
links with schools. In this model, which has its roots in some 
form of psychoanalytic theory, the child is the designated 
patient, and treatment is likely to be on a long-term basis. 

Although this model is still widely used, changes have been 
taking place in clinic practice. Itis no longer necessary to see the 
child as the designated patient. Instead the whole family may be 
involved as a group in therapeutic interviews. Experiments in 
short-term therapy have been tried with considerable success 
and it is recognized that a wide range of theoretical bases can be 
used for planning a variety of treatment approaches. In this way 
any member of the clinic team may be able to play a genuinely 
therapeutic role with one or more members of a family. This 
does not mean that staff roles are interchangeable but rather that 
each member of the team can extend his areas of competence 
and thus be able to deal with a wider range of problems 
(Ravenette, 1969), In essence the therapeutic process rests on 
therapeutic communication allied with theoretical models of 
behaviour change and psychological growth. 


Future trends 


Administrative changes of considerable importance for child 
guidance have recently taken place or will take place in the near 


future. In 1970 Social Service Departments were set up in local 
authorities to unify the existing social services. This has already 
led to increasing demands for child guidance involvement in 
connection with juvenile delinquency and with children ‘in 
care’. In this context the clinic may need to develop a 
consultative role with other workers, rather than be involved 
directly with children. 

In 1971 children previously categorized as ineducable 
became the responsibility of education departments. It is very 
likely that child guidance may be able to extend a service to the 
families of these children as well as to families whose children 
manifest the wide range of children’s handicaps. For this to 
occur, however, it will be necessary to broaden the range of 
child guidance thought and practice so that what it has to offer 
will be relevant to their needs. 

In 1974 reorganization of the health services began although 
the full details have not yet been worked out. It is possible that 
within the new administrative arrangements child guidance 
clinics will find themselves linked more with health structures 
than with local authorities and with education services. The full 
implications of such a change are difficult to envisage, but it is 
likely that much would be lost. 

Child guidance clinics have always been somewhat anomal- 
ous just because their work cuts across various recognizable 
allegiances. Psychiatrists are appointed by regional hospital 
boards, psychologists (to a great extent) by education 
authorities, social workers (now) by social service departments. 
Although this may be administratively untidy it gives an 
independence of opinion to the clinic team as a whole. Perhaps 
this is valuable enough to be preserved whatever administrative 
changes might take place. 


REFERENCES 


Burbury, W. M., Balint, E. M. Yapp, B. J. (1956). An Introduction to 
Child Guidance. London; MacMillan 

Directory of Child Guidance and School Psychological Services (1970). 
London; NAMH 

Ravenette, A. T. (1969). ‘Child Guidance. Ideology and Institution, or 
Ideal?’ Mind Autumn, p.13 

The Summerfield Report (1968). Psychologists in Education Services. 
Ministry of Education. HMSO 

The Underwood Report (1955). Report of the Committee on Malad- 
justed Children. Ministry of Education. HMSO 

Warren, W. (1971) ‘You can never plan the future by the past. The 
development of child and adolescent psychiatry in England and 
Wales’. J. Child. Psychol. Psychiat. 11, 241 


Circadian Rhythms 


F. A. JENNER 


The observation of a tendency for many aspects of metabolism 
and behaviour to continue to oscillate with a precise, but only 
approximately twenty-four hour period, in the absence of any 
environmental time clues (Zeitgeber(n)) has led to the concept 
of circadian’ rhythms. By this term Franz Halberg wished to 
suggest that from unicellular organisms to man, many functions 
of biological organisms depend on internal clock-like proces- 
ses. These timing devices will carry the individual over a few 
days without needing correction, but in fact in the presence of 
external clues of the time of day they are usually being 
continually ‘put right’ and hence adapt an animal or a plant to 
the environment ona planet rotating daily. 

The concensus of scientific opinion strongly accepts the 
endogenous nature of the mechanisms involved. For most 
variables there is however some dissent. The most important 
Zeitgeber is light and darkness but in higher animals, especially 
man, social factors can overwhelm other clues. 

Clearly the twenty-four hour ‘endogenous’ rhythm has been 
learnt in evolution or by the individual. If exogenous it has 
then become endogenous. The concept of a master clock in the 
hypothalamus controlling the oscillations of other parts of the 
body is possibly correct. However, the fact that at least 
temporarily rhythms of various variables can be desyn- 
chronized from each other has led to speculations suggesting 
many independent oscillations with a normal tendency to 
entrain. Nevertheless damage to the hypothalamus causes the 
maximum disruption, and if a site is to be suggested it can lay the 
best claim. 

The pineal shows a very clear light-dependent rhythm of 
melatonin and other constituents which will continue to vary in 
the absence of light, but synchronize to light clues. There is, 
however, little effect produced on other measures following 
pinealectomy and no gross changes in animal or human 
behaviour. 

The rhythm of sleep and wakefulness is the most striking 
psychological consequence of the circadian or diurnal organi- 
zation of the human organism. Though this is to some extent an 
either/or state, itis clearly mistaken to believe the organism has 
but two levels of operation. Sleep is clearly divided into stages 
(see Sleep p.509) and there also tends to be a variation in the 
level of efficiency of the organism correlating with time of day 
and hence with the well-known physiological variables of 
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temperature, pulse rate, urine volume, potassium and steroid 
excretion, etc. Efficiency rises throughout the day to a peak in 
late afternoon or early evening, though there is a drop after the 
midday meal which occurs whether the habitual meal is 
actually consumed or not. 

Psychometric tests are limited and human resilience consid- 
erable, however, assessing time of day, or of intervals or 
rhythms in music, word association responses, etc., show the 
changing ability of the organism to function efficiently accord- 
ing to the time of day. 

Studies in factories, etc. are usually affected by too many 
variables to reliably determine the relevance of the ‘endogen- 
ous clock’ in their performance. Studies of Conroy and Mills 
(1970) however, showed an interesting difference between 
journalists and engineering workers. The former showed renal 
and steroid rhythms adapted to their professional routines, the 
latter did not. The differences seemed to depend on how the 
family organized its day, and on how the individual organized 
his days off. 

Kraepelin, before the turn of the nineteenth century, 
emphasized the diurnal variation of human mood, especially 
striking in psychoses. Since then Kleitman and others have 
shown the correlation between psychological state and such 
physiological variables as body temperature. Recent work 
seems to confirm the clinical impression that men tend to be of 
two types, so called morning and evening types according to 
when they are at their best. This differentiation seems also to be 
related to body temperature cycles, and intraversion—extrover- 
sion tests as shown by Colquhoun (1971). Middelhoff also 
suggests that manic depressive patients in the intervals between 
psychotic disorders frequently become ‘morgentypen’ and so 
experience changing patterns. 

Pavlov included time of day as one aspect of the stimulus in 
conditioning studies and Stroebel (1967) has shown that for 
conditioned emotional responses deconditioning is a much 
simpler process if done at the same time as conditioning. He 
implies that not only experimental workers in psychology but 
even psychotherapists should take this into account in trying to 
alter emotional responses. 

The onset of detectable diurnal rhythms of various parameters 
begins at different times in the life of the human child. The 
changing electrical resistance of the skin is apparent at one 
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week. Sleep and wakefulness show a twenty-four hour pattern 
at between two and three weeks as does body temperature. The 
pulse rate, urine volume and the urinary excretion of sodium 
and potassium become established between the first and fifth 
months of life, while the renal excretion of phosphate, creatine, 
creatinine and chloride are not apparent until between the 
sixteenth and twenty-second months of life. Synchronization of 
the rhythms is comparatively late. The cycles of the variables 
can again become dissociated after changes in time zones by, 
for example, East-West flights or the reverse. 

The renal excretion of potassium tends to show the most 
stable rhythm and is among the last to readjust. This has also 
been shown in isolation experiments in caves, in special 
chambers and in the Arctic. Some evidence has also been 
produced by Mary Lobban to show that the totally blind show 
less striking physiological changes than the normal and partially 
sighted, 

The susceptibility of the organism to insults also varies with 
the time of day; this is particularly true for toxic substances. For 
example, most hormones, histamine and antihistamine, salicy- 
lates and acetyl choline show varying degrees of effectiveness 
according to the time at which they are administered. The 
maximum desired effect is also not necessarily at the same time 
as the maximum of the undesired effects and both require to be 
studied to make most adequate use of some agents. 

Births, deaths and the onset of menarche also show a 
statistically significant tendency to occur at certain times of day. 

Considerable effort has been devoted to attempts to establish 
whether adrenal steroid rhythms are of primary significance in 
the circadian organization of the individual. They are probably 
not, but may influence the tendency to develop asthmatic 
attacks at different times, and their disturbance is of consider- 
able diagnostic significance in establishing Cushing's and 
Addison's syndromes. Both of the latter are frequently 
associated with affective and other psychotic syndromes. 

Aschoff’s Rule states that light-active animals show a shorter 


circadian period in constant light than constant darkness. The 
reverse is true of dark-active animals. In constant light the 
period decreases with increasing intensity of illumination in 
light-active animals, whereas under the same conditions the 
period decreases for dark-active animals. The role is a useful 
guide but by no means always reliable, and has to some extent 
been repudiated by Aschoff. 

Considerable ingenuity has been devoted to attempts to make 
mathematical models to explain the phenomena of circadian 
rhythms, as well as to find appropriate statistical techniques to 
validate suspicions of subtle rhythms. These are usually based 
on inappropriate sine wave functions and probably add very 
little to what can be observed by looking at the data. This view 
however remains fairly heretical especially in relation to the 
so-called cosinor analysis. It has been pointed out that in 
intermediary metabolism there are no processes which require 
the second order differential equations necessary for periodic 
functions. The models, e.g. Wever’s model, are based on such 
equations, and these might therefore require some other 
processes such as diffusion, absorption, or electrical 
phenomena for their explanations. 
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Climate and Personality 


R. LYNN 


There has been much speculation on the effects of climate on 
personality. In classical Greece, Hippocrates argued that the 
peoples of the austere north were tough and energetic, while 
those of the south were soft and decadent. Much the same 
theory has been expounded by Arnold Toynbee, who regards an 
austere climate as one of the most important of the challenges 
which have energized men and led them to build civilizations. 
Among practical men, the psychological effect of climate was 
taken seriously by the British in the days of their extensive 
colonial empire. Administrators were normally given generous 
stretches of home leave to minimize the debilitating effect of the 
tropics. It was observed that when they were exposed to long 
periods in tropical climates they were apt to succumb to the 
influence of alcohol or native women. 

In spite of rather loose historical theories and practical 
experience, rather little has been established at the scientific 
level on the effects of climate on personality. There are however 
a large number of isolated findings on climatic effects on a wide 
variety of physiological and psychological processes. The major 
work of reference for these is Tromp (1963). 

There is only one major theory of the effect of climate on 
personality. This is the theory developed by the present writer 
(Lynn, 1971), of which a brief summary will now be given. The 
first requirement was to develop a measure of a personality trait 
which varied among the populations of different nations, and 
the second step was to link this personality trait to a climatic 
factor. The personality trait measured was anxiety. The techni- 
que for measuring anxiety consisted in taking the prevalence 
rates of a number of demographic, epidemiological and other 
conditions in different countries. The measures taken were the 
rates of mental illness, suicide, car accidents, tobacco con- 
sumption, caloric intake, alcoholism, coronary heart disease 
and duodenal ulcers. The crucial discovery was that among the 
advanced western nations these are intercorrelated. For 
instance, if the suicide rate in a nation is high, the car accident 
rates also tends to be high. So, too, is the prevalence of 
alcoholism, but calorie intake and tobacco consumption are 
low. In fact, the whole set of variables co-vary. Statistically, this 
co-variance is demonstrated by factor analysis, which reveals 
the existence of an underlying general factor with which all the 
measures are associated. 

Once the existence of a general factor of this kind has been 
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established, there is the problem of identifying what it is. In the 
present case a number of considerations indicated that the 
general factor is the anxiety level in the nation. 

In countries where the level of anxiety among the population 
is high, there tends to be a high prevalence of car accidents, 
alcoholism, duodenal ulcers and suicide. It is fairly well 
established that people who commit suicide, have car acci- 
dents, develop ulcers or become alcoholics, tend to be 
overanxious. So that where a nation has a high prevalence of 
these, it seems reasonable to infer that the population as a whole 
tends to be anxious. When this is the case, there are relatively 
large numbers of excessively anxious people who are vulnera- 
ble in one or other of these ways. Where the anxiety level is low, 
there is a high prevalence of chronic mental illness, a high 
calorie intake and a high consumption of tobacco. (In some 
cases, it is true that consumption of tobacco and also chronic 
psychosis may be a sign of stress; but generally the reverse is 
apparently the case). 

Once these phenomena have been isolated as indices of the 
underlying anxiety level in a nation, it becomes possible to 
measure the different national anxiety levels. We can then 
assemble the countries in an order of anxiety from high to low. 
This order is shown in Table 1. 

We can now turn to consider the possibility that climate is 
one of the factors influencing these differences in national 
anxiety levels. There are various climatic factors which mightbe 
operating, but one of the most obvious is summer heat. It is not 
improbable that excessive heat may act as a stress on people 
and generate anxiety. 


Summer heat 


The comfortable temperature for man lies between 60° and 76° 
Fahrenheit. Outside these limits, man feels uncomfortable and 
normally takes steps to bring himself within the comfortable 
range. When the temperature falls below 60° it is quite easy to 
deal with it by some form of heating. But when the temperature 
rises above 76°, there is little that can be done to reduce it. (Air 
conditioning helps; but this is only partially effective, and is 
only available to a minority of the population.) Thus, tempera- 
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TABLE 1 
Anxiety Levels and Climate 


Anxiety- Temperature Thunderstorm 
level in hottest days per year 
month 

High 
Austria 67 23.2 
Japan 79 20.0 
West Germany 65 22.6 
France 68 17.0 
Italy 76 16.5 
Belgium 63 17.6 

Moderate 
Denmark 62 10.6 
Switzerland 68 12.8 
Norway 62 6.2 
Finland 63 10.1 
Sweden 62 10.7 
USA 23 37.8 

Low 
Australia 71 15.0 
Holland 64 27.4 
Canada 68 10.6 
New Zealand 63 7.6 
United Kingdom 61 8.8 
Ireland 60 6.8 


tures above 76° impose some element of stress. One might 
expect that the more a population is exposed to this stress, the 
higher its anxiety level will be raised, and this is indeed true. 

The relation between the rank order of the nations on anxiety 
and the temperatures to which the population are exposed in 
the hottest month of the year is shown in Table 1. It can be seen 
that there is a certain degree of correspondence between the 
two; the correlation is +.46. 

The theory that summer heat may increase anxiety is 
corroborated by other facts. For instance, itis known that people 
tend to sleep more lightly and restlessly in summer than in 
winter, and light sleep is a known effect of anxiety. Thus, it is 
possible that an increase of anxiety in the summer is the factor 
responsible for the lightening of sleep. Consumption of alcohol 
increases too in the spring and summer. But probably the most 
striking evidence to support a climatic theory of anxiety is the 
rise of suicide rates in the spring and summer. This is an 
exceptionally well-established phenomenon, which was well- 
known in the second half of the nineteenth century and has 


invariably been found in later investigations. If heat stress 
increases anxiety levels, a rise in suicide in the spring and 
summer seems to be precisely what we should expect. 

However the most striking thing about the climatic fluctua- 
tions in suicide is probably that the rise occurs in the spring 
when temperatures are moderate and have not yet reached 
stressful magnitudes. This throws suspicion on summer heat as 
the factor affecting national levels of anxiety and suggests that 
the crucial variable may be some correlate of heat rather than 
heat itself. Of the possible correlates of heat, solar radiation and 
electromagnetic long waves both increase in the spring and 
seem to be the most promising possibilities. 


Electromagnetic long waves 


Electromagnetic long waves are closely associated with storms. 
The psychological effects of storms have interested a great many 
workers in medical biometeorology, of whom the most notable 
was Ellsworth Huntingdon (1945). Electromagnetic long waves 
also increase during sunspots. It has been claimed by some 
investigators that both suicides and accidents tend to rise when 
there is an increase in the number of electromagnetic long 
waves. Such a rise would fit in with the possibility that an 
increase in anxiety may be involved. 

If one considers the storm frequencies for the different 
countries, one sees there are more storms in countries with high 
levels of anxiety, These are also given in Table 1. The 
correlation between the two is +0.53. 

It is hard to explain these correlations without supposing that 
some of these climatic factors have an effect on man’s anxiety 
levels. Just which of the climatic factors is the crucial one (heat 
and electromagnetic long waves are not the only candidates, of 
course), or whether several are operating, is a more difficult 
matter to determine. The resolution of this will have to await 
more precise measurement by meteorologists. But, at least, the 
psychological half of the equation—the measurement of 
Sin differences in anxiety—has now given meteorologists a 
lead. 
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Cognitive Development 


B.A; REEL 


Three kinds of intellectual development have been explored by 
psychologists: (1) the growing capacity to deal with problems of 
greater difficulty, equated with the increasing complexity of the 
relationships to be analysed; (2) the differentiation with age of 
intellectual ability into more particularized forms such as the 
practical, the verbal, the symbolic and the numerical; and (3) 
changes in quality by which new modes of thinking appear. 

The first two kinds of intellectual development have been 
studied intensively by British and American schools of mental 
testing and factor analysis whose ideas and techniques stem 
from the thinking of Galton, Spearman, Burt, Thomson and 
Thurstone. Recognition of these two modes of development 
also underlies much of the work on educational and vocational 
selection. The study of the last has been pioneered by Piaget, 
Inhelder and their co-workers at Geneva. Other empirical 
studies of growth in quality of thinking have been carried out 
independently of the Piaget school, the most noteworthy being 
those of Susan Isaccs and Burt. An early study by Deutcshe in 
the USA stemmed from Piaget's studies of children’s concept 
formation. 

What we normally understand by cognitive development 
includes all three kinds of change but owes much particularly to 
the ideas of Piaget. His research is enriching, both in theoretical 
ideas about the changing quality of thought and ideas in 
childhood and adolescence and in practical techniques to 
investigate these changes. One can look at his work from four 
main points of view. 

(1) From that of the successive waves of cognitive growth 
from egocentricism to objective judgement. 

(2) The mechanism of the child’s adaptation of his ideas to 
his intellectual environment, by the combined processes of 
assimilation and accommodation. Le 

(3) By the successive stages of development in the individu- 
al’s powers of thinking from childhood to late adolescence, 
which are labelled as follows: the sensorimotor, the pre- 
operational, the concrete, and the formal phases. 

(4) From Piaget's concept of readiness for further intellectual 
development, as implied in his use of the term ‘structure’. His 
argument is that teaching more elaborate and mature forms of 
thinking will defeat itself unless the learner has acquired the 
appropriate cognitive ‘structure’ from which to proceed. 

The change from egocentric to objective judgment shows 
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itself over three important age ranges. Firstin the early months of 
life, when the child co-ordinates his sense and action to form 
basic ideas such as those of objective space and the permanent 
object. The second wave shows itself in mid and late childhood 
when as language is used to represent ideas, egocentricism is 
shown in fantasy and play. The third stage reveals itself in 
adolescence where, according to Piaget, the major concern of 
the thinker is to relate his ideas about the possible with the 
actuality of his environment. In this state the adolescent has 
difficulty in separating his own ideas from reality. For example, 
at this stage egocentricism shows itself in a Messianic role for 
curing the world’s evils. 

Understanding the adaptive mechanism is central to a grasp 
of Piaget's thinking. He uses the terms ‘assimilation’ and 
‘accommodation’ very much in the biological sense, save that 
he is not concerned with food and overt behaviour but with 
ideas and thinking. In fantasy play a child almost wholly 
assimilates his environment to his own existing ideas, hence the 
lack of a reality-base in fantasy and other forms of autism. As he 
grows older, he learns that assimilation does not give him the 
control he requires and he has to accommodate his ideas to 
some extent to the outside environment. Every mature act of 
judgment and intellectual creation has in ita combination of the 
two processes of assimilation and some of accommodation, 
Piaget, therefore, goes on to assume that there is in every 
individual an urge by this double process to resolve the 
imbalance between himself and his environment. This process 
he calls equilibration. 

Most popular discourses on Piage' 
stages of intellectual development. In his extensive research 
over a large number of fields of intellectual activity, as in the 
child’s understanding of spatial relations, number relations, and 
scientific phenomena, Piaget has demonstrated the existence of 
four stages of intellectual development. 

Sensorimotor activity is characteristic of the child in its first 
two years of life. It leads to the co-ordination of sense and 
action. In early childhood language is acquired and play activity 
is developed, and these two enable the child to represent his 
ideas but he will still show restricted logical powers in not being 
able to concentrate upon and co-ordinate several relationships 
together. This is pre-operational thought, as seen, for example, 
in a child's incapacity to conceive a quantity remaining 


t fasten on to his ideas of 
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unchanged under changes of shape. Towards the end of 
childhood the individual can co-ordinate relationships pro- 
vided they are visible and tangible as in ordering a set of sticks 
according to size—this is called the concrete stage of develop- 
ment. However, he will not be able to think in terms of abstract 
formal relationships until he reaches early adolescence. At this 
stage he judges, say, absurdities, not in terms of the content of 
the statements, but in terms of the formal relationships brought 
out by the inconsistencies used. 

Piaget considers four elements in the aetiology of the above 
development: maturation, formal instruction, experience, and 
equilibration. Of these, experience and equilibration are 
all-important. Maturation may have little effect and instruction 
is successful only when itis in keeping with experience. 

Formal thought involves several things relating to the 
abstractness of the material, the psychological powers required 
and the underlying logical model. Fundamentally the basic 
characteristic of adolescent thought is the capacity to invoke the 
possible and the attendant mental act of setting it against the 
actual. This leads the young person to explain and judge and 
also, in so far as he can, to take action to attempt to modify the 
actualities of his existence. Before the ages 13 to 15, we can 
expect the capacity to imagine possibilities in the minority only. 
Over this range of mid-adolescence there is a rapid acceleration 
in the power to offer explanations and make judgments, so that 
thereafter we seem to have a majority capacity. 

Several factors are related to the onset of the period of change, 
from circumstantial descriptive thought to imaginative explana- 
tion. We may look at the problem in terms of the qualities of the 
young thinker, his age, mental ability, socio-economic level, 
and maturity of language usage, including the capacity to use 
language to express abstract thought. 

Instruction in how to think and judge appears to improve the 
quality of judgment but an element of readiness appears also to 
be a condition for such improvement. Research on the effect of 
adding information to problem passages shows that once a 
person is capable of imagining and invoking possibilities he will 
tend to do so in all circumstances. It appears to be more than a 
matter of mere availability of information. The information must 
be structured in the thinker’s intellect and he must have the 
attitude to knowledge that assumes the value of his own 
contribution, 

Problems of a social and culturally familiar kind are more 
readily judged in a mature way than are non-social and more 
technical problems. Where problem material has been so 
designed as to test the power to follow strict logical argument, it 
has been found that the very ablest thinkers react rigorously to 
logical and linguistic form but also that many able judgers will 
make assumptions about omissions and then offer imaginative 
explanations. This adventuresome quality of thought is impor- 
tantand links with the general feature of adolescent intelligence 
mentioned earlier. 

Personality variables such as extraversion, introversion and 
stability, and neuroticism, may also bear on maturity of 
judgment. 

We can also break down the act of judgment into its 
components and compare the maturity of the judger in these 
specific aspects with the dominant correlation of chronological 
and mental age. The act of judgment may have the following 
parts: (1) arousal of the process; (2) imagining and formulating 
hypotheses; (3) selecting the most appropriate and rejecting 
others; (4) hypothetic-deductive reasoning. 

Arousal of the process of judgment is linked with intellectual 
curiosity which at its highest level reveals itself in the possible 
explanations and hypotheses posed to account for the incon- 


gruencies and dissonances experienced by the thinker in a 
problem situation. 

As to the imagination and formulation of hypotheses, good 
quality thinking, where all elements of the situation are 
explored in relation to a hypothesis, is general only at ages of 
14+. The number of hypotheses offered to explain problems 
correlates markedly with age and general mental ability and up 
to 13 or 14 years of age the average thinker will not produce 
more than one or two hypotheses. This limit links also with the 
apparent incapacity of the younger adolescent thinker to deal 
with more than one piece of evidence at a time. 

The complete act of thought of selecting and rejecting 
hypotheses provides a severe test of thinking for all but the most 
able and mature adolescent thinkers. The main difficulty is the 
incapacity of the less mature thinkers to hold more than one 
hypothesis in mind and to discuss a problem, situation com- 
prehensively in terms of all possibilities. The capacity for 
comprehensive selection and rejection of possibilities seems to 
emerge only in late adolescence and early adulthood. 

The ability to reason deductively from hypotheses offered to 
explain problem material shows itself in the power to maintain a 
sustained argument. It does not appear to be marked until ages 
of 15 and upwards. 

High level explanations entail the invocation of concepts. 
Adolescents usually have to form new concepts through the 
medium of language and one-instance descriptions. Verbal tests 
show that in adolescents of average ability there is still a marked 
proportion up to the age of 15 having difficulty in forming and 
recognizing logical classes, the bases of concepts. Where new 
concepts are introduced in textual material, we find partially 
and circumstantially dominated inferences up to the ages of 14 
and 15. By devising test material which enables one to 
distinguish between concrete-general and abstract-particular 
responses it has been possible also to show that the tendency to 
abstract is revealed only in a small minority in mid- 
adolescence. 

Finally, some hints have been obtained about the adoles- 
ceit’s sensitivity to the elements of change and dynamic 
equilibrium implied in practically every problem involving 
individuals and their environment and the interplay of physical, 
chemical and biological forces. Using archeological, geog- 
raphical and ecological material, it has been shown that such 
sensitivity is a characteristic of mature adolescent thinking. This 
tendency however needs more extensive investigation. 

Because these changes in the quality of intellect during 
mid-adolescence are revealed wholly in the verbal medium, 
they may appear to some to be less dramatic than the changes in 
earlier childhood thinking. But they are nonetheless extremely 
potent, for they lay the foundations for the penetrative and 
creative thought and action which characterizes adult activity. 

Before this sharp gradient of intellectual growth we have, 
with the younger adolescents, a thinker still largely dependent 
upon and restricted to the here and now. After it we have one 
who increasingly deliberates outward and forward. 
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Cognitive Processes 


DAVID F. MARKS 


d intentions are not nonbehavioural mechanisms 
aviour). Neither are they causal, 
antecedent events or processes which effect (or affect) performance 
(behaviour). They are, rather, part and parcel of behaviour itself. Any 
discussion of real behaviour will implicate each of them. 

L. E. Bourne, B. R. Ekstrand, and R. L. Dominowski. 
The Psychology of Thinking (1971) pp.6-7 
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Introduction 
Definition 


The cognitive processes are those processes by which an 
organism receives, stores and processes information about its 
environment and itself: perception, attention, learning, mem- 
ory, judgment, and thinking. Cognition refers toknowledge and 
any process which contributes to an accumulation of know- 
ledge is therefore a cognitive one. The label ‘cognitive’ is 
sometimes quite inaccurately applied to almost anything 
‘mental’ or ‘internal’. Contrary to many historical definitions, a 
cognitive event need not be accompanied by a state of 
conscious awareness, as may be the case in a reaction to a 
signal, the formation of a rule or concept, or in an intelligent or 
creative solution to a problem. Traditionally, cognition was 
defined as one of the three ultimate modes of conscious 
experience, the others being conation (willing, or volition) and 
affect (feeling). Also, cognition was noesis as contrasted with 
orexis, Distinctions between generally recognized cognitive 
processes are difficult to make absolutely and are largely a 
matter of emphasis. There are many ways in which each of the 
broad categories of processes may be subdivided, and these 
depend upon theoretical and methodological biases. 


Background 


World War Il, researches 
d thinking were confined 
ork of 1932, Remem- 


For most of the twentieth century up to 
into attention, perception, memory an 
almost completely to Europe. A classic w 
bering, by the English psychologist F. C- Bartlett, indicated the 
reconstructive nature of memory. Bartlett referred to the ‘effort 
after meaning’ which the recaller makes and thereby creates 
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distortions and errors in recall. The view of memory as an active, 
constructive process, which stems from studies like Bartlett’s on 
meaningful material, contrasts with a more passive, trace 
theory, suggested by studies in the tradition of Ebbinghaus 
(1885) in which meaningless material is ‘rote-learned’. The 
continental psychologists Ach, Külpe, Selz, Koffka, Duncker, 
Wertheimer, and de Groot all made significant contributions to 
the study of thinking. Jean Piaget and his many collaborators in 
Switzerland have made an epic attempt to unravel the 
complexities of cognitive development (q.v.). 

The preoccupation of American psychologists during the first 
half of the twentieth century was almost exclusively with 
learning. Much of the experimentation and theorizing was 
by , behaviourists, most of whom followed a strict 
stimulus-response (or S-R) formula which leaves no place for 
intervening processes (other than learning itself) between the 
observable S and R. In the view of many behaviourist, the 
concept of several cognitive processes is meaningless and 
arbitrary. In a tradition set by I. P. Pavlov and J. B. Watson, 
behaviourists are sceptical of the value of terms referring to 
various internal processes with their mental and introspective 
overtones. B. F. Skinner believes that cognitive events are 
simply behaviour occurring ata microscopic level. It is certainly 
true that the various cognitive processes do not have distinct 
operational definitions. This is because each process must be 
inferred from what the organism does as it reacts to the 
environment. 

One major American learning tl 
for his inclusion of expectancies, purposes, and ‘cognitive 
maps’ in his theorizing on how animals learned their way 
around the environment. C. L. Hull who in 1920 contributed a 
notable study of concept fotmation, rejected Tolman’s ‘purpo- 
sive’ behaviourism in favour of a more conventional S-R theory. 
In Hull’s system, Tolman’s ‘expectancy’ concept was translated 
into the cumbersome S-R equivalent: ‘fractional antedating 
goal response’. The epistemological and theoretical status of 
cognitive processes, and the associated implications for the 
vocabulary of psychology, will no doubt be a source of 
controversy for some time to come. Until a lot more is known 
about our subject matter, itis likely that many psychologists will 
continue to find the notion of several, interacting cognitive 
processes a useful one. In the still relevant words of Claparede 


heorist, E. C. Tolman, is noted 
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(1930): ‘What is the use of wantonly limiting the scope of 
psychology, prescribing beforehand the concepts which will be 
of value to it’. 

Since World War Il cognitive psychology has received a great 
resurgence of interest which J. S. Antrobus refers to as a 
‘renaissance’. Major landmarks in this change of Zeitgeist were 
A Study of Thinking (Bruner, Goodnow, and Austin, 1956), 
Perception and Communication (Broadbent, 1958) and Plans 
and the Structure of Behaviour (Miller, Galanter, and Pribram, 
1960). D. O. Hebb’s Presidential Address to the American 
Psychological Association in 1960 (entitled ‘The American 
Revolution’) challenged behaviourists to tackle the problem of 
thinking in a realistic fashion. While advances in the study of 
cognition from the S-R behaviourists are still (in 1972) 
decidedly lacking, other approaches are yielding much fruit. 
Cybernetics (q.v.) and information theory (q.v.) have both 
played major roles in cognitive theory. The most significant 
single influence has been the computer. Computers have 
greatly helped the psychologist to manipulate, simulate and 
make predictions about cognitive processes. The ability to 
program machines to perform tasks requiring intelligence has 
led to the study of artificial intelligence. In 1956, a computer 
program written by Newell, Shaw and Simon, the Logic 
Theorist, was producing proofs of theorems from Russell and 
Whitehead’s Principia Mathematica. This resurgence of interest 
in cognition, aided by many new techniques, has been 
prompted by the needs of applied psychology (q.v.) to 
understand man as an operator in an increasingly complex and 
mechanized environment. Spectacular advances in man’s 
ability to communicate and travel have also been a major factor. 
Knowledge of the cognitive processes is of necessity growing 
apace. 


Cognitive system 


Environment 


Current trends 


Broadbent and colleagues (1971) have succinctly described a 
number of recurrent ideas in modern cognitive psychology. 
First, the processes between S and R are usually analyzed in 
terms of anumber of successive stages. Memory, for example, is 
usually separated into three components, as illustrated in Figure 
5, each with its own distinct decay function and storage 
capacity. Ulric Neisser (1967) borrows a phrase from Freud 
when he describes this aspect as ‘Stimulus Information and its 
Vicissitudes’. Flow diagrams, or ‘black-box’ such as Figure 5, 
are used to characterize the vicissitudes of information as it 
flows through the organism. 

A second recurrent notion in modern theory is the apparent 
hierarchical structure of many of the processes. This aspect is 
particularly evident in the organization and planning of 
sequences of behaviour, in language, problem solving, and 
learning. Third, is the concept of a number of operations or 
transformations which may be applied to the sensory input. This 
is evidentin the developmental psychology of Piaget and also in 
psycholinguistics (q.v.). Fourth, is an increasing use of time as a 
variable in studying the processing stages of the cognitive 
system. Lastly, the nature—nurture controversy is rearing its ugly 
head once again. Chomsky’s theory of syntax, for example, 
assumes that some universal elements of language are acquired 
with the help of an innate mechanism. 


Methodology 


This covers a wide range. Apart from the laboratory experiment, 
it includes computer simulation, the programming of artificial 
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intelligence, testing of individual differences, clinical tests and 
observation, the analysis of intellectual and personality factors, 
and cross-cultural techniques. Many cognitive psychologists 
obtain verbal reports of their subjects’ private experiences. 
These can provide valuable information. Reports of such 
parameters as the apparent brightness or movement of a point of 
light, the certainty and difficulty associated with a decision, or 
the vividness and controlability of a visual image, can provide 
data of a highly reliable and well-ordered kind. 


Judgment 


This is the process of asserting a relation between something 
and something else. In the case of man, judgments either take 
the form of, or are reducible to, propositions. Judgments may be 
absolute or relative. Upon hearing a loud roar from the sky, one 
may make the absolute judgment: ‘That was an aircraft’. A 
second, louder sound might then lead to a second assertion 
which includes both the absolute and the relative cases: ‘That 
was a second aircraft and it flew closer than the first’. Judgments 
may be studied experimentally in terms of their speed, 
subjective ease, certainty, and, when a physical criterion exists, 
accuracy. On the whole, a positive correlation occurs between 
these four measures (Johnson, 1955). 

As the key process in the field of psychophysics, judgment has 
received a long and intensive study. An early concern was to 
discover the law relating judgmental responses to the stimuli 
presented. Fechner’s logarithmic formula and Stevens’ power 
formula are two such laws. Much of the heated, misconceived, 
and fruitless controversy over which law is the correct one 
results from the different assumptions and methods adhered to 
by opposing camps. 

A major breakthrough occurred with the idea of L. L. 
Thurstone that a constant stimulus evokes on a given occasion 
one of a distribution of possible responses along some 
psychological continuum (e.g. apparent size, or preference). 
The discriminal dispersion or ambiguity of a stimulus is 
measured in terms of the variability of its response distribution 
obtained over a large number of judgments. The narrower these 
distributions are, the easier and more consistent judgments will 
tend to be. Judgments of the relative size of a number of oil 
paintings, for example, will tend to be easier and less variable 
than judgments of relative preference. Thurstone’s discrimi- 
nal-dispersion concept has received applications in attitude 
measurement, the prediction of choice via preference scaling, 
and in the theory of signal detectability. ; 

Judgments depend greatly upon context and previous experi- 
ence and Helson’s adaptation-level theory emphasizes these 
two factors. Another theory (Marks) emphasizes the linguistic 
aspect to human judgment. Judgment is seen as an attempt to 
give an accurate verbal description of some aspect of the 
environment. 


Thinking 


Thinking pertains to the effects of past experience and 
behaviour on current experience and behaviour. Stored infor- 
mation is utilized or processed in response to changes in the 
environment or within the organism. Contrary to some 
definitions thinking does not occur only in response to changes 
which constitute a problem for the organism. While much of 
thinking undoubtedly is of this kind, there is also a spontaneous, 
self-propagating, and autonomous aspect to some human 
thinking. Many thought-episodes do not seem to be tied at all 
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directly to the stimulus environment nor to any problem in 
particular. 


Two types of thinking 


Thinking is often divided into two broad types which McKellar 
(1957) refers to as ‘reality-adjusted’ (R) thinking and ‘autistic’ (A) 
thinking. R-thinking is logical, realistic, planful, well controlled 
and prejudice-free and may occur in reasoning, problem 
solving and concept formation. A-thinking is illogical, unpre- 
dictable, and shows considerable autonomy. It includes the 
phenomena of fantasy, hypnagogic imagery, and dreaming. 
This dichotomy was held to be fundamental by Freud (primary 
versus secondary processes), Jung (fantasying versus directed 
thinking), and by Bleuler (autistic versus realistic thinking). 

Because of its greater experimental tractability, and perhaps 
also, because scientists have themselves a trained preference for 
R-thinking, the R-type has received most attention from 
experimental psychologists. Articles on thinking in the Annual 
Review of Psychology (1966, 1972), for example, deal exclu- 
sively with problem solving, reasoning, and concept formation. 
Yet it seems obvious that most thinking, inside and outside the 
psychologist’s laboratory, contains both A and R elements, and 
A-thinking would seem to be of particular interest in medical 
psychology. As Bleuler pointed out: ‘Autistic thinking may bea 
fleeting episode of a few seconds’ duration, or it may fill a life 
and entirely replace reality’. Two notable books, by McKellar 
(Imagination and Thinking, 1957) and Singer (Daydreaming, 
1966) provide data on the wide variety of A- and R-thinking in 
which we all, to varying degrees, indulge. 


Content and structure 


Content refers to the memories, beliefs, images, ideas, fantasies, 
and hypotheses which make up what a person thinks. Structure 
refers to the system or organization in the contents of thought 
which affects how a person thinks, Clearly, content and 
structure are not absolutely distinct. The superstructure, of 
thought forms a hierarchy; structure at one level forms the 
content of another. Both content and structure manifest wide 
differences between people. 

One content variable, image vividness, shows very wide 
variations. Verbal reports of the vividness of visual imagery 
range from the vividness of actual perception to a total absence 
of visual imagery. We now have empirical evidence of the 
validity of such verbal reports. Persons reporting relatively vivid 
visual imagery are much more accurate in recalling information 
presented in pictures than persons reporting imagery that is 
vague and dim (Marks). 

Many people report auditory or verbal imagery as the kind of 
imagery relied on during thinking. Other non-pathological 
variations in thought content involve the occurrence of 
hypnopompic and hypnagogic images, synaesthesia, diagram 
forms, and eidetic images (see McKellar, 1957). McKellar has 
pointed to the widespread ignorance (and sometimes intoler- 
ance) among parents, teachers and other professional people, 
concerning these quite normal individual differences in thought 
content. Ignorance in this area can lead to much unnecessary 
anxiety as may occur, for example, if hypnagogic images are 
misclassified as ‘hallucinations’ by both patient and doctor 
alike. 

A number of approaches have emerged for understanding the 
structure of thought. Most see thought as a means of modelling 
the environment in terms of a number of dimensions or 
categories, This involves the learning process, building up a 
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knowledge of what goes with what. G. A. Kelly’s psychology of 
personal constructs is based on the idea that each individual, 
not unlike the scientist, has available a number of personal 
constructs for perceiving and conceptualizing events that 
happen around him. A construct is a bipolar dimension for 
judging the way in which objects or persons are alike or 
different from other objects or persons (e.g. big-small, 
kind-selfish). A similar approach is that of Bieri who, like Kelly, 
measures the complexity of a person’s cognitive system in terms 
of the total number of dimensions used in analyzing and 
understanding the environment. Gardner (1953) has shown that 
people manifest consistent differences in the range of things 
they will accept as falling into the same category. Tests show 
that a heterogeneous set of objects may be divided, in extreme 
cases, into as many as 30 categories or into as few as 4. These 
performances represent high and low levels of differentiation 
respectively. Later workers like Tajfel and Pettigrew refer to this 
aspect as category width. 

Witkin distinguishes between two cognitive styles which 
relate to the degree of differentiation in the cognitive system 
regarding the body, the external environment and the relation- 
ship between the two. The global style is a tendency for the 
content of thought to be poorly differentiated while in the 
articulated style the contents of thought are experienced and 
processed as discrete items. Articulation is indicated by a more 
definite body concept, by a better sense of identity, and by a 
greater perceptual separation of objects in the environment. 
Witkin claims that in many cultures boys and men show greater 
articulation than girls and women. 

Werner's comparative approach indicated similar structural 
principles in the thinking of children, primitive man, and in 
certain psychotics. These principles include diffuseness, con- 
creteness, syncretism, animism, conservatism, synaesthesia, 
and magic. The thinking of the ‘civilized’ adult, in Werner's 
view, contains these primitive aspects in less obvious form and, 
under appropriate conditions, these may be revealed (e.g. 
Zietz’s studies of synaesthesia in which high- and low-pitched 
tones had different effects on the perception of briefly exposed 
colours). The paradigm case of primordial thinking, magic, 
involves a high degree of diffuseness and syncretism. Dreams, 
wishes, and intentions can all have the reality status of events 
taking place in the environment. Magic ‘things’ cannot be 
defined in terms of their essential and non-essential properties, 
as the ‘civilized’ thinker would wish them to be. The whole may 
be invested with a property of one of its parts, and a property of 
one thing may be taken on by another thing simply by bringing 
the two into physical contact. Thus, the Papuan may rub his 
body against a rock to gain its strength and durability, and the 
Cherores Indian, for the same reason, bind turtle shells to his 

egs. 


Pathology 


The most striking differences in content between normal and 


pathological thinking results from the greater quantity of 
A-thinking which the latter generally contains. Delusions, 
hallucinations, fantasies and bizarre associations are the 
hallmarks of pathological thinking. McKellar (1957) refers to the 
discontinuity which occurs in the associations of schizo- 
phrenics as ‘knight's move’ thinking. Such thinking is clearly an 
important factor in the bizarre and unpredictable behaviour of 
many of these patients. The weakened or broken associative 
links between the contents of thought are correlated with 
measurable abnormalities in conceptual thinking. Cameron 
noted an inability of schizophrenics to preserve conceptual 
boundaries which he termed ‘overinclusion’. Empirical studies 
by Payne (1961) indicated that only about one-half of schizo- 
phrenics are over inclusive, these being mostly acute schizo- 
phrenics with delusions (q.v.). The remainder seem retarded over 
a wide variety of cognitive tasks. Payne relates overinclusive- 
ness to the broader range of stimuli attended to by acute 
schizophrenics. 

Goldstein and Scheerer observed that schizophrenics and 
brain-damaged patients share an inability to sort objects into 
groups and give a verbal description of the abstract principle 
which governs the grouping. They referred to this property as 
‘concreteness’. Although the evidence is somewhat equivocal, 
more recent studies corroborate Goldstein’s original finding, at 
least, in the case of process and chronic schizophrenics. 

Working within the framework of Kelly’s personal construct 
theory, Bannister and Salmon observed that schizophrenic 
thought disorder does not affect all content areas equally. 
Thought disorder is more serious in the construing of people 
than in the construing of objects. This supports studies by Laing, 
Bateson, and Lidz which indicate the role of interpersonal 
inconsistency, particularly within the family, in the aetiology of 
schizophrenia. As William James remarked, ‘thinking of some 
sort goes on’. If well-controlled, logical and consistent thinking 
of the R-type is not possible, A-thinking will occur instead. 
Thinking which is modelled on a disordered environment must 
itself be disordered. Pathology breeds pathology. 
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Community Mental Care 


J. H. KAHN 


A comprehensive mental health service must include two 
aspects: (1) the medical and nursing services based on the 
hospital; and (2) the local authority provision, which supple- 
ments treatment in the patient’s own home, by rehabilitation, by 
the directing of attention to disturbed relationships of the patient 
with other members of the family and with others in the 
neighbourhood, and which draws upon the resources of 
education, financial provision and occupational help. It is this 
latter aspect which is usually referred to as Community Mental 
Care. 

Notwithstanding the use of the word ‘patient’ to describe the 
recipient of these complex services, it must be recognized that 
individuals and families have their entitlement to these com- 
munity services at various stages of disturbance, before and after 
medical treatment, without having to adopt the role of patient. 
The individual may pass in and out of medically directed 
treatment, but, at some points, treatment may need to be 
co-ordinated with shifting emphasis between Medical and 
Social Services. 

Early efforts to deal with the problems of mental illness aimed 
more at protecting the community than providing care. 
Kathleen Jones (1959) has described how ‘in the 18th century, 
madmen were locked up in madhouses. In the 19th century 
lunatics were sent to asylums and in the 20th century the 
mentally ill received treatment in hospitals’. The focus on 
mental care continued to be on the hospital and its out-patients 
services until the Mental Health Act 1959, when it became part 
of public policy that the diagnosis of mental illness should not 
immediately imply the removal of the patient from hishome and 
from the local community setting. The implementation 
depended upon: (1) an increased tolerance of mental illness 
within the community; (2) a network of community-based 
social provision. 

The community mental health services became a statutory 
obligation for local authorities and, although each authority was 
required to submit its proposals to the then Ministry of Health, 
the degree of implementation varied from area to area. York, 
Oldham, Nottingham (Freeman, 1963), Newham (including 
former West Ham) (Kahn, J. H. 1968) and Chichester (Sainsbury 
and Goad, 1970) acquired some prominence. 

Legislative changes which initiated the new developments 
received their impetus from new concepts of mental care. The 
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primary concern of psychiatric hopsitals is the medical treat- 
ment of mental illness. 

Community mental care has criteria different from those of 
medical treatment. Some of the new concepts were outlined in 
the Seebohm Report which received statutory recognition in the 
Social Services Act 1970. An important aspect is the concern 
with the family rather than the individual as the unit of 
pathology and of health. The organizational responsibility was 
placed on newly created Social Service Departments of local 


authorities. 
The network of community based provisions can be consi- 


dered under the following headings. 


Mental health social work 
EMERGENCY PROCEDURES 
Some of the local authority social workers are given legal 


authorization to arrange compulsory admissions to psychiatric 
hospitals in accordance with the Mental Health Act 1959. 


AFTER CARE 


This implies individual and family case-work in connection 
with patients discharged from hospital. 


CONTINUOUS CARE 


The social workers (acting as Mental Health Social Workers) 
co-operate with hospital psychiatrists and family practitioners, 
thus linking hospital and community. Domiciliary visits may 
forestall or prevent admission to hospital and provide a 
continuity of hospital care with after care. 


Hostels 


These were originally intended to accommodate patients now 
in psychiatric hospitals, but not requiring hospital-based 
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treatment, and yet not having satisfactory homes to which they 
could return. Thus the hostels were first thought of as a way of 
allowing the hospitals to discharge those whose main need was 
for asylum, in the belief that these individuals could reside more 
appropriately amongst the ordinary population. The final aim 
would be to transfer these hostel residents to ordinary housing. 
Conversely hostels could accept individuals with mental 
disorder, not able to live satisfactorily in their ordinary homes 
but not requiring admission to hospital. 

Thus hostels would require a variety of types of accommoda- 
tion for group living, single supervised units, and independent 
housing accommodation with the minimum of social work 
support. In general, it is hoped that hostel residents will pass 
back into the community but for some, if the hospital cannot 
accommodate them, the hostel must be a permanent home. 
With an increasing number of elderly, confused, and disturbed 
individuals in the community, hostel provision must far exceed 
anything now existing or envisaged. 


Adult training or rehabilitative centres 


(1) For partly recovered mentally ill patients. 

(2) For mentally handicapped adults. 

(3) Forindividuals with combinations of physical and mental 
disorder. 

In some localities, different training centres are provided for 
different categories of mental illness or handicap. In other 
localities, the division is a functional one where allocation 
depends upon the level of performance which can be expected 
from a trainee and on whether placement is likely to be 
permanent (sheltered workshop) or a preparation for introduc- 
tion to, or return to, ordinary industry. Many training centres 
have activities restricted to routine industrial tasks. There may 
be insufficient attention to continued education, recreation, and 
social activities. 


Junior training centres 


These were brought into being by health departments for the 
benefit of children who were excluded from ordinary or special 
schools, within the educational system, under section 57 of the 
1944 Education Act. At first, the centres were designed to 
occupy the children and provide some relief for the parents. 
Later it was found that the children could benefit from social 
training, and, more recently, it has been shown that even 
severely handicapped children can benefit from an educational 
process if this can be directed to the level of their ability. 
Learning continues slowly and even into adult life, 

As a result of public and professional pressure the junior 
training centres became the responsibility of education depart- 
ments from the 1st April, 1971. 


The Social Service Departments 


The main burden for the social care fell upon social workers 
who inherited the duties of duly authorized officers, and who, 
with their extended responsibilities, became known as mental 
health social workers. Many of them, by necessity, had to be 
trained on the job and these are now being supplemented or 
replaced by social workers qualified by professional training. 
The growth of social workers in numbers and status has 
provided the pressure for the creation of Social Work 
Departments independent of medical or psychiatric services, 
and integrated with social workers formerly staffing Children’s 


Departments and Welfare Departments of local authorities. The 
new Social Service Departments operating as from April 1971 
may have the advantage of bringing the needs of the mentally ill 
into line with those of other ‘consumers’ of the material and 
non-material social services. 

New dimensions of diagnosis (Kahn, 1969) will have to be 
created in terms of dysfunctions rather than diseases. Commun- 
ity mental care has to be directed to a disordered function or 
performance rather than to some hypothetical pathology 
underlying a clinical category of mental illness. 

Simultaneously, the responsibility for junior training centres 
for mentally handicapped children has been transferred from 
the Health Departments to the Education Departments. This 
change is intended to indicate that all children, of any level of 
intellectual capacity, have an entitlement to educational 
services appropriate to their needs. 

These changes, advantageous in some respects, carry the 
danger of losing the accumulation of specialized knowledge 
and enthusiasm developed within the mental health services of 
Health Departments of local authorities. 

Reference has been made to the ways in which the new 
integration of services can lead to a breakdown of previous 
linkages. It is therefore necessary to stress the need for 
multidisciplinary services where members of different profes- 
sions have simultaneous responsibilities for the same patients 
and the same families. 


Assessment centres for handicapped children 


These may be provided within paediatric hospitals or in local 
authority Child Health Clinics. They are staffed by paediatri- 
cians, local authority child health medical officers, psychiat- 
rists, health visitors and social workers. 


Child guidance clinics 


These are usually a local authority responsibility within the 
child health service, and are staffed by psychiatrists, 
psychologists, social workers, and psychotherapists. In addition 
to providing its clinical service, the child guidance clinic has 
been the source of ideas which have penetrated into other 
services. These include the recognition of the family as the unit 
of disturbance, and the importance of emotional factors in child 
upbringing and education. 

Statutory changes have generally led to extensions and 
improvements of the service; but inequalities between different 
local authorities remain. The National Association for Mental 
Health has conducted a ‘Mind Survey’ (Report Nos. 4 and 5) 
into community care provisions for the mentally ill and for the 
mentally handicapped, respectively. 

The conclusion of Report No. 4 was ‘The survey gives an 
overall impression of slow progress, barely adequate in the best 
cases, and suggesting callous neglect in the worst’. 

Report No. 5 reveals evidence of the burden on families 
which may be intolerable in areas where provisions are poor, 
‘Families are too often the scapegoats when statutory provisions 
fall short of requirements’. 

The aims of community mental care have received general 
acceptance but their implementation lags far behind. This state 
of affairs fairly represents some of the basic contraindications in 
personal and public attitudes. There is a wish that the mentally 
handicapped and mentally disordered should remain in (or 
return to) the ordinary community, and yet each individual case 
may present an almost intolerable burden on other members of 
families and on people in the neighbourhood. In one sense 


mental disorder and handicap has to be looked at as being in the 
same dimension as physical illness and physical handicap, and 
therefore requiring the same consideration and compassion. In 
another sense, it is necessary to recognize that mental disorder 
is different from physical illness in that it is exhibited in 
disturbances of thoughts, feelings and behaviour in which 
others are involved. Even the ideas of prevention are different 
from those in organic medicine, as the aetiology is rarely, if ever, 
a single factor, but enters into every aspect of personal and 
social life. 
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Computer Models of Brain Function 


W. ROSS ASHBY 


In the twenty-five years since the development of the big 
high-speed computer, we have learned much about its relation 
to the brain. We have found resemblances closer than those 
earlier suspected, and we see some differences more clearly. 

In the basic view of today’s science and physiology, the 
protein brain and the metal computer are of essentially the same 
nature; both are portions of the Universe’s matter, carrying out 
the processes and obeying the laws that all matter follows. 
Fundamentally they are both matter-in-action, and any. differ- 
ences are due simply to the details of their construction and to 
the conditions imposed on them. 

If the physiologist is asked ‘Is the brain a machine?’ he must 
therefore answer ‘Yes,’ but he will probably add at once that 
what he means by a machine is today very different from what 
was usually meant in the years before the big computer. We 
now realize that the machines of those days-were of two 
restricted types: 

(1) Having their own supply of power, but very simple in 
structure, usually having only one way of behaving: the steam 
engine, the windmill; 

(2) The complex, with various ways of behaving, but 
requiring a human operator to provide both the operating power 
and the selection of behaviour: the manual typewriter, the desk 
calculator. 

Almost the only exception was the Jacquard lace-making 
machine, controlled by punched cards. Babbage saw the 
possibilities, but could not achieve them with the workshop of 
his day. The electronic calculator, however, has forced us to 
think about the other combination, the system that is both highly 
complex and provided with its own source of power. At the 
moment there exist only two examples of this type: the big 
computer and the living brain. 

It is clear today that many of yesterday's dicta about what a 
machine cannot do are restrictions appropriate only to the two 
types mentioned above, handicapped either by lack of energy to 
carry out a prolonged action, or by their essential simplicity. 
Once one realizes, however, that a machine may, almost 
without limit, be both active and complex, one sees that the 
bounds ona machine's behaviour must be made much wider. In 
fact one may ask whether any further bounds exist. 

The chief lesson, or discovery, of the last twenty years is that 
one must be most careful how one uses the word ‘machine’. 
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Take this example. The electrons that flow in a computer repel 
each other by the universal law of the inverse square, so one 
might say that no machine can have electrons repelling as the 
inverse cube, but there are difficulties. A big complex machine 
can contain, and make develop, a complex pattern of electrons 
in bunches, in which each bunch behaves as if it were an 
electron repelling by the inverse cube. (Within the bunch the 
electrons will, of course, be behaving normally.) There are now 
two types of electron in this machine: the physicists’ accepted 
electron, and (seen by observing only the whole bunches) 
bunches that have all the properties (apart from scale) of usual 
electrons except their law of repulsion. Thus the whole object 
(computer) can be seen in two ways: in every detail, seeing the 
usual electrons, or in a broader way, seeing ‘electrons’ that are 
abnormal. Such a phrase as ‘This machine ...’, when no 
indication is given of whether the view is detailed or broad, is so 
dangerously ambiguous as to be no longer acceptable in serious 
scientific work. The fact is that a system as complex as a modern 
computer (or a living brain) cannot realistically be apprehended 
in its totality. Always we are compelled to speak and think of 
some aspect of it; and what we say depends acutely on which 
aspect we are using. 

Another clear example of this ambiguity is shown in modern 
industrial practice. If manufacturer A makes a computer, and 
ancillary equipment compatible with it, and manufacturer B 
makes a different computer, but wants to use the same ancillary 
equipment, he simply programs computer B to behave like 
computer A; then, if given the instructions usually given to A, it 
translates them into B’s internal processes, and finally retrans- 
lates back into A-type signals, ready to go to the ancillary 
equipment. In the detailed view, computer B is, of course, still 
just computer B, but to the practical user it is now computer A. 
To ask whether this computer is A or B is just to ask a stupid 
question. 

Many of the questions debated in the past are now known to 
be just such bad questions. Take, for instance, the question of 
whether a machine can show originality in its behaviour. If one 
takes a determinate and predictable system M (e.g. a typewriter) 
and makes its behaviour depend in some way on a radioactive 
source R, then the words ‘this machine’ can be made to refer 
either to Malone, or to Mand R together as machine M. It is now 
possible for M to show originality while M shows none. All 


modern computers, in fact, have facilities for generating 
random numbers, and can thus beas original as the programmer 
pleases. 

In the detailed view, the machine (and presumably the brain) 
can do only one thing, i.e. follow out the consequences of its 
present state and the laws of nature. But in a broad view a 
machine can do so much that itis difficult to state any bound. It 
has been proved, for instance, that any clearly defined 
behaviour can be made to appear; so such a phrase as ‘no 
machine could ever . . .’ (with the. . .clearly described) must be 
wrong, for the clear description will specify how to set up a 
machine to do it. 

Most of the questions relating brain and computer are seen 
today to be capable of two or more answers, all equally valid, 
and depending on the point of view taken by the speaker. Thus, 
it has been disputed whether the brain is more like the analog or 
the digital computer. In today’s engineering the two types are 
readily distinguished, but a more thorough examination shows 
that the distinction is basically arbitrary. The digital computer, 
generally described as changing by discrete steps, actually uses 
electrons that flow as continuously along the conductors as do 
the water molecules along a pipe; only when one ignores the 
fine details does the digital computer seem to go in discrete 
steps. Conversely, the analog computer, seen in even finer 
detail, at the quantal level, changes actually by discrete quantal 
jumps. Thus the digital/analog distinction appears only when 
one coarsens one’s view of the actual system. The question 
whether the brain should be thought of as resembling the digital 
(because neuronic pulses can be seen) or as resembling the 
analog (because its ionic concentrations flow) is thus just a bad 
question. 

The early hope that our inside knowledge of the computer 
would give us an easy insight into the operations of the brain has 
thus been disappointed. What has happened rather is that each 
has helped to illuminate the other, sometimes by resemblance 
but just as often by contrast. An example was given by von 
Foerster (1965). Suppose some entity can produce, on demand, 
the product of any 10-digit number by any other 10-digit 
number. If we assume that it had the facts ‘memorized’ by being 
stored in a book, a very little figuring shows that the book, on 
any reasonable assumptions, would be millions of miles thick. 
Yet in fact a small brick-sized object can do just that—itis the 
desk calculator. The point is that memories can be regenerated, 
as well as stored. We realize, in fact, that the question ‘How 
does my brain store the picture that | see when | remember my 
old home?’ may be already setting the enquiry on to quite the 
wrong lines. 

In some ways the brain and the computer are bound to be 
alike, for both are concerned with processing information. The 
brain has been moulded into its present form, anatomically and 
physiologically, by evolution through 101° years of natural 
selection. It exists to help its possessor survive, and is thus 
essentially part of the more complex mechanisms of homeo- 
stasis. Through all its complexities it is essentially a regulator. 
Now it has been shown by Conant and Ashby (1970) that 
regulation and information have a strong and essential connec- 
tion. They have proved that, quite apart from all engineering or 
physiological details, the quantity of regulation that any device 
or process can achieve cannot exceed the quantity of informa- 
tion that it transmits in its activities. Here we have the basic 
reason why man’s brain is so big, and why a modern firm, trying 
to survive, employs a big computer. SSS 

Enlargement has not been arrived at by simple magnification. 
Today's big computer is enormously more effective than the 
original form, by a factor of millions at least, not by being to that 
degree faster in detail but by being better organized. It consists, 
in fact, of several computers-within-computers. The detailed 
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working part is much the same as it always was; adding, 
subtracting, and a few other simple operations. But this part is 
managed by another computer that organizes the work for it, 
finds places in the memory store for it, has them ready when 
wanted, prepares the input into an efficient form, has sub- 
routines ready, sees the output safely to the print-out, and so on. 
Further, all this work goes on under the supervision of a higher 
order computer that looks after the total work-load, allocating 
priorities to the various jobs, and perhaps interrupting one job 
for the insertion of another job with higher priority. Thus 
computers have in fact developed well marked levels of activity, 
from the highest level of long-term supervision to the lowest of 
the individual operation in detail. 

The emergence of levels, in both brain and computer, as they 
become better adapted, suggests strongly that they are reflecting 
some similarly hierarchical organization in the world around 
us. It has recently been shown that any regulator, so far as it is 
effective in achieving homeostasis, must become a ‘model’, ina 
general sense, of the system it is regulating. The regulator that 
supplies negative feedback shows the feature only in the 
primitive sense of just being (proportional to) the negative of the 
error—its mirror-image. The theorem is equally true no matter 
how complex the structures, and hence its general interest. It 
has often been suggested that perhaps the brain forms a model 
of its environment: it is now known that, so far as its regulatory 
processes are concerned, it must. 

It is hardly necessary here to give a list of the various 
achievements of computers along lines that used to be accepted 
as unquestionably brain-like. Pattern recognition, theorem 
proving, language translation, concept formation, decoding of 
cryptograms, library management, hunting for optima, chess- 
playing—the list is as extensive as the list of human cerebral 
activities. Some are not performed very well, but they are 
unquestionably done. One might here ask how many human 
brains play master chess, or translate foreign idioms with never 
a howler! 

The old amusement of pitting a (theoretical) human brain 
against a (theoretical) computer is today recognized as sterile. 
What is important is that the severe discipline of understanding 
and controlling a computer is providing an altogether new 
standard of rigour in the logic of the subject. Thus ‘can a 
machine correct its own errors?’ is now well understood to 
require the answer ‘Yes,’ provided that the word ‘machine’ is 
used with precision. ‘Error-correcting’ codes are a common- 
place in today’s computing; they are equivalent to thinking of 
the whole system as of two machines interacting, such that one 
is acting as regulator to the other. One makes the error, the other 
corrects it. (Two machines here does not mean two mechani- 
cally separable objects, but two distinguishable aspects of the 
whole process each of which is machine-like in the abstract 
sense.) 

The question, ‘Can a machine control itself?’ is similarly 
answerable by ‘Yes,’ provided that one identifies with precision 
the sub-systems that have the controller/controlled relation. 
Computer can certainly test computer, as most of the inspection 
in the factory is done this way. 

“Can a computer re-organize itself, as the brain can?’ must 
also be answered by ‘Yes,’ with a similar proviso. 

A last question about brain and computer will inevitably raise 
the subjective aspects: Can a computer feel pain? Is it aware of 
being a computer? Has it the idea of ‘myself?’ To these questions 
I can give no answer, nor does our knowledge seem in any way 
to have advanced since 1940. Our knowledge on these 
questions is no better (and no worse) than on the question of 
whether animals feel pain. The Greeks were sure they do not; 
public opinion today is sure they do; the Home Office has 
drawn a tine between the vertebrates and the rest, and admits 
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(unofficially) that the line is basically arbitrary. One attempts to 
judge whether pain is being felt by the system’s behaviour, but 
do we really follow this evidence? When a dog is left without 
food and howls continually we are sure it is suffering; when an 
axle is left without grease and howls continually we reject the 
suggestion that it is suffering. Our attitudes are confused and 
illogical, but the problem is a most difficult one. It may well 
need a complete recasting of our ideas before we can even state 
the question properly. 
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Conditioning 


CYRIL M. FRANKS 


Contrary to popular belief, conditioning did not begin with 
either Pavlov, Watson, or Skinner. Association, which is really 
what conditioning is all about, is man’s oldest scientific concept 
of the workings of the human mind, stemming back into 
antiquity itself. Association by contiguity (i.e., if two things 
happen together or overlap in time—either directly or in terms 
of some hypothetical neural trace—then the occurrence of one 
will remind the organism of the other) was first formulated 
explicitly by Aristotle some 2,000 years ago. But, while 
association by contiguity is necessary, it is by no means 
sufficient, and there are many obvious examples in our lives of 
two things happening together and the later occurrence of one 
not reminding us of the other. 

It was to supplement the explanatory weakness of contiguity 
alone that Aristotle introduced additional principles spelling out 
the circumstances under which association might become 
effective, e.g. similarity, frequency, recency, contrast. Centuries 
later, the British associationists such as Locke, Berkeley, Hume, 
and Brown, elaborated these laws yet further. Conditioning as a 
working phenomenon was well documented as early as the 
eighteenth century, and in the mid-nineteenth century itwas the 
custom of Claude Bernard to provide a lecture demonstration of 
the conditioned salivary response in the horse for his medical 
students, But, whereas virtually all previous scientists either 
philosophized about the laws of association and the 
phenomena of conditioning or contented themselves with the 
observation of already established conditioned responses, it 
was not until the advent of Pavlov that a programme of 
systematic investigation into the formation and extinction of 
deliberately induced conditioned reflexes was instigated. In so 
doing, Pavlov was closely influenced by his compatriot 
Sechenov, the father of Russian physiology, and his experiments 
leading to the demonstration that central inhibition is an active 
and physiological process which exists in its own right rather 
than being merely an absence of excitation. j 

Association by contiguity is probably one type of learning 
among many (an issue of fundamental theoretical and practical 
importance, but beyond the scope of the present article). Yet it 
cannot be stressed too strongly that, while Pavlov was 
unquestionably aware of the importance of conditioning as a 
learning phenomenon, his interest in conditioning was primar- 
ily as a means to an, end; the investigation of ‘higher nervous 
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activity’, a translation from the Russian pertaining to brain 
function and neural mechanisms as they implicate behaviour 
(see Pavlovian Psychology, page 366). 

Within a short time, Pavlov and his associates delineated and 
systematically studied most of the basic principles of classical 
conditioning and its concomitant neural correlates: extinction, 
inhibition, generalization, differentiation, spontaneous recov- 
ery, higher order, trace and backward conditioning, irradiation, 
concentration, and so forth. And, unlike the operant variant 
which came later, Pavlov included both social/environmental 
and constitutional/genetic factors in the genesis and mainten- 
ance of all conditioned reflexes. Stressing speech—the second 
signal system possessed by man alone—and the notion of 
individual differences, Pavlov paved the way for many of the 
concepts utilized by contemporary research scientists and 
practising behaviour therapists. 

The basic paradigm of classical conditioning (or respondent 
or Pavlovian conditioning, as it is variously termed) is simple in 
the extreme. Suppose that a brief, painful but harmless, electric 
shock stimulus, an unconditioned stimulus, (UCS), is presented 
to the finger. It will elicit various autonomic and skeletal 
reactions including pain and finger withdrawal. These are the 
unconditioned responses (UCR). At this stage it is important to 
note that the occurrence of these responses is literally uncondi- 
tional; hence, Pavlov used the terms unconditional stimuli and 
unconditional responses, and it was due to a translation error 
that the false term unconditioned crept into the English 
language. If, now, a neutral light or tone signal is repeatedly 
presented along with the shock, and preferably just preceding it 
in time so that both overlap, eventually this neutral signal 
becomes a conditional stimulus (CS). This CS will elicit both 
autonomic responses, including fear (a customary concomitant 
to pain), and finger withdrawal, even when itis not presented in 
conjunction with the UCR. 

While fundamental to behavioural psychology, classical 
conditioning presents a number of inherent limitations. In 
particular, as far as can be ascertained, Pavlov’s dogs have not 
control over the situation; it is the experimenter alone who 
decides whether or not the UCS is to be presented, and it was 
long assumed that this state of affairs obtains for man also. 
However, decades later, even such adamant operationalists as 
Kenneth Spence concluded that cognitive factors have rele- 
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vance even for such precisely defined reflex modalities as the 
conditioned eyeblink; to some limited extent, human subjects 
can voluntarily facilitate or inhibit this reflex. Be this as it may, 
the fact remains that, for the most part, neither animal nor 
human subject has much control over the conditioning 
situation. 

One additional point must be made. Classical conditioning is 
predicated upon the existence of certain major constitutionally 
determined CNS processes which govern all facets of the 
conditioning mechanism regardless of the nature of the reflex 
under study, the sensory modalities involved, the intensities and 
relationships of the pertinent stimuli, and the methods of 
measurement employed, e.g. rates of acquisition or'extinction, 
frequency or intensity of response. In any one individual there is 
presumably some general factor of ‘conditionability’ which 
permeates conditioning activity regardless of the parameters 
involved. 

As yet, the existence of such a general factor awaits 
demonstration, perhaps because the formidable nature of the 
necessary experiment precludes its undertaking by any but the 
most ambitious of investigators. Thus, a term such as ‘good 
conditioner’, often used lightly by many behaviour therapists, 
possesses little or no meaning in our present state of knowledge. 
All that can validly be stated is that such-and-such an individual 
conditions or extinguishes well or less well, as the case may be, 
on such-and-such a reflex under stated circumstances. Even if a 
general factor of conditioning were to be isolated or, as seems 
more likely, group factors pertaining to the CNS and ANS 
respectively, this would be of limited predictive value in any 
specific situation unless the variance taken up by this factor of 
conditionability were large enough to be meaningful. 

In contrast with the crude and gross physiological procedures 
then in use, if Pavlov’s ‘breakthrough’ was the development of 
viable techniques for the systematic investigation into the 
principles of higher nervous activity in the physically intact 
normally functioning organism, conditioning may be said to 
have taken its next great leap forward with the advent of 
Skinner. While the essential concepts were known to early 
Soviet investigators, e.g., Bekhterev, lvanov-Smolensky, and 
Krasnogorsky, and to Thorndike belongs the distinction of 
having introduced the basic notions of instrumental condition- 
ing to the English-speaking world, it was Skinner who ‘first 
systematized the principles and techniques of what is known 
today as operant conditioning. 

Operant responses are behaviours which occur apparently 
spontaneously without specific evocation by a stimulus; for 
example, the orienting or exploratory sniffing and walking 
behaviour of a dog when placed in a novel situation. Let us 
suppose that part of the floor of the dog’s cage is suddenly 
electrified and the dog raises his paw to escape the shock. This 
Skinner terms a respondent response—somewhat analagous to 
Pavlov’s UCR—and the goal of operant conditioning is to train 
the organism to increase the frequency or rate at which a certain 
operant (operation upon the environment) is performed, i.e. to 
increase the rate at which a certain behaviour is being emitted. 

Consider, for example, a dog placed in a special cage (called 
a Skinner box) which is empty except for a lever at one end, The 
dog will normally exhibit a variety of exploratory and even 
some just chance operant behaviours, one of which sooner or 
later might well be to press or perhaps, at first, just touch upon 
the lever with its paw. Now, if the dog were hungry and received 
food at first whenever he chanced just to touch the lever and 
then, gradually shaping his response, as he pressed more and 
more precisely upon the lever, his rate of lever-pressing 
behaviour could be increased to virtually any desired frequen- 
cy. The animal is now playing an active role in the experiment- 
er’s decision to reinforce it with food or not. The food (the 


reinforcer) strengthens the behaviour that it follows; behaviour 
becomes a function of its consequences, and the course of 
events becomes determined in large part by the dog rather than 
by the experimenter alone. 

The principles and technology governing the emission and 
control of operant behaviour are complex, but readily available 
in any good text. In conjunction with stimulus-bound classical 
conditioning, they form much of the basis of modern behaviour 
therapy. Reinforcement can take a variety of forms. Positive 
reinforcement (reward) refers to consequences which 
strengthen the preceding response. Negative reinforcement (not 
to be confused with punishment) tothe aversive situation which 
is removed contingent upon the emission of the desired 
response, e.g. the electric shock ceases when the animal presses 
a lever. Both positive and negative reinforcements strengthen 
the desired behaviour. In contrast, punishment, the presentation 
of anaversive stimulus whenever an undesired response occurs, 
is a response-weakening process. It reduces the probability of 
the undesired response occurring. Extinction, aterm common to 
both classical and operant conditioning, is something which 
happens toa CR upon cessation of either the positive or negative 
reinforcement that has been maintaining it. 

Possibly the most striking development of all is still in 
progress. This pertains to the operant conditioning of ANS 
responses. It has long been traditional to assume that the 
‘inferior’ ANS is amenable only to the more simple classical 
conditioning and that it is incapable of being responsive to 
external reinforcement. Thus, itwas believed impossible to train 
an individual voluntarily to change his blood pressure or body 
temperature in order to receive a reinforcement. In fact, many 
investigators had tried and failed to demonstrate voluntary 
control over so-called involuntary processes. 

In 1938, Skinner himself made quite explicit his considered 
conclusion that the ANS could not possibly respond to 
instrumental training procedures. But since that date severa 
developments have begun to emerge. First, without implying 
any inevitable trend towards reductionism, the distinctions 
between classical and operant conditioning are becoming 
blurred, and it is no longer even adequate to confine the term 
‘conditioning’ to Pavlovian-type learning and ‘instrumenta 
learning’ to the Thorndike-Skinner paradigm. Similarly, somatic 
and autonomic learning can no longer conveniently be 
categorized as separate in themselves or as representative ol 
two discrete nervous systems. 

By the early 1960s, reports filtering through from the USSR 
about the instrumental conditioning of autonomic function 
began to excite widespread interest in visceral conditioning ana 
what is now known as biofeedback and self-control. As 
behaviour therapy became more sophisticated, so interest in the 
internal life of the patient—studiously overlooked in the early 
days—grew, but in terms of data-oriented physiological proces- 
ses rather than mentalistic speculation. The possibility of 
training individuals to exert therapeutic control over their 
autonomic responses is exciting, with obvious implications for 
psychosomatic medicine in particular. Consider, for example, 
the ulcer patient trained to inhibit gastric secretions, or the 
hypertensive executive able to reduce blood pressure at will. 

Unfortunately, and perhaps inevitably, as with any intriguing 
new development, later studies have not always confirmed the 
earlier promise. Perhaps the most that can be said at this stage is 
that studies with curarisized animals are encouraging, whereas 
research with humans is inconclusive in its findings or 
inconsequential in its practical implications. Nevertheless, the 
long-term outlook is positive and we may be on the threshold of 
an era in which it will be possible at will to modify ‘involuntary’ 
internal functions by the application of appropriate external 
reinforcements. Truly, while the full story is still to unfold, 
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Constitution, Physical 


W. LINFORD REES 


Definition 


The term ‘human constitution’ will be used in the following 
sense: the sum total of a person’s physical, physiological and 
biochemical characteristics determined mainly by genetic 
factors and partly by environmental influences. 

The constitutional attributes most likely to be useful in 
research are those which show maximum variability between 
individuals and maximum constancy within the individual. 

Human physique in its manifold aspects provides the most 
readily measurable aspect of constitution. 


Historical aspects 


Man, it appears, has from the dawn of history attempted to 
discover relationships between physical features, personality 
and susceptibility to disease. 

Aristotle founded the study of Physiognomy which attempted 
to correlate man’s external lineaments with his mental and 
moral qualities. Hippocrates, the father of medicine, and his 
followers such as Galen, described various physical types 
which they considered to be correlated with certain diseases, 
e.g. the habitus phthisicus, a narrow body build was considered 
to predispose to tuberculosis and a broader physique, the 
habitus apoplecticus, to cardiovascular disease. 

In more modern times Beneke (1881) and Giovanni (1891) 
attempted to define more precise relationships between bodily 
habitus and various diseases. 

During the twentieth century the greatest impetus to research 
on human constitution was the work of Kretschmer (1921) who 
described relationships between defined physical types and 
specific psychiatric illnesses. He considered that there was a 
biological correlation between the pyknic type of physique 
(broad) and manic depressive illness on the one hand and 
between asthenic leptosomatic (narrow) and certain dysplastic 
physiques and schizophrenia on the other. He extended his 
theory to include normal personality types. 

Kretschmer’s typology is limited in value as itis mainly based 
on impressions and few physical measurements. At this time 
research on constitution was handicapped by lack of know- 
ledge of the nature of the variations in human constitution, the 


factors responsible for such variation and the most valid means 
of their measurement. 


Modern advances 


In recent years a variety of new methods has been developed to 
enable more precise and valid assessment of physique. 

(1) Factorial analysis and other mathematical and statistical 
techniques. ree = 

(2) Sheldon’s method of somatotyping and its modifications. 

(3) Lindegaarde’s method. 

(4) Tissue component analysis. 

(5) Assessment of androgyny. 


Factorial analysis 


The technique of factorial analysis provides an inductive 
method of ascertaining the nature of the variations of body 
build. It is holistic and provides much more information than 
physical measurements alone. It enables the variations in body 
build to be described in the most economical way and provides 
data which enable satisfactory indices to be devised for 
assessing body build objectively. 

The method consists in taking a comprehensive series of 
measurements of all parts and dimensions of the body and 
calculating the correlations of each measurement with the 
other. This gives a table or matrix of intercorrelations. Factorial 
analysis is based on the assumption that when any two variables 
are correlated there must be a common factor. The next step is to 
determine the factors which underly the intercorrelations and to 
remove in turn the effect of each factor until the residual 
correlations are statistically non-significant. 

This method was introduced by Burt (1938) and used 
successfully in the study of physique by Rees and Eysenck 
(1945) and many others (for comprehensive review see Rees, 
1960). 

The factors elicited are usually as follows. 

(1) A general factor influencing all measurements and is one 
relating to body size. 

(2) A bipolar factor with positive correlations with length 
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measurements and negative correlations with breadth, width 
and circumferential measurements, This factor is one which 
differentiates a narrow type of physique (leptomorphic) from its 
antithesis a broad (eurymorphic) type. 

The findings of factor analysis reveal which measurements 
have the highest discriminatory value in measuring body type. 
Rees and Eysenck (1945) found in men that the following index 
was simple, reliable and valid. 

Stature x 100 
Transverse chest diameter x 60 

Rees (1950a) found in women that a simple ratio of 
measurements was not appropriate and devised the Rees index 
of female body build consisting of a regression equation as 
follows. 

0.59 stature + 0.47 symphysis height —0.31 
chest circumference — 0.64 hip circumference. 
These indices have been calculated in large series of subjects 
and the variations in physique were always found to be 
disturbed along a normal frequency curve. 

Thus the variations in physical type form a continuum with 
the extremes forming marked antithetical types. For purposes of 
research it is convenient to demarcate the frequency distribu- 
tion curve at points one standard deviation above and below the 
mean. This gives three ranges of physique; the leptomorphic or 
narrow body build at one extreme and the broad or eurymor- 
phic type at the other and the intermediate range being 
designated mesomorphs. 

The use of such indices has proved useful and valuable in 
many researches. The results of factorial analysis of physique in 
groups of all ages, in each sex and in groups differing in racial 
composition have shown remarkable agreement (Rees, 1960). 


Sheldon’s system of somatotyping 


W. H. Sheldon (1940) studied variations in physique by taking 
standardized photographs in normal subjects. 

Sheldon considered that there were three main components 
of physique: endomorphy, mesomorphy and ectomorphy, 
which he considered were constituted by structures derived 
from the three germinal layers of early embryonic life. 

The Sheldonian method consists of rating each individual on 
a7 point scale with regard to each component. Thus a 711 
rating would be an extreme endomorph with large body cavities 
and preponderance of breadth, width and circumferential 
measurements compared with length. A 117 would be an 
extreme ectomorph with extremely narrow physique anda171 
a marked mesomorph with marked bone and’ muscular 
development. i 

Sheldon’s method was extremely popular and extensively 
used in research. The system can be criticized on the grounds 
that subsequent studies revealed that the correlations between 
ectomorphy, mesomorphy and endomorphy provided by Shel- 
don indicate the existence of only two independent (but not 
necessarily valid) types of physique (Humphreys, 1957). 

A modification of Sheldon’s method is provided by Parnell 
(1958) in an effort to overcome the subjectivity of Sheldon’s 
method. Using some skeletal measurements, muscle girth and 
skinfold thickness of subcutaneous fat, Parnell rated fat, 
muscularity and linearity instead of Sheldon’s components. 
Primary dominance is indicated by capital letters F, M, Lan 
secondary dominance by small letters f, mandl. This system has 
a major disadvantage in that fat and muscularity have been 
shown to change markedly in an individual within a short space 
of time. 
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This system is based on the assumption that four factors are 
responsible for the variations in body build: length (for length of 
radius and tibia); sturdiness (breadth of femoral condyle, 
bimalleolar and bistyloid breadths and certain skull measure- 
ments), muscle (by dynamometric readings); and fat (from body 
weight and girth measurements). 

Using regression techniques he found these factors to be 
independent. The use of dynamometric measurements isa 
weakness as they can be greatly influenced by training and 
exercise and also by disease. 


Tissue component analysis 


This is a recent and promising technique which could be 
complementary to other methods. It consists in measuring the 
relative development of bone, connective tissue, fat and muscle 
by standardized x-rays of the calf or upper limb. These factors 
are found to be relatively independent of each other. 


Androgyny 


Refers to the relative degree of masculinity and femininity in 
physique in each sex. 

Tanner (1951) using the statistical technique of discriminant 
analysis on physical measurements found that biacromial 
diameter and bi-iliac diameter were the best measurements for 
discriminating between males and females. He devised the 
following index for measuring androgyny, where a positive 
score denotes maleness and a negative score denotes female- 
ness. 

Biacromial diameter (cm) x 3 — Bi-iliac diameter (cm) — 82 
Androgyny in contrast to physical type is determined by 
differential growth rates at adolescence. The index has proved 
useful in medical and psychological researches. 


Physique and personality 


Kretschmer (1921) described correlations between narrow 
body build (leptosomatic type) with the schizothymic temper- 
ament characterized by shyness, social withdrawal, and awk- 
wardness in company, and the pyknic (broad type) of physique 
with the cyclothymic personality characterized by sociability, 
extroversion and mood swings. 

These findings, in part, have been verified by results of 
factorial analysis by Burt (1938) in children and who found 
correlations between stoutness of build and cheerful emotions 
on the one hand and between thinness of body build and 
inhibited and depressive tendencies on the other. Rees and 
Eysenck (1945) and Rees (1950a, b, c) found that leptomorphs. 
had a higher tendency to introversion and to somatic manifesta- 
tions of emotional tension and autonomic dysfunction, whereas 
eurymorphs had a greater tendency to extraversion and 
hysterical symptoms. 

High correlations found by Sheldon and Stevens (1942) 
between the three components of personality: viscerotonia, 
somatotonia, and cerebrotonia with endomorphy, mesomor- 
phy and ectomorphy, respectively, have not been confirmed by 
other workers. 

One might conclude from a review of the literature that the 
correlations between personality and physique, although statis- 
tically significant, are too low to satisfy the requirements of 
diagnosis. 
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Rees and Eysenck (1945) and Rees (1950a, b, c) found sig- 
nificant correlations between body build and neurotic symp- 
toms. The leptomorphic, or a narrow type of physique, was 
found to be correlated with anxiety reactions, reactive depres- 
sion and manifestations of autonomic dysfunction, whereas the 
eurymorphic physique was associated with a greater tendency 
towards hysteria. 

This work has recently been confirmed by Von Zersen in 
Germany who found significant relationships between physical 
type as measured by the Rees-Eysenck Index and neuroticism. 
Rees (1950c) found correlations between body size and 
neurotic manifestations. Military personnel of small body size 
tended to be more unstable and to have feelings of inadequacy 
and inferiority compared with those of large body size. 


Psychosis 


The studies of Rees (1957) and many others have at least 
confirmed in part Kretschmer's theory of an affinity between 
schizophrenia and the narrow type of physique. 

There is also some evidence that physical type can influence 
the course and outcome of the schizophrenic illness, for 
example, a broad type of physique is believed to indicate a 
better prognosis in schizophrenia. In studies of monozygotic 
twins, it was found that when physique was similar and both 
twins suffered from schizophrenia, the illness was similar in 
form and tended to appear at the same age and to have a similar 
outcome with treatment. However, if there were differences in 
the twins’ physique, which would probably be related to 
environmental influences, there were also differences in the age 
of onset and the severity of the schizophrenic symptoms. If only 
one twin suffers from schizophrenia, the other twin is usually 
stronger and heavier from early childhood onwards. 


Delinquency and criminality 


A number of authors, Glueck and Glueck (1950), Epps and 
Parnell (1952), found that delinquents were mesomorphic and 
less ectomorphic than the normal control groups. 


Psychosomatic disorders 


Wretmark (1953) found that duodenal ulcer patients were more 
linear in physique than the control group and that the more 
linear the body build the worse was the prognosis. This was 
confirmed by Brouwer (1957). Draper, Dupertuis and Caughey 
(1944) considered that gall bladder disease was associated with 
a broad stocky type of physique. Sheldon (1940) also found that 
gall bladder patients were in the mesomorphic and endomor- 
phic range of physique. 

Rees (1957) and Brouwer (1957), using different methods for 
assessing physique, found that asthma was associated with a 
variety of somatotypes and that patients did not significantly 
differ in body build from the normal population. 

Rees, in a study of a large series of patients suffering from 
effort syndrome (neurocirculatory asthenia) found that they 
were significantly more narrow in physique than the normal 
control groups. It was also found that the physical type 
influenced the clinical manifestations of this syndrome. Those 
who have suffered from effort intolerance and the symptoms of 
effort syndrome for most of their lives were of markedly 


leptomorphic physique. Effort syndrome patients with a broader 
type of body build asa rule developed the syndrome later in life 
and usually in response to extrinsic factors such as infections or 
stresses, for example, active warfare. It was also found that effort 
syndrome patients assessed by the androgyny index were more 
feminine in physique than the normal control groups. These 
findings are made more significant by studies which have 
revealed that leptosomatic subjects, as well as those with a high 
feminine component of physique, are much less efficient at 
physical exercise as measured by oxygen utilization. 

Recent studies, utilizing mass radiography, have revealed 
that individuals who have developed tuberculosis have, prior to 
the onset of the disease, longer and narrower chests than the 
control subjects who did not develop tuberculosis. This 
provides some confirmation of the view of Hippocrates that the 
narrow type of physique, which he designated the habitus 
phthisicus, does in fact predispose to tuberculosis, and is not the 
result of the disease itself. 


Growth, physique and chromosomal 
abnormalities 


Itisan established fact that girls are physically more mature than 
boys at all ages from birth until adult life. The study of persons 
with chromosomal abnormalities, such as XXY and XO, has 
provided an excellent opportunity of studying genetic factors 
which could possibly influence differential sex growth rates. 
Persons with an XXY complement are sufferers from Klinefel- 
ter’s syndrome. They have small atrophic testicles, abnormally 
long legs, and narrow shoulders. Those with an XO comple- 
ment of chromosomes suffer from Turner’s syndrome and are 
apparently female, but lack ovaries, are short in stature, and 
have no development of sexual characteristics at puberty. 

The question arises whether the skeletal maturity of an XXY 
child would follow that of the male or the female pattern. 
Tanner (1960) found that the growth rates in Klinefelter’s 
syndrome did not differ significantly from that of normal boys, 
but in comparison with girls, great differences occurred. Thus, 
XXY follows the course of XY. Similarly, Tanner (1960) studied a 
series of persons with Turner’s syndrome and found the normal 
pattern for girls. Thus XY and XXY have the male initial 
retardation of skeletal development and XO and XX do not. The 
conclusion is that the slower growth rate in the males is due to 
genes located in the Y chromosome. 


Conclusion 


It is possible that future research will demonstrate that physical 
attributes and their interrelationships with personality, health, 
illness, and behaviour abnormalities may have a genetic basis 
with the genes responsible for physique influencing the 
manifestation of the genetic factors determining personality, 
psychiatric illness, physical and psychosomatic disorders. 
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Counselling 


D. BANNISTER and W. J. PENN 


While a satisfactory definition of counselling is difficult (e.g. one 
that would exclude brain-washing but not the forceful 
psychotherapy of Dr. Albert Ellis) it may be generally under- 
stood as a psychological process whereby people are helped to 
solve life problems of varying degrees of specificity. What sort of 
job would | do best at? Can | get rid of the fear of heights? Why 
shouldn't! kill myself? How do you learn to get on with people? 

In viewing counselling this way we make clear that it must 
look to the science of psychology for its foundations. Counsel- 
ling is to psychology as medicine is to physiology and 
biochemistry. 

Some writers draw a distinction between counselling and 
psychotherapy. It is usually implied that psychotherapy is 
‘deeper’, requires more skill, achieves more basic personality 
change and is appropriate for people with more serious 
problems. The distinction has however recently been disputed 
(e.g. Patterson) and to the present writers it appears completely 
untenable. It has no adequate theoretical basis; research 
evidence is strongly against its validity; as practising counsel- 
lors/therapists our experience is that the satisfactoriness of a 
helping relationship, whether you call it deep change or the 
working through of severe personality problems, is related to the 
personalities of the two people involved and their overlapping 
concern with particular issues in life. In practice it seems that 
psychotherapy has been what professionals, and especially 
doctors, do, while counselling is the activity of lay-workers. In 
other words the distinction has been more relevant to status and 
salary differentials than to the degree of help being given. The 
terms should be understood as synonymous throughout the rest 
of this article. 

Approaches to counselling are various, reflecting the different 
models of human nature and different beliefs about how people 
learn, at present current in society and in psychological 
thinking. What is common to these approaches is a rejection of 
the medical model as applied to disturbed behaviour. People 
with problems of adjustment, however severe, are not seen as 
‘ill’ and requiring physical treatment. They are ‘overpowered by 
unconscious demands’ and need insight into their unconscious 
thinking; they have had ‘inappropriate learning histories’ and 
require programmed re-learning; they are the victims of 
constricting, exploitative personal relationships and require a 
facilitating relationship; they are sinful and should make 


confessions and do penance; they are irrational and need to be 
taught a more logical approach to life. These are examples of 
how failure to cope with life problems can be interpreted by 
counsellors in ways that they personally find permit them to 
understand their clients (this word is usually preferred to 
‘patients’) and formulate some approach to the client's prob- 
lems. 

Three approaches to counselling are particularly widespread 
at the current time. 


Analytical counselling 


Classical psychoanalysis (the couch, the five sessions per week 
etc.) has become an historical ritual, the privilege of the few and 
of uncertain value. However the psychoanalytical model of 
man survives as the working basis of a new generation of 
counsellors, especially in the social work area. These counsel- 
lors are usually called analytically orientated, rather than 
psychoanalysts. 

Freudian psychology emphasizes the unconscious determin- 
ants of behaviour and the antisocial nature of that influence. It 
teaches that the source of inability to cope with life problems 
lies in the psychosexual development of the child. The aim of 
psychotherapy is to give the patient insight into these uncon- 
scious factors which are disturbing his present life. To help him 
to do this the therapist is ‘armed’ with certain theoretical beliefs 
about the origins of particular types of problems. In revealing to 
the patient his unconscious motivations, the significant differ- 
ence between the classical psychoanalyst and the analytically 
orientated therapist is that the latter is no longer so concerned 
with waiting until the patient discovers his motivations (almost) 
for himself. The analytically orientated therapist is much more 
ready to give interpretations as authoritative and factual 


explanations. He is more openly directive in his structuring of 
the situation. 


Non-directive counselling 


This approach derives from the work of Carl R. Rogers and is 
based upon the assumption (contra Freud) that man’s inner 
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nature is essentially positive and wholesome. Man is argued to 
be basically kind, creative and considerate, but these aspects of 
his nature are frequently perverted through ignorance, hostility 
and exploitation. Life problems appear insoluble because the 
person is notin touch with his true self. 

The task of the therapist in non-directive counselling is to 
create a relationship within which the person can discover his 
true self and then work out for himself the most appropriate 
solution to his problems. This happens within a relationship 
characterized by (1) an attempt to see and understand the 
client's problems as he sees them, (2) feelings of warmth and 
respect for the client as a person, and (3) genuineness or 
openness in the behaviour and response of the therapist. 

The therapist is not concerned to give his client explanations 
or advice. He mainly works by reflection of the client’s current 
feelings to help him better understand himself. There is no 
special concern with the client's life history or the particular 
problems which led him to seek help. 


Behavioural counselling 


This approach is based upon a branch of psychology known as 
learning theory which seeks to use the laws of conditioning as a 
generalized explanation of human behaviour. Human 
behaviour which is maladaptive (i.e. unrealistic or disruptive) is 


COUNSELLING 107 


argued to be learnt in the same way as all other behaviour. 
Hence it can also be unlearnt by specialized applications of the 
laws of conditioning. This can be done in several ways. The 
most common technique is reciprocal inhibition whereby the 
patient is asked to develop some new behaviour which is 
psychologically incompatible with the maladaptive response 
and which gradually inhibits it. Frequently, relaxation is used to 
reciprocally inhibit feelings of anxiety in the presence of various 
phobic objects or situations. 

When life problems arise because the person’s behaviour is 
deficient in some ways, the laws of operant conditioning are 
used by the therapist to fill the deficiency. For example, a 
previously mute patient may be conditioned to talk again. 

In brief, counselling and psychotherapy can be defined as the 
use of any psychological technique designed to help someone 
with serious personal problems, maladjustments or disorders. It 
can therefore include techniques such as suggestion, hypnosis, 
psychoanalysis, practical advice and more extensive working 
through of problems via a formal interpersonal relationship. 
Nearly always personal consultation is part of the technique and 
sometimes the whole of it. The term should be reserved for the 
work of personnel professionally trained as psychotherapists, 
principally clinical psychologists, psychiatrists and psychiatric 
social workers. A sign that professional training has been 
effective would be that the therapist has a more or less 
articulated rationale and view of human psychology and his 
methods. 


Creativity 


P. E. VERNON 


The primary meaning of the term ‘creativity’ is man’s capacity to 
produce new ideas, insights, inventions or artistic objects which 
are accepted as being of social, spiritual, aesthetic, scientific or 
technological value. We tend to associate such outstanding 
contributions to civilization with the rare man of genius, though 
recognizing that others produce minor contributions in their 
various fields. Galton, for example, referred to ‘the illustrious’ as 
1 ina million, and ‘the eminent’ as 1 in 4,000 of the population. 
More recently however the notion of creativity has been 
extended far more widely by psychologists and educationists to 
virtually all children and adults who show imaginative, 
unconventional or original ideas in arts and crafts, in writing, in 
science projects, in teaching or university research, in manufac- 
ture or industry, in domestic activities such as gardening or 
cooking, and not forgetting child bearing and rearing. In the 
USA itis particularly urged that creativity is apt to be stifled by 
the pressures of parents and peer groups for conformity to the 
social norm, and by schooling which expects children to learn a 
fixed body of knowledge and to produce the ‘right’ answers to 
examinations that usually consist of multiple-choice questions. 


Creative genius 


The psychology of the creative genius and his creative processes 
has long been of interest, though not readily amenable to 
scientific investigation. Studies by Gestalt psychologists of the 
restructuring that occurs in seeing the solutions to tricky 
problems are of some relevance. Others, however, try to 
formulate the process in terms of richness and unusualness of 
mental associations. A good deal of anecdotal evidence is 
available from introspective accounts by musicians, writers, 
mathematicians and scientists regarding the conditions under 
which. creative ideas come to them, the nature of their 
inspiration and of the subsequent working out into complete 
discoveries or artistic productions (Ghiselin, 1952; Harding, 
1940; Vernon, 1970). John Dewey and Graham Wallas 
attempted to formulate a series of stages in creative thinking. 
Galton demonstrated that ‘eminence’ tends to run in families, 
interpreting this to prove the heredity of genius (1869). 
Traditionally the prophet or artist has been regarded with awe; 
and the view that genius is allied to madness was adumbrated 


by Lombroso (1891). However Havelock Ellis’s Study of British 
Genius in 1904 found very few cases of psychotic illness, 
though minor nervous disorders and poor health were not 
uncommon. With the advent of psychoanalysis, it seemed 
plausible to explain the mysterious origin of creative ideas in 
terms of the unconscious. Freud, in 1908, pointed out the 
similarity of the poet’s work to daydreaming and children’s 
play, implying that art is a sublimation of neurotic conflicts. 
Later analytic writers such as Kris and Kubie have laid more 
stress on ego development which can draw on preconscious 
and unconscious material without being overwhelmed by it, as 
is the neurotic; hence the phrase ‘regression in the service of the 
ego’. This fits in with Barron’s studies showing superior ego 
strength as well as psychopathological traits in the creative 
artist. Carl Rogers, however, looks on artistic creation as 
self-actualization, whereby the artist realizes his fullest poten- 
tial, rather than as an expression of neurotic impulses. 


Personality studies 


More empirical studies of the personalities of highly creative 
individuals were initiated by L. M. Terman and C. M. Cox with 
their Genetic Studies of Genius, Vol. 11, 1926. On the basis of 
biographic materials they attempted to estimate the childhood 
1.Q.s of 300 outstanding men: philosophers, artists, scientists, 
statesmen and others. Though the average figure was very high, 
some ranged down to more normal levels, and the authors stress 
superior character qualities as essential to genius. They admit 
too the part played by a favourable childhood environment. 

In the 1940s, Anne Roe made intensive studies, mainly by 
interview, of the personalities and development of living 
biologists, physicists and social scientists, who had been 
nominated by experts as highly creative. Among the many 
interesting findings were the frequency of social difficulties in 
the early years. Their chosen work often seemed to provide 
compensation, and they became dedicated to this to the 
exclusion of most usual human interests. 

In the following decade, extensive studies of groups of 
outstandingly creative persons in various walks of life, and of 
control groups of more routine workers, were carried out by 
D. W. MacKinnon (cf. Anderson, 1959; Taylor and Barron, 
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1963). The creatives showed many features in common in their 
responses to tests of interests and values, personality question- 
naires and interview enquiries; though MacKinnon also stresses 
their wide individual differences'in developmental patterns. 


Creativity in the general population 


In 1950 J. P. Guilford pointed out that most of our tests of 
intelligence and achievement are ‘convergent’ in requiring 
testees to arrive at predetermined answers. Creative thinking, to 
him, involves a complex of mental factors, and in particular 
abilities which are measured by ‘divergent’ tests, where the 
testee produces his own responses and is scored for the richness 
or fluency and the unusualness or originality of these associa- 
tions. 

At about the same time, attempts to stimulate creative 
thinking among American industrial executives and research 
workers by A. F. Osborn’s ‘brain-storming’ technique and 
W. J. J. Gordon's ‘synectics’, were becoming popular; and in 
1957 the success of the Russian Sputnik set off a wave of 
criticism of the conformist emphasis in American education and 
society. C. W. Taylor organized a series of conferences at the 
University of Utah for psychologists interested in creativity 
research; and in 1962 Getzels and Jackson published an 
influential investigation which claimed to show that high 1.Q. 
was a poor criterion of creativity, and that highly creative 
children, as chosen by tests similar to Guildford’s, showed 
several distinctive characteristics. Though successful in school 
work, they were relatively unpopular among teachers and peers 
because of their unconventional ideas, attitudes and aspira- 
tions. They were outstanding in tests of free expression, in 
humour and imagination. 

This research was criticized on various technical grounds, 
and later work indicated that divergent thinking should be 
regarded as a component of intelligence rather than as 
antithetical to it. The extent of separation of divergent from 
convergent depends on the tests used and the persons tested, 
and it is probably more marked in children or adults at higher 
ability levels. An important investigation by Wallach and Kogan 
in 1965 indicated that children who are above average on 
divergent and convergent tests are best adjusted to schooling, 
whereas high convergers respond best to more formal aspects, 
and divergers to more spontaneous school activities. L. Hudson, 
in Britain, has argued that high scores on divergent thinking tests 
should not be identified with creative potential; they are more 
characteristic of Arts students in secondary schools and 
universities, whereas students specializing in natural science 
tend to score better on convergent tests. In fact the best 
correlations of divergent tests have been obtained by Torrance, 
Wallach and Wing, and others, with indices of creative 
interests, in or outside the school setting. 
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Even over several years high scorers pursue more, and better 
quality, artistic, scientific and other self-motivated activities. 
Though the tests seem to contribute little to prediction of 
achievement in stock school or university subjects, there is 
some evidence of better correlation with success in more 
advanced courses and research work. On the other hand, the 
highly creative individuals studied by MacKinnon did not score 
particularly well on them. Clearly, creativity is an elusive 
concept, and it is very difficult to arrive at satisfactory criteria. 
Presently available tests seem to have more value than might 
have been anticipated, and better ones could probably be 
devised. 


Divergent thinking tests 


Examples of frequently used tests include Similarities (write 
down as many ways as possible in which a cat and mouse are 
alike); Uses (write possible uses for an empty tin can); 
Consequences (what might happen if everyone in the world 
suddenly doubled in height?) Improvements (suggest ways in 
which this child’s toy could be improved); Patterns (what could 
this (meaningless) pattern be?). Rorschach inkblots can be used 
in the same way, and TAT stories assessed for fluency, 
imagination and humour. 

Torrance employs non-verbal tests such as adding lines to 
complete drawings, or turning circles into numerous different 
drawings. These seem to be less reliable and useful than tests 
requiring verbal responses. Wallach and Kogan urged that the 
latter should be given orally and individually in a relaxed, 
‘game-like’ atmosphere, not as formal tests. But such testing of 
secondary pupils and older students is always conducted in 
group form. Various methods of scoring have been tried, but 
generally they involve tabulating all the responses of a 
representative group, deciding mainly on a frequency basis 
which are unusual or original, and then scoring each testee for 
numbers of unusual responses. This is very time-consuming, 
and apt to be subjective unless a detailed schedule is available. 
Hence the tests are unlikely to achieve widespread or routine 
application as intelligence tests. 
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Crime, Psychiatric Aspects 


HENRY R. ROLLIN 


There are on occasions sensational accounts in the newspapers 
of killings or multiple killings by people who are obviously 
insane. Despite these appalling tragedies there can be no doubt 
that numerically the contribution of the insane to major crime 
is minimal. On the other hand, the evidence is that the 
contribution of the destitute, socially incompetent, mentally 
disordered vagrant to the sum total of petty crime, for which 
they may or may not be prosecuted, is by no means negligible 
(Rollin, 1969). 

It would be academically convenient if there was an 
idiosyncratic relationship between the crime committed by the 
mentally abnormal offenders and the variety of disorder they 
suffered from, but as is pointed out in the contribution on 
VAGRANTS, psychiatric conditions do not lend themselves 
readily to definition nor are any of them mutually exclusive. 
Nevertheless, very broadly speaking, certain varieties of mental 
disorder are related to certain types of crime. 


Mental subnormality 


To the lay-mind the mentally subnormal is usually an individual 
with an intellectual defect only. This stems from the almost 
hypnotic influence of the Intelligence Quotient or the Mental 
Age as an accurate yardstick of mental maturation to the 
exclusion of equally, if not more important factors, such as the 
stage of development of the emotions and the instinctual drives. 
To say, for example, that an individual with a chronological age 
of 18, but with a mental age of 8 has the mentality of a child of 
8’, is arrant nonsense. Itis possible that in so far as his capacity to 
learn new skills is concerned—and this is probably all that 1.Q. 
tests assess with any accuracy—the two are comparable, but in 
all other respects they cannot compare. 

Take, for example, the sexual drive. In the mental dullard this 
may well be just as strong as in the intellectually normal. 
However, because of his dullness his capacity to inhibit his 
impulses may be impaired so that sexual assaults may be, and 
indeed are, not uncommon. Again, because of his inability to 
compete for sexual partners amongst his own age group, for 
either physical or financial reasons, sexual assaults on children 
are not infrequently the tragic result. Furthermore, many of 


these unfortunates are raised in institutions of one sort or 
another so that homosexual conditioning takes place which can 
be continued in later life. 

Because of the immature emotional equipment of the dullard 
impulsive acts committed in rage or temper are not uncommon, 
Equally, because of his incapacity for real feelings of remorse 
the effects of punishment are liable to be nullified or blunted. 

For obvious reasons he cannot plan crimes demanding 
careful and detailed organization, but he can be used as a 
stooge by his unscrupulous and intellectually superior 
associates, He tends to be boastful, and because he is incapable 
of appreciating fully the outcome of his acts, he takes 
unnecessary risks—and is commonly caught. 


Functional psychoses 


The most common examples of these are (1) schizophrenia and 
(2) the affective disorders. 


Schizophrenia 


In its typical form schizophrenia consists of a slow, steady 
deterioration of the entire personality. It involves all the 
departments which make up the mind and may affect one more 
than the other initially, although ultimately all must be 
influenced. 

Taking into account the protean symptoms of this type of 
illness it is not surprising that the variety of crimes committed by 
them is equally great. One thing is certain: there are more 
crimes committed by those suffering from schizophrenia than 
from any other form of mental disorder. 

Very often there is an element of the bizarre about the crimes 
of schizophrenics which makes it quite easy to detect that they 
are mentally ill. For example, one of the patients admitted to my 
hospital was apprehended by the police for ‘walking around 
Regents Park in a fur coat pretending to be an ape’. It is quite 
common for schizophrenics to either expose themselves 
indecently or to strip themselves completely and appear naked 
in public. Very often their crimes are both inexplicable and 
unpredictable. A schizophrenic may steal an egg one day and 
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crack a skull the next. They may be commanded by their 
auditory hallucinations or compelled by the force of their 
delusions to commit antisocial acts. 


Affective disorder 


In effect this is synonymous with manic-depressive psychosis 
which characteristically divides itself into alternating periods of 
mania and depression. In mania the individual suffers from 
psychomotor excitement and if frustrated may very easily 
become violent. Due to a loss of inhibition he may indulge in 
sexual or alcoholic excesses or squander his substance and 
incur crippling debts. More than one family has been ruined by 
the excesses of a person in mania. 

The obverse phase is that of depression in which 
psychomotor retardation is apparent. The terrible tragedy which 
may ensue in this phase is suicide. Not only this, but under the 
influence of delusions of sinfulness and unworthiness, an 
appalling family holocaust may be enacted wherein the 
depressed person may slaughter his family and commit suicide 
afterwards. 


Organic dementia 


This is the end point of a large number of disorders, such as 

senility, cerebral arteriosclerosis and chronic alcoholism, and 

consists of an irreversible deterioration of mental efficiency. 
Due to a failure of judgment and reasoning a person who is 
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dementing may inadvertently commit financial blunders which 
may lead to misappropriation of funds in order to cover up the 
deficiencies. 

Emotional disturbances, due to loss of inhibitory control, may 
lead to irritability and aggressive behaviour or, in extreme cases, 
to acts of violence or to alcoholic or sexual excesses totally out 
of keeping with the pre-morbid personalities of the offenders. 

Neglect of the care of the person can lead to accusations of 
indecent exposure. 


Psychopathic personality 


People suffering from a psychopathic personality are essentially 
amoral rather than immoral. They show the imperiousness of 
children: ‘I want it and | want it now’ is their cry. Very often this 
wantis a gratification of their instinctual needs, not infrequently 
sexual. They are not characteristically prone to violence, but if 
violence is essential in pursuit of this gratification then it is 
unlikely that they will desist from using it, and what is so 
alarming is their total lack of any feeling of remorse for what 
they do and their infinite capacity for rationalization and 
self-justification. 
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Crisis Periods of Life 


E. LINDEMANN 


The concept of crisis has become useful in denoting, not illness 
deserving clinical investigation, but a situation which can be 
clarified and analysed for therapeutic and preventive purposes. 
The crisis situation is conceived to involve one or several 
persons exposed to some form of stress which challenges their 
resources of coping to an unusual degree. 

(1) Such situations may occur as developmental crises, 
analysed in detail by Erik Erikson (1968) in describing various 
phases of personality development in childhood and adoles- 
cence. 

(2) Biological crises, attended by major changes in the 
hormonal aspects of the life cycle, as exemplified by the 
climacterium, called to the attention of psychiatrists by 
Kretschmer (1972). 

(3) Social crises, such as bereavement due to the loss of a 
significant other person, and other situations which involve an 
important change in the social roles of the members of a group; 
as described by Lindemann (1944) and Caplan (1966). 

All these crises have in common rapid change either of 
biological, psychological or sociocultural factors or a combina- 
tion of these which requires mobilization of adaptive resources 
in order to ensure successful survival in the new situation. 

Individual and collective patterns of coping with crisis 


situations are becoming understood through the work of David 
Hamburg in psychiatry (Hamburg and Adams, 1969); Richard 
Lazarus (1966) in psychology and Arnold van Gennep (1966) in 
social anthropology. 

Since crisis situations may be precursors of maladaptive and 
pathological responses, they may provide opportunities for 
preventive intervention. Studies in this field are contributing to 
the development of contemporary community psychiatry. 
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Cultural Anthropology 


C. TULLIO-ALTAN 


This subject is an historical derivation of anthropology or, in 
other words, of classic ethnology. It originated in the USA with 
the school of F. Boas (1854-1942) while the English school of 
social anthropology was established at the same time by A. R. 
Radcliffe-Brown (1881-1955) and B. Malinowski (1884-1942), 
and in France the ethnologic school of Lévy-Bruhl (1857-1939) 
and M. Mauss (1872-1950) thrived. 

American cultural anthropology differs from the English 
school in that it stresses the specifically cultural aspects of social 
behaviour. In this sense cognitive and operational models are 
considered, as well as patterned value orientations, forming the 
cultural background of a given social group, whose collective 
behaviour they guide, as they are shared by the great majority of 
the individuals forming it. The elaboration of a similar concept 
of culture considered as an operative instrument of analysis is 
due in particular to the school of F. Boas, i.e. A. Kroeber, E. 
Sapir, C. and F. R. Kluckhohn, R. Benedict, M. Mead, A. l. 
Hallowell, C. Du Bois, J. Gillin. E. Sapir and R. Linton are to be 
mentioned with regard to the relation between cultural 
anthropology and social psychiatry. 

Linton, together with Freudian psychologist A. Kardiner, are 
authors of a theory of basic personality structure, which bridges 
the gap between the fields of anthropologic research and of 
psychology and social psychiatry. This theory is used to analyse 
how the collective culture of the social group forms the basis of 
the psychic structure of the individuals who compose it, 
indicating that the collective phenomenon ties with the 
individual psychological dimension. Thanks to this concept a 
series of phenomena of great relevance in social life such as 
alienation, frustration, repression, aggressiveness and conflicts 
may be studied, making use of appropriate techniques, not 
exclusively from a sociological, psychological or political 
viewpoint, but from a psychosocial and, concurrently, a 
cultural angle. 

With this approach itis possible to observe how the models of 
culture, together with other factors, play an important role in 
individual and collective psychologic dynamics. Itis possible to 
deduce, not only phenomena resulting from repression (pat- 
terned by culture) of instinctive energy, which is the basic theme 
‘of Freud’s theory of culture, but also individual and collective 
phenomena of frustration and their consequences. These result 
from the contradiction between models of cultural behaviour 


acquired from tradition in the phase of culturization or 
socialization, and the new problems which confront man due to 
the constantly accelerating rhythm of technological and 
economic (and consequent political and social) transformation 
and development of an advanced industrial society. 

These problems are not accounted for by traditional culture 
patterns, which therefore do not prepare the individuals or 
groups to face them. Many forms of mental illness may be traced 
to this, i.e. when unconscious defence processes against the 
anxiety caused by these conditions prevail on the processes of 
conscious and rational awareness of anxiety, and produce 
problematic situations. 

These phenomena of individual and collective disorientation 
are present both in societies with an accelerated rhythm of 
internal development, and in traditional societies which 
encounter difficulties after contact with colonial powers. The 
problems may be observed particularly in groups of workmen 
obliged to emigrate from their birthplace to areas with different 
sociocultural characteristics, for which their culture had not 
prepared them. Manifestations of deviation appearing in groups 
of young people of completely different societies may also be 
analysed and interpreted by means of this anthropologic-cul- 
tural approach. 

An important contribution to psychiatric knowledge was 
given by cultural anthropology with studies on the psychic 
therapies practised by medicine men and shamans on individu- 
als of traditional groups. In the USA the anthropologic school 
Culture and Personality was based on these problems. Psychiat- 
rists such as G. Gorer, E. Horney, and in general the 
neo-Freudian school in the USA with H. S. Sullivan, E. Erikson, 
E. Fromm, G. Roheim, D. D. Jackson, S. Arieti and M. K. Opler 
followed this trend. The so-called Berkeley school with T. W. 
Adorno, M. Horkheimer, E. Frenkel-Brunswick, D. J. Levinson, 
R. Navitt-Sanford has shown interest in this same line of 
research. The above mentioned scholars have achieved techni- 
ques for studying the structure of personality of which they 
make ample use, together with other methods, in their studies. 
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Culture and Society: Bantu Attitudes 
to Mental Health and Disease 


A. HURST 


Plans for an investigation into the attitudes towards mental 
health and disease in an urban Bantu population developed 
during 1964 as preparations for an empirical study entitled 
‘Socio-cultural factors in the psychopathology of a black urban 
group’. The following considerations led to the decision to 
undertake this substudy as part of the larger project. 

(1) Field workers were stationed at Baragwanath Hospital, 
Johannesburg, and machinery and facilities for interviewing 
patients were available. Accordingly it was thought propitious 
to avail ourselves of the opportunity to collect some normative 
data for the establishment of factual information on an area of 
Bantu attitudes and beliefs on which little is known. 

(2) It was also thought useful to collect evidence for the 
psychiatrists in the research team to help them compare their 
picture of mental illness and that of the population they were 
investigating psychiatrically. 


Aims of the study 


The concepts underlying this study were formulated with the air 
of investigating the following suppositions. 

(1) Concept of mental illness. 

(a) Do the Bantu recognize as mental illness those states 

considered as such by Western psychiatry? s 

(b) What is the range of conditions considered to consti- 
tute mental illness? 

(2) Are any states considered to be mental illness by that 
population which are not recognized as such by Western 
psychiatrists? 

(3) What are conceived to be the causes of mental illness? 

(4) What are the preferred types of treatment: Western 
medicine or traditional methods of healing? 

(a) How is the success of these methods of treatment 
evaluated? 
(b) What action is taken if they prove unsuccessful? 

(5) Has a change in attitude towards mental illness, and in 
knowledge about mental illness taken place through 


(a) urbanization, industrialization and Westernization, i.e. 
through the change from a tribal rural to an urban industrial 
environment? 

(b) age-determined changes related to education and 
professional qualifications? 


The sample 
Composition 


The sample consisted of 98 urban, non-psychiatric in-patients at 
Baragwanath Hospital: 100 subjects were anticipated, The 
shortfall was occasioned by difficulties in finding the required 
number of female middle-class subjects of 50 years and over. 


Stratification 


The sample was stratified according to 

(1) Sex 

(2) Age. Subjects were sampled in equal proportion from the 
following age groups: 

18-25 years; 26-30 years; 31—40 years; 41-50 years; 50 years 
and over. 

(3) Class. The sample consisted in equal proportions of 
middle-class and working-class patients. The manual/non- 
manual classification used by Sachs (1962) was applied. 
Married women were classified according to their husbands’ 
occupation, students and scholars according to their fathers’ 
occupations. 


Selection 


Subjects were sampled from the following wards at Barag- 


wanath Hospital: 
General, Surgical, Maternity, E.N.T., Skin, Gynaecological. 
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In effect, the sample was selected from all wards at 
Baragwanath Hospital other than the Pediatric and Psychiatric 
wards and is thus representative of an in-patient population at 
an urban Bantu Provincial Hospital. In order to ensure equal 
loading of cells, the number of subjects from each ward were 
chosen in proportion to the number of patients accommodated 
in each type of ward. 


Administration 


Duration of the interview was from 2 to 3 hours, depending on 
the amount of information the subject could produce. Apart 
from those cases where the patient felt too ill for lengthy 
interviewing and was consequently substituted by another 
patient of the same category, little resistance was encountered 
by the interviewers. 


Social characteristics 


It is postulated that selected demographic and social factors 
influence’ attitudes and the study was therefore designed to 
investigate attitudes to mental health in relation to urbanization, 
education, occupation and other sociological factors. Before 
indicating the interrelationship of these factors, overall charac- 
teristics of the total group will be presented. 


TRIBE 


The major South African tribal divisions, based on van 
Warmelo’s (1946) classification, have been used. The largest 
single group in the sample was composed of Sotho, 56 per cent; 
Northern and Southern Nguni combined account for 30 per 
cent; the balance being made up of Shangaan and Venda. 


MARITAL STATUS 


Married and formerly married people constituted the bulk of the 
sample, 65 per cent; 33 per cent were single and 2 per cent lived 
together in loose unions. 


URBANIZATION 


For purposes of this study a subject was considered to be urban 
if he had a minimum of 8 years continuous residence in the 
urban area. While 59 per cent of the respondents were born in 
an urban area, 14 per cent had lived in an urban area from 
between 8-15 years, 8 per cent from between 15-20 years and 
17 per cent for over 21 years. Of the sample, 58 per cent paid 
periodic visits to the rural area thus maintaining ties with the 
rural environment and intermittently being subjected to the 
attitudes prevailing there. There was no differentiation between 
the sexes in regard to urban/rural birth place. 


EDUCATION 


It was found that 16 per cent of the sample had no formal 
education; 27 per cent fell into Class I, which is considered to 
constitute Literacy Level (Junior and Senior Primary School up 
to Standard V). 

Class Il which accommodates those educational standards 
which allow entry into occupations requiring further training 


comprised: Standards VI. and VII, Standards VIII and IX and 
Standard X. Twenty-one per cent of the sample had attained 
Standard VI and VIl; 32 per cent had passed Standard IX and 
only 4 per cent had matriculated. 


OCCUPATION 


When the sample population was grouped according to 
occupational stratification, it was found that of the middle class 
subjects 15 per cent of the total sample were employed in 
clerical and other allied occupations, 19 per cent fell into the 
professional class (teachers, nurses, etc.), 6 per cent were either 
employed as salesmen or were self-employed in commerce, 
while no information was obtained from 7 per cent. One 
hundred per cent of the male working-class subjects were either 
industrial workers or commercial labourers. In the female 
working-class group the majority, 68 per cent, were domestic 
workers and 4 per cent were industrial workers, while 28 per 
cent had never worked. 

The bulk of the sample consisted of Sotho people, married 
persons, persons born in the urban area, people of medium level 
of education and of moderate occupational attainment. 


Concept of mental illness 


An analysis of the data leads to the conclusion that conditions 
recognized by Western psychiatry as being abnormal, are also 
judged as such by a black urban group. The sample easily 
recognized certain conditions as aberrant, others as normal and 
this assessment fits into the framework of Western psychiatric 
thought. It appears that the factor of cultural relativity does not 
apply and that in spite of cultural differences between white and 
black South Africans, the urban Bantu are subjected to similar 
pressures, which are likely to give rise to somewhat similar 
forms of aberrant behaviour. These forms of behaviour are not 
tolerated by the Bantu group and it would appear from the 
responses of older respondents of rural origin that they were not 
even tolerated under pre-industrial conditions of rural tribal life. 

In their descriptions of behaviour of mentally ill people, 56 
per cent of the interview sample stressed the oddness, strange- 
ness and unacceptability of their behaviour; 7 per cent 
mentioned more specific aspects of abnormal behaviour while 
15 per cent emphasized physiological aspects, such as ‘brain 
not working properly, loss of reasoning power’ etc. Only 13 per 
cent gave tautological responses. 

Check questions which required specific descriptions of how 
a mentally ill person behaved, spoke and what he did, elicited 
responses which could easily be fitted into psychiatrically 
recognized symptom categories. Sixty-four per cent of the 
subjects mentioned disturbed motor behaviour as the outstand- 
ing feature of a mentally disturbed person’s actions, 10 per cent 
highlighted deteriorated habits, 6 per cent emphasized inap- 
propriate emotional manifestations and the remaining 3 per 
cent gave descriptions of symptoms which are classifiable 
under amnesia and dementia. Miscellaneous descriptions 
which could not be fitted easily into psychiatric categories were 
given by the balance of the sample. 

Similarly, descriptions of talk pointed to correct understand- 
ing of pathological verbal behaviour. Examples which indicated 
‘flight of ideas’ were given by 42 per cent of the interview 
sample, delusional and hallucinatory content of talk was 
stressed by 14 per cent; 7 per cent described examples of talk 
indicative of retardation and amnesia and 6 per cent described 
verbal behaviour which would be termed ‘formal thought 


disorder’ in Western psychiatry; 18 per cent gave miscellaneous 
responses. 

Nearly 75 per cent of the sample stressed that such conditions 
were not ordinary illnesses because the behaviour was in 
contrast to what is generally considered normal, while 10 per 
cent claimed that the absence of physical illness in such 
conditions distinguished it from ordinary illnesses. Of the total 
sample only 5 per cent had never witnessed mental illness, but 
those who had, thought that others would share their views as to 
its aberrant nature. 

All descriptions of behaviour of mentally ill persons were 
clearly examples of psychotic behaviour. None of the symp- 
toms mentioned pertained to psychoneurotic conditions. It 
would appear that grossly disturbed behaviour is recognized as 
aberrant but that the finer differentiation on the more subtle 
level of adjustment/maladjustment of personality disorder is 
either not noticed or notacknowledged as being abnormal. This 
observation is in line with findings in the NORC Survey (1950) 
where in descriptions of mental illness interviewees, at first 
questioning, differentiated between ‘insanity’ and ‘nervous 
conditions’ but under further explicit questioning tended to 
equate mental illness with severe psychoses only. 

Further support for this observation is offered by Leighton and 
Hughes (1961) who noted among the Yoruba that many kinds of 
psychoneurotic symptoms and personality disorders are per- 
ceived by them. They were not, however, elicited by questions 
regarding mental and emotional illness. The authors state that 

‘the above viewpoint is not at much variance with that held by many 
people in Europe and America. Indeed, except for those whose 
education has been influenced by psychiatry, most would join the 
Yoruba in feeling that the symptoms of psychoneurotic and personality 
disorders do not fall within the range of what one generally means when 
one speaks of illness.’ 

This equation of mental illness with the more gross and 
Violent forms of aberrant behaviour in our sample therefore 
does not appear to be a factor of cultural differences but rather 
typical for opinions held by the average of a population. 

Findings regarding the universality of conception of normal- 
ity discussed above gain further support from responses 
obtained to descriptions of a number of psychopathological 
conditions which were read to the informants. The following are 
details of opinions regarding normality/abnormality. 


Delirium 


Of respondents 51 per cent claimed to have seen people behave 
inthe manner described. Nearly all considered this condition to 
be abnormal. 


Dementia 


Of the 38 per cent of the sample who had seen people in this 
condition, 86 per cent judged their behaviour to be abnormal, 
only 14 per cent considering it normal. 


Catatonic stupor 


This condition was known to 46 per cent of the subjects. Almost 
all of them considered it to be abnormal. 


Mania 


This state had been witnessed by 44 per cent of the subjects of 
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which again most thought it to be an abnormal form of 
behaviour and only 16 per cent regarded it as normal. 


Anxiety state and panic 


These conditions were familiar to only 19 per cent of 
informants; 84 per cent judged these to be abnormal forms of 
behaviour; 11 per cent considered them to be normal and 
irrelevant responses account for 5 per cent of opinions. 


Hysteria 


This was known to 29 per cent of the sample. Of these, 61 per 
cent described it as an abnormal form of behaviour, 28 per cent 
considering it normal. No opinion or irrelevant answers were 
given by 11 per cent. 


Depression 


Seventy-one per cent of informants stated that they had never 
seen people in this condition, leaving only 29 per cent who 
claimed familiarity with this illness. Of these about two-thirds 
judged it to be an abnormal form of behaviour, one-third 
regarding it as normal. 

The small percentage of persons who claimed familiarity with 
‘anxiety state and panic’ is suprising. It is possible that this 
condition, as described in the interview schedule, may not often 
be observed by them in this combination. Panic which is more 
obvious is less frequent than the manifestation of ordinary 
anxiety state which, because of its lesser obtrusiveness may well 
escape notice. The results therefore may not show much 
differentiation from an equivalent Western group. Findings in 
the NORC Survey (Star 1955) showed that only 20 per cent of 
the sample recognized the specific case of anxiety neuroses as 
an example of mental illness. 

Results pertaining to depression and hysteria show some 
divergence from the observed trend of unanimity of Western 
thought. The small proportion of respondents (only 29 per cent) 
who stated that they had seen people in a state of depression is 
of interest in view of the recurrent claim of rarity of depression 
among African people. The high percentage who considered it 
to be normal (32 per cent) lends support to the suggestion of 
greater tolerance among a Bantu group for depressive condi- 
tions on account of the socially less disturbing and the less 
disruptive features of this illness. 

The fairly small.proportion of subjects who claimed familiar- 
ity with hysteria (29 per cent), however, is unexpected as it is 
thought that this condition is very common especially among a 
less sophisticated group. One possible explanation for the 
paucity of numbers who admitted having witnessed people in 
this condition is the fact that ‘hysteria’ was the last of the nine 
descriptive conditions presented to the sample for their 
evaluation and that by that time fatigue and boredom with the 
interview procedure had set in, which resulted in fewer subjects 
being prepared to give positive replies. If they denied having 
seen people behave in the manner described no further 
questions were asked of them while a positive reply led to 
further questioning regarding cause, treatment, other people’s 
attitudes, etc. It is therefore suggested that the small number of 
positive replies regarding acquaintance with hysteria is an 
artifact of the interview procedure and not a true reflection of 
the rarity of this illness. The fairly large number of people among 
those who admitted having witnessed this state and who 
thought of it as normal (28 per cent) is no doubt determined by 
the cultural significance of Ukuthwasa. 
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Normal anger and normal grief 


These were viewed as normal by nearly all informants who 
admitted having seen people behave in this manner, lending 
further support to the contention of absence of cultural 
differences in the conception of mental illness. Leighton and 
Hughes’ (1961) conclusion that none of the total collection of 
symptoms they amassed stood out as being unsuited to one or 
more of the symptom categories commonly employed in 
psychiatry, is in agreement with our findings. 


Comparison with Western culture 


It is thought that results would be similar if the same set of 
questions were given to an equivalent Western population. 
Recent findings in Baltimore support this contention (Lemkau 
and Crocetti 1962). The authors found that their sample 
population was able to identify descriptions of behaviour as 
indicative of mental illness. 

Case histories presented to subjects were those of a paranoid, 
a simple schizophrenic and an alcoholic, and 91 per cent, 78 
per cent and 62 per cent respectively identified these cases as 
mentally ill. The authors found a high proportion of the least 
educated (less than 5 years of formal education) who were able 
to identify all three cases. The population which constituted the 
Baltimore sample came from a relatively low socio-economic 
group with a low median family income (by American 
standards) and is thus comparable in many respects with our 
Bantu sample. It would therefore appear that the number of 
people in our sample who gave deviant responses to descrip- 
tions of mental illness and those who could not give correct 
instances of mentally disturbed behaviour are not aberrant on 
account of cultural differences but are rather typical of any 
population with a low average level of education. 


Witchcraft 


Only one mental condition was found in which cultural 
standards of normality played a part and where concept and 
treatment were viewed in a different way from that accepted in 
Western psychiatric thought. This refers to the condition known 
as ‘Ukuthwasa’ or ‘Ukuprofite’, which is thought of as an 
indication of having received the call to become a witchdoctor 
or a prophet. In ‘Ukuthwasa’ visits and voices from ancestors are 
perceived in dreams as well as in the waking state. In 
‘Ukuprofite’ divine spirits visit or call. The voices affirm that the 
subject is being called upon’ to undergo training to become a 
witchdoctor or a prophet (‘Umprofita’), depending on the 
religious orientation, traditional or Revivalist Church, of the 
person thus singled out. ‘Ukuprofite’ is the more recent concept 
associated with the coming of Christianity. 

It is thought that many people in the early and socially less 
disturbing stages of schizophrenia where markedly withdrawn 
behaviour is often displayed and where they are often observed 
sitting in immobile positions (possibly identifiable as catatonic 
stupor) apparently listening to voices inaudible to others, are 
considered to have thus been chosen. The awe and respect 
accorded by the group to the afflicted persons are directly or 
indirectly conveyed to them and they will often consciously or 
unconsciously pattern their subsequent behaviour in accor- 
dance with the elevated position assigned to them. Many 
African schizophrenics interviewed during the field work at 
Baragwanath Hospital and at mental hospitals had undergone 
two or even more years of intensive training in ‘Ukuthwasa’ or 
‘Ukuprofite’ until their illness became too disruptive and 


disorganizing so that they had to eventually be brought to 
hospital. 

Once the idea of having been ‘called’ has been accepted by 
the afflicted persons, their behaviour will follow the pattern 
expected of them. In company, either at Revivalist Church 
meetings or at ritual tribal gatherings, they will start off by 
heaving dramatically, chanting, dancing in an increasingly 
trance-like manner and eventually falling and writhing on the 
ground, often foaming at the mouth. These fits may last from 5 to 
15 minutes and on waking, the victim will as a rule receive 
sympathetic attention mingled with admiration. Except for the 
genuine epileptics, this behaviour when not due to schizo- 
phrenia, is a symptom of conversion hysteria. 

These are some of the behaviour patterns considered normal 
by a number of our respondents and account for the high 
percentage of ‘normal’ judgements given to descriptions of 
conversion hysteria and the smaller number of ‘normal’ 
assessments of catatonic stupor. 


Cause of mental illness 


As anticipated, a wider divergence from Western psychiatric 
thought became apparent when attitudes regarding aetiology of 
mental illness were examined. Yet, the percentage of those who 
attributed mental illness to traditional factors, such as the 
practice of witchcraft, evil doings of sorcerers, medicine men 
and ‘tikoloshes’ for reasons of jealousy, revenge and retribution 
for neglect of ancestral duties, was comparatively small. 

When ideas regarding cause were investigated in the more 
generalized section of the interview schedule where the 
subject’s concept of mental illness was followed by questions 
pertaining to cause, 24 per cent of the sample attributed 
causation of mental illness to witchcraft. Excessive mental strain 
was given as cause by 27 per cent; 17 per cent mentioned 
physiological factors such as brain injuries, ageing, long illness 
etc., and 10 per cent viewed alcohol and drug consumption as 
causative factors. No opinion was expressed by 22 per cent of 
the sample. 

When the cause of specific conditions described was 
investigated, the following results were found. 


Delirium 

Of those familiar with this condition, 14 per cent attributed it to 
witchcraft, the balance of the sample giving more scientifically 
acceptable aetiological explanations such as excessive drug 


and alcohol consumption and excessive mental and physical 
strain. 


Dementia 


Only 8 per cent thought that this condition was caused by 
witchcraft. 


Catatonic stupor 


Nine per cent of those who acknowledged knowing this 
condition considered it to be due to witchcraft. 


Mania 


Thirty per cent of the respondents familiar with this condition 
thought of it as being caused by witchcraft. 


Anxiety state and panic; hysteria; depression 


Eleven per cent of those familiar with these conditions 
considered them to be the result of witchcraft. 

Again, reactions to depression are of interest. Seventy-five per 
centattributed it to mental and physical strain, yet 32 per cent of 
those who had seen a depressed person had judged this 
condition to be normal. This overlap of 7 per cent shows that in 
the opinion of a number of our respondents some normal forms 
of behaviour can be caused by psychological and physiological 
strain. It appears that the sample considered itself to be more 
sophisticated and Westernized than the general population. 
While only 23 per cent themselves viewed traditional factors as 
causative of mental illness, 54 per cent attributed this opinion to 
others. Statistical computations showed this difference to be 
significant at the 0.05 per cent level of confidence. 

Differences between what the interviewees themselves 
believed constituted aetiology of mental illness and to what, in 
their opinion, their parents would attribute it, were also 
significant at the 0.05 per cent level of confidence. In this case 
the significant difference lay, in the subject’s opinion, in the 
more traditionally oriented, less scientific views of their parents. 

Interviewers were asked to probe for further information 
when subjects gave ‘witchcraft’ as a cause of mental illness. It 
was considered to be of anthropological interest to record 
actual examples of methods of witchcraft as conceived by 
subjects. The following is a short descriptive section presenting 
some of the less known methods by which witchcraft is thought 
to be practised on victims. 


Witchcraft 


A point of general interest is the frequent statement by 
informants, in respect of customary treatment methods, that 
many people consult a witchdoctor but do not readily admit to 
this. They will go to hospital or have recourse to Western 
medicine only when they have failed with a witchdoctor. 

The ‘Tokoloshe’, often also designated ‘the short one’, plays a 
great role in all descriptions of witchcraft. Among the Xhosa he 
is said to have the power to become visible or invisible at will 
through the use of a smooth stone. 

Among our respondents some believed that ‘madness’ could 
be caused by ‘Abathakathi’ (witches) who would send the 
‘Tokoloshe’ to the victim to take possession of him and drive or 
chase him. The ‘Abathakathi’ also send animals to lure people 
to wander around at night thus causing insanity. 

The ancestors, ‘Abadimo’, also play a part inthe causation of 
insanity by inflicting it upon those who neglect certain 
ceremonial rites, and upon those who refuse to obey the call to 
become a witchdoctor. ‘Umoya’ (spirits) may cause people to 
become restless as an indication that the ancestors wish them to 
become an ‘Iryanga’ (witchdoctor) or a prophet. A similar 
opinion is apparent in those statements which indicate that 
some forms of behaviour are typical of those who have been 
called to ‘Twasa’. > 

The patient may herself be a witch whois being visited by the 
spirits of the people she has killed, a just retribution for her evil 
deeds. A witch may use a person as an “Umkhova’ (Zulu), or 
‘Isithunzela’ (Xhosa). A 

The following is a detailed and particularly horrifying 
description of witchcraft and represents a belief widespread 
among Nguni speaking people. A person with ‘Mafufunyana’ or 
‘habia’ (hysteria—almost exclusively found among women) 
will start calling a name that is unknown to her family. She then 
cries, runs away, and can be neither stopped nor traced. She will 
die, and the person who has bewitched her will use her as an 
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‘Umkhovu’. An ‘Umkhovu' is one who dies and is buried in the 
ordinary manner, but whose body is exhumed at night by 
witches and then revived with magic medicines. Her tongue is 
cut out and the victim is kept hidden in the witch's house in the 
forest and is said to do errands for the witch at night. The 
‘Umkhova’ or ‘Isithunzela’ may be friendly or hostile, helpful or 
harmful. They can be seen, but only at night, and the rattling of 
their bones and their whistling (for they cannot talk without 
tongues) can be heard. 

According to information supplied by one of the interviewers, 
a sociologist, the practice of Xhosa people in the Cape of 
keeping a body for a number of days until it starts decaying, is 
due to this belief, since witches are only interested in fresh 
bodies. 

Detailed descriptions of ingredients of medicines and 
methods of witchcraft were given by a number of respondents. 
Thus, if one obtained dirt from an enemy's body one could send 
it to a witchdoctor to mix with other medicines. As soon as the 
mixture is prepared the victim would become affected. Enemies 
may also cause ‘kaffir poisoning’ with the assistance of a 
witchdoctor. Witchdoctors in turn may cure people by means of 
‘kaffir poisoning’. A further method of inflicting mental illness is 
by taking juice from a certain plant and mixing it with dung. 
After scratching a section of a path that the victim is expected to 
cross, the mixture is poured into the spot so that when the victim 
passes this point she would immediately start crying like an 
animal and become insane (this particular method is used for 
women only). To achieve the same end a witch may take a piece 
of clothing and treat it with medicine, so that the owner would 
be affected. The skin of a snake may be used for the same 
purpose. 

Another description attributes the illness of a particular 
woman to a man who loved her, who obtained a pot of medicine 
mixed by a sorcerer, stirred the contents while calling her name, 
whereupon she immediately ‘went mad’ and ran to where he 
was. 

The eating of ‘morogo’, wild spinach, is also mentioned as a 
cause of mental illness. One respondent stated that ‘morogo’ 
developed into a frog in the patient's stomach. 

Similar to ideas found, probably still to this day, amongst 
certain peasant groups in Europe, lovers’ jealousy plays an 
important part in the practice of magic. One informant told of a 
young woman whom he knew who had become insane 
probably as a result of love potions given her by many lovers. 
The potions combine in her blood, causing the adverse effects. 
In the instance of a man, medicines which caused him to fail 
materially, also produced insanity. 

The theme of jealous lovers, jealous co-workers and 
unspecified jealous persons who use ‘medicines’ to affect the 
workings of the brain recurs frequently in statements by 
respondents, and seems to be in line with the belief in the ‘evil 
eye’ so often encountered in superstitions among Western 
people. 

The above illustrations do not cover existing beliefs among 
the Bantu generally with regard’ to witchcraft, but are merely 
examples of some of the more detailed descriptions obtained 
from our sample regarding means and methods of witchcraft. 


Treatment of mental illness 


Preferred methods of treatment 


Preferred methods of treatment were in line with findings 
regarding causation; almost the identical number of respon- 
dents who thought the cause of an illness to be witchcraft 
advocated traditional methods of healing, while a small 
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proportion of those who gave a scientifically acceptable 
explanation as to cause of mental illness chose a combination of 
traditional and Western methods. The majority of those who 
held Western psychiatrically acceptable ideas of aetiology 
preferred Western methods of medicine. 

Over three-quarters of the sample were of the opinion that 
mental illness could be treated, only 2 per cent thought it could 
not, and 20 per cent gave no opinion. In response to the more 
generalized questions pertaining to treatment methods, 23 per 
cent of the sample voted for traditional methods of treatment. 
Western medicine was chosen by 53 per cent, half of these 
responses indicating hospital treatment, the other half 
specifically stipulating treatment in mental hospitals. A combi- 
nation of traditional and Western methods was preferred by 15 
per cent of respondents, as a rule suggesting witchdoctors first 
and hospital treatment when the former method proved 
unsuccessful. The balance of the sample expressed no opinion. 
When subjects were probed with questions regarding treatment 
methods which had been applied to a mentally ill person known 
to them, miscellaneous answers included faith healing, 
prophets, social workers, custody in police cells. 

Methods of treatment applied to mentally ill persons known 
to informants, and their relationship to the period at which 
treatment took place, showed no statistically significant differ- 
ence (using chi-squares), nor did treatment methods and the 
locality, i.e. urban or rural areas, in which treatment was sought. 


Success of treatment 


Of those respondents who expressed opinions on success of 
treatment, (53 per cent of the sample) 13 per cent held no hope 
of cure, 81 per cent believed treatment to be successful, while 6 
per cent gave non-committal replies (‘some die, some get 
cured’), 

The outcome of treatment experienced by mentally ill 
persons known to subjects was negatively assessed by 32 per 
cent of those who responded, while two-thirds thought that the 
treatment resulted in complete or partial cure. 

There seems to be a shift towards more scientific treatment 
methods in an urban Bantu group. More people advocate 
Western treatment being applied. In fact, one-third of respon- 
dents who reported application of traditional methods of 
treatment to mentally ill persons known to them opined that 
Western medical methods are generally used in the treatment of 
the mentally ill. 

No statistically significant relationships were found between 
(1) preferred methods of treatment and estimated success; nor 
(2) empirical methods of treatment and demonstrated success. 

As with attitudes pertaining to causation, in each pathological 
condition described, nearly double the number of subjects who 
themselves advocated traditional methods of treatment 
believed that others would advocate these, indicating again a 
self-concept of greater sophistication and a more scientific 
attitude. Conversely, approximately only half the people who 
themselves thought that Western methods should be applied 
ascribed this opinion to others. There was little differentiation 
among the people who themselves preferred a combination of 
Western and traditional methods and who thought that others 
would prefer these methods. 

Acculturation factors are shown to be at work when rural and 
urban residence and methods of treatment are examined. 
Subjects were asked after each description of a psychiatric 
condition what, in their view, were preferred methods of 
treatment in (a) rural and in (b) urban areas. 

In almost every instance more than double (often as many as 
four times) the number of respondents considered traditional 


methods of healing to be more customary in the country than in 
the towns. Regarding treatment in urban areas, the same 
proportion of informants considered Western methods to be the 
preferred mode of treatment. The only exception occurs with 
hysteria, where Western methods are never men- 
tioned—neither in town or country—as a preferred treatment 
method. 


Change in types of mental illness 


Of those subjects over 30 years of age who expressed an 
opinion two-thirds thought that no new illnesses had emerged 
under urban living conditions which are not known in rural 
areas, but one-third felt that new types of illnesses had 
appeared. These were ascribed to drugs and alcohol, excessive 
mental strain, poor living conditions in the urban areas and the 
absence of strong family ties. The majority stated that Western 
medical treatment was used. In the same age category of 
informants who expressed an opinion, 15 per cent thought that 
illnesses are found in the country which people in towns do not 
get. These are caused by witchcraft and ancestral acts of 
retribution and traditional methods of healing are thought to be 
applied for them. 

Nearly all subjects under 30 years of age claimed not to have 
heard from older people of mental illnesses which (1) used to be 
common and are no more found and (2) were unknown but are 
encountered today. 


Conclusions 
Hypothesis | 


Hypothesis I which stated that behaviour considered aberrant in 
Western culture may be acceptable within a Bantu culture 
because of magical and religious explanation for it, was not 
borne out by results. Not only did the respondents’ descriptions 
of what constituted mentally disordered behaviour tally with 
forms of behaviour assessed to constitute mental illness in 
Western psychiatry but their assessment as to normality/abnor- 
mality of the descriptions of mental illness presented to them, 
produced in each instance a very high estimate of ‘abnormal’ 
assessments. This is in line with findings of investigations in 
Western cultures. 

Although magical and religious explanations for mental 
illness in general was given by a quarter of the sample and a fair 
proportion of respondents identified specific illness in each case 
as being due to witchcraft, idea of cause does not seem to affect 
assessment as to the abnormality of the behaviour. 


Hypothesis II 


Hypothesis ll has also not been supported by findings. 
Chi-squares between various indices of urbanization and 
concept and cause of mental illness showed no statistically 
significant differences. 


Hypothesis III 


Hypothesis III which postulated that there are no forms of 
behaviour considered aberrant by a Bantu group which are not 
considered aberrant as well by Western psychiatry was 
supported by the results. No descriptions of forms of behaviour 


emerged which could not easily be fitted into existing psychiat- 
ric categories. 


Hypothesis IV 


Hypothesis IV postulated that causation of mental illness in 
African tribal society was thought to be due to bewitchment or 
supernatural forces but that due to acculturation a change has 
occurred among an urban Bantu group. However, it was 
postulated that to a large extent these beliefs still continue to 
exist. This was partially supported by findings. 

Chi-squares between various indices of urbanization and 
ideas regarding cause of mental illness showed no statistically 
significant differences which implies that urbanization criteria 
as conceived in this investigation seem to have no bearing on 
ideas of aetiology of mental illness. However, the fact that 
chi-squares between a subject's idea of cause of mental illness 
and the idea in which, in his opinion, his parents hold were 
significant, indicates the postulated change in attitudes in an 
urbanized Bantu group. 

The fact that a quarter of respondents considered witchcraft to 
be the cause of mental illness when the more generalized 
questions regarding the cause of mental illness were asked, and 
in each case of specific illnesses never fewer than 8 per cent 
attributed it to witchcraft (even as many as 30 per cent in mania) 
points to the still widespread belief in magic and supernatural 
factors as causative of mental disorder. 

This finding is in line with impressions gained from personal 
communications with Bantu social workers and psychologists 
that, rather than a decrease, there is an increase in the popularity 
of witchdoctors in the urban area of Johannesburg and the Reef. 
In contrast to what would be expected, professional and 
middle-class people in particular make use of the 
psychotherapeutic services of witchdoctors. These visits to 
witchdoctors are kept secret and are usually denied as they 
would interfere with the image of the educated Bantu in the 
community. As far as the less educated population is con- 
cerned, feelings of insecurity and anxiety caused by pressures 
and demands made by an urban, industrialized and Wester- 
nized society on a group in a stage of cultural transition would 
also account for the great demand on the psychotherapeutic 
skills of witchdoctors and diviners. 


Hypothesis V 


Hypothesis V regarding the interrelationship of ideas of cause of 
mental illness and preferred methods of treatment was clearly 
supported by the results in that there was agreement between 
the proportion of people giving a magical explanation for the 
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cause of mental illness and those who advocated traditional 
methods of healing, as well as those who gave scientifically 
oriented reasons for the aetiology of mental disorders and those 
who preferred Western methods of treatment. 
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Culture and Society: Indian Peasant 


Mentality 


N.S. VAHIA 


In India the vast majority of people live in villages, with a 
population ranging from a few hundred to about a thousand or 
more. Means of communication between the villages by rail or 
road are poor. In most villages, there is no sanitary system or 
water supply and the people depend on local wells from which 
water is drawn by hand. Electricity for household consumption 
and for industrial purposes has only recently become available 
in most of the villages. Educational facilities up to primary 
school level are often available. A peasant in such a village is 
satisfied to play his traditional role in the life of acommunity. He 
would accept the limitation of his intellectual capacity for 
reasoning and logic and faithfully believe in phenomena 
beyond his comprehension; for example, he would believe that 
the universe is functioning according to the plan of its Creator 
and each living organism in it would function during its life span 
according to His predetermined plan. 


Family system 


In the villages, the general trend is to live and work together ina 
family. In such a family, the most senior member (grandfather or 
uncle) takes all the major decisions, as age is respected and any 
tendency to question his authority is considered disrespectful. 
Even overt expressions of love or affection to the wife or 
children in the presence of elders is not encouraged. School 
education is limited to the first few years of life, after which the 
boy gradually takes up the training in the hereditary vocation 
under the guidance of the elders and when trained he becomes 
a partner in the family business or profession. It is not 
uncommon to see physically, mentally or socially handicapped 
members tolerated or even accepted without much embarrass- 
ment in such a family. 

A woman’s role is complementary to that of man. School 
education is not considered very necessary for her, as she is 
primarily trained to become a good housewife and mother. She 
is married at early age in her caste and subcaste according to the 
wishes of elder members. Marriage is a bondage for life and not 
a contract that can be terminated by mutual consent. If the wife 


dies, the husband may marry again, but in many communities, 
widow re-marriages are not encouraged. After the marriage, 
tensions between daughter-in-law and mother-in-law are 
common. The woman’s role as a mother or grandmother is 
however more satisfying, because she plays a greater part in the 
life of the child, as the father is customarily not supposed to 
show emotional attachment to the children, particularly in the 
presence of elders in the family. 

Overt aggression is not permissible, but it finds subtle 
expression in social relationships and even in the political field; 
for example in a civil disobedience movement for the country’s 
independence. From the point of view of psychological 
medicine, conflicts centred around the aggressive instinct 
perhaps, play a greater role than psychosexual conflicts in the 
development of different types of psychiatric disorders. 


Caste system 


The village community is divided into four major groups called 
castes: (1) farmers and other manual workers; (2) merchants that 
look after business and money lending; (3) warriors that look 
after the protection of the community and its people; and (4) 
Brahmins devoted to education, medicine and religious prac- 
tices. 

In every village, there is a small community that performs the 
duty of removing human excreta and the disposal of dead 
animals. The members of that community are not permitted to 
mix with other castes and were till recently considered 
untouchables. Although untouchability is prohibited by law, 
the stigma associated with this caste still remains. Members of 
each caste carry on their hereditary vocation and in course of 
time, develop their own peculiarities that broadly characterize 
them. 

Farmers and other manual workers, although constituting the 
majority of the village population, suffer from a feeling of 
inferiority because of their dependence on the ruling caste for 
protection, merchants for economic help and Brahmins for 
education. 
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The warriors produced rulers in the past. As their duty is to 
protect the community, they are more aggressive by nature. 
Amongst them there is greater freedom for eating meat and they 
are more free with wine and women. 

The main preoccupation with the merchant class is collection 
of wealth and in this business they are often very aggressive, 
although they believe in the concept of ‘Ahimsa’ (non- 
aggression). Being comparatively rich, they help in the building 
of temples, hospitals, schools and broadly take part in the 
village development programmes. 

Brahmins claim superiority over others because of their study 
of philosophy and privilege to perform religious ceremonies. 
They are often well versed in the scriptures. Respect for elders is 
much greater amongst them. They live a life of self-discipline 
and do notasa rule eat meat or drink alcohol. Sexual freedom is 
also not encouraged. A daily bath and prayers are necessary 
rituals particularly in a Brahmin’s daily life. 

Muslim peasants have their own castes and subcastes, not 
based upon their vocation as amongst Hindus, but depending 
upon their religious beliefs and religious heads. Amongst them 
also, the joint family system is prevalent and intercaste 
marriages are uncommon. 


Religion 


Religion is an integral part of a peasant’s life. In every house 
there is a place of worship for a god or goddess or less frequently 
for a religious leader or scriptures. In every village there are 
large numbers of temples for different subcastes. Thus every 
temple has its own group of devotees, although most of the 
temples are open to the public. It might be noted that Hindu 
temples are meant only for Hindus. Gods and goddesses are 
respected like parents, in the sense that they are to be 
worshipped and admired to obtain desired rewards as all 
successes are supposed to be due to their blessings. They are 
also to be feared, as they might bestow punishment for 
misdeeds. 

Wherever there is a Muslim population, mosques are built 
near the burial grounds. Although mostly meant for their 
prayers, Hindus often visit these religious places for treatment of 
supernatural afflictions as priests in the mosque are also 
supposed to have special powers to remove evil influences just 
like the priests at temples. 

Faith in supernatural phenomena is great. All phenomena not 
understandable by them are considered to be the results of 
supernatural forces. Most of these forces are evil in nature. Evil 
spirits may take any form—human or animal; they may harm 
anyone by cursing or by giving food or water or by casting an 
evil eye. The result might be a physical or mental illness. Evil 
spirits are generally considered controllable by good forces like 
deities. The priests of these deities at the temples have special 
knowledge of the witches and other evil spirits and the methods 
for removal of their evil influences. They are almost always 
consulted for any illness and they advise different kinds of 
ceremonies to propitiate the gods for removal of these 
influences. 


Astrology 


Faith in astrology is also great. It is considered that the 
constellation of stars at the time of birth decides broadly not 
only the life span but also the major events of a person’s life. In 
every village, there is at least one astrologer, who is considered 
to be an expert in preparing and reading astrological charts. By 
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mathematical calculations, he can describe the events of the 
past and future. He is consulted for marriages as he can predict 
the compatibility or otherwise of the partners and, therefore, his 
consent is necessary before arranging a marriage. 


Ayurveda 


Ayurveda, the ancient system of medicine, is prevalent in India 
particularly in villages. One of its basic concepts is that the body 
consists of three humours—Vayu, Pitta and Kapha. Psychologi- 
cal and physiological functions depend upon the organization 
and integration of these three humours. Even when well 
integrated there is a predominance of one of the humours that 
characterizes the personality of a person causing Vayu prakriti, 
Pitta prakriti or Kapha prakriti. These constitutional peculiarities 
decide vulnerability towards the development of the corres- 
ponding physiological or psychological disturbances due to 
morbid imbalance of the healthy humoural equilibrium under 
physical or mental stress. The selection of the viscera and the 
type of the disturbance depends upon the prakriti and external 
factors. The treatment of the resultant disorder consists of 
reorganization of disturbed humoural functions by drugs and 
other practices. 

The Ayurvedic pharmacopeia describes the use of different 
parts of a variety of herbs, plants, mineral and animal substances 
from which drugs are prepared by special processes. Each drug 
may act on different viscera in a different manner depending 
upon the patient's prakriti and therefore, the usual Ayurvedic 
prescription consists of a mixture of drugs for their synergistic 
action on the disturbed bodily or mental functions and 
minimum side effects on the body as a whole. Thus, Ayurvedic 
therapy does not affect the diseased viscera only. It is holistic in 
approach and recognizes the role of social and psychological 
factors in the development of disease. 

Many misconceptions partly based upon the misinterpreta- 
tion of Ayurveda are prevalent, for example, somatic expression 
of psychiatric disorders is very common and it is related to 
misconception that Vayu (gas) circulates in the body and might 
be localized in certain parts giving rise to bodily disturbances, 
e.g. it might be localized in the head causing headache or in the 
chest causing heart trouble or in the abdomen causing 
abdominal pains, constipation or diarrhoea, or in the limbs to 
cause weakness. 

Another such concept is concerned with semen. It is 
considered that it is the most vital fluid. From rich food, good 
blood is formed, and from a large amount of blood, a small 
quantity of semen is formed. It must be preserved because it is 
responsible for vitality and virility. If itis lost by sexual excess or 
masturbation, it would cause weakness, and loss of semen 
might lead to illnesses ranging from impotence to psychosis and 
from headache to tuberculosis or cancer. Thus, many sicknesses 
are explained in terms of weakness of the semen and many 
drugs in Ayurveda have been prescribed for strengthening 
semen. 


Change 


In a primarily agricultural country with poor means of com- 
munications, this way of life has continued for thousands of 
years. A joint family and caste system have created a sense of 
belonging to the family and community. Philosophical beliefs 
have provided motivation for living, as the purpose of life 
according to them is to lead the right kind of life by serving the 
family and community, so that having fulfilled its function, the 
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soul would be liberated from the bondage of recurrent cycles of 
rebirth and merge with the Maker. 

However, in the last twenty-five years, after independence, 
life in the villages is going through rapid changes. With 
improved facilities for education, changes in the village 
administration and improved banking facilities, members of 
different castes no longer play their traditional role. With 
increased transport facilities, availability of higher education 
and industrialization, the young people are attracted towards 
larger towns and cities for better opportunities. As a result of 
these changes, the joint family and the caste systems are 
gradually crumbling. There is a shift of emphasis from the 
fulfilment of obligations to the demand for rights and privileges. 
Instead of being passive observers as in the past, people want to 
be active participants not only in the management of their 
village or the state, but even the country. These trends are 
changing the pattern of life in the villages and the mentality of 
the peasants. 
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Culture and Society: Organization 
of the Traditional African Family 


H. COLLOMB 


The social organisations and culture of the negro races living 
south of the Sahara vary according to environment (forest, 
savannah), livelihood (pastoralism, agriculture, fishing) and 
foreign influences (religion, colonization and more recent 
technical and administrative invasions). 

However, beyond these differences of languages, customs 
and social heritage, a broad cultural unity is clearly apparent, 
comparable in range and cohesion to that of Western Europe, 
the Islamic world or India. Expressions such as Africanism and 
negro consciousness refer to this unity. It is then to some extent 
possible to speak of African society, African culture and the 
African family in the singular. 

The word ‘traditional’ is ambiguous. Tradition never ceases to 
change; these changes vary in rapidity and force. Tradition here 
refers to what existed before the massive invasion of Western 
culture and is still in existence in rural areas. 

My experience being primarily in Senegal, the ensuing 
considerations are drawn from the ethnic groups of Senegal, 
which are 75 per cent rural and peasant. Primary sectors of 
activity occupy 80 per cent of men in work (agriculture, 
pastoralism and to a lesser extent fishing). 


Social and cultural structures 


The social and cultural structures within which the traditional 
family is organized consist of ancestry, the systems of marriage 
and kinship, traditional education and age groups. 


Ancestry 


The individual is identified in and through his ancestry. His 
place in society, his role and status are not defined by factors 
such as profession, level of education or training, income, social 
class, but by his ancestry and his position within it. Family is 
experienced as a collective whole and forms a complete 
structure of social security, organized more on principles of 
solidarity than of authority. The oldest person is the most 


listened to, but he does not command the others; decisions are 
made collectively. 

In patriarchal systems, kinship, hierarchy and the inheritance 
of possessions follow the male line of descent; women remain 
outside this. In matriarchal systems descent in the female line is 
the determining factor: the head of the family is the representa- 
tive of the oldest woman. Surname, possessions and lands are 
inherited through the female line. In this system it is the mother’s 
brother who exercises the real authority over a child. Very often 
the two systems are interwoven. 

The influence of ancestry has not diminished greatly in 
animist societies which have undergone few cultural changes. 
By introducing descent in the male line Islam has strengthened 
the father’s authority over mother and children. 


Marriage within the group 


Marriage within the group is still the preferred form today 
(endogamous firstly by kinship, then by caste and race). The 
choice of partner is not left to the individual; it is a matter for the 
family group. The choice is made among relations according to 
family interests. Tradition also influences marriages: marriage 
between cross-bred cousins is a pattern sought after for the 
cohesion of the group, but it has its dangers as well, for if it is 
unsuccessful, it constitutes a menace to that cohesion. 

The wife's family must receive compensation for the loss of 
one of its members; this is the origin of the dowry, the excessive 
size of which often holds up a marriage or the union of the 
couple after it. 

A man’s prestige is measured by the number of wives he has: 
polygamy is still very common. Divorce is also common; it has 
no serious consequences for the children, who are the offspring 
of the group rather than of their specific parents. 


Kinship 


The concept of kinship is both precise and vague; precise in that 
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it assigns a place to each person within the network of 
relationships and marriages and specifies his behaviour towards 
the other members; vague in that it extends beyond blood 
relationships (classified relationships). Kinship by descent is 
paralleled by the spouse's kin and the spouses of one’s own kin. 
It extends horizontally to the most distant blood relations and to 
the whole age group; vertically it extends to the remotest 
ancestors and even to mythical ones. Thus the individual is 
enmeshed in a kinship structure that is very extensive, 
closely-knit and complex. 


Traditional education 


Traditional education aims at the harmonious integration of the 
individual within the group, in conformity with the status that 
his sex, position in his age group and caste assign to him. The 
entire family group transmits to the child by a variety of means, 
the techniques necessary to live (agricultural, pastoral, fishing 
and fighting) and on the other, the non-material aspects of 
culture (genealogy, the code of social relations, dances, music, 
current magic practices, religion, historical and cosmological 
myths). 

Up to the age of 18 months or two years (the age of weaning 
when the child leaves its true mother’s back) education is 
primarily in the mother’s hands. After this all the older people 
teach the younger ones. Age groupings bringing together 
everyone of the same sex and of similar age start at adolescence. 
The first steps are initiation and tribal schooling. Age groups 
give rise to a highly integrated family which has many varied 
social functions. 

Education continues up to and even into adult life; each 
important stage is marked by a ritual of attainment which 
pleases the individual as well as integrating him in the group. 

In this kind of structure, there is no room for individual 
adventure. Solidarity excludes competition. 


Extended or polynuclear family 


The extended or polynuclear family constitutes the true basic 
unit. Its importance reduces that of the individual and of society 
t contrasts with the Western model in its essential characteris- 
ics. 

One of its primary features is its density: each nuclear group is 
part of a larger whole, whose existence it shares closely in a 
common space, the concession*. It forms a single collective 
body for eating, sleeping, resting and working. The average 
number of people gathered in a single concession is about 20 in 
Dakar; in rural areas it may reach 30 or 40. 

A second feature is the lack of stable or precise limits: the 
group increases or decreases; anyone may come whenever he 
wishes to pay his respects, to sit down, to eat, sleep, stay a few 
days or a few weeks. The head of the family does not count the 
members of the group under his protection. 

A third feature is the lack of fragmentation or individuation. 
Each person is absorbed in the communal mass. It surprises 
observers to see this physical tolerance, searching for contact 
with or support from others, their closeness, their hanging on to 
each other for the mere pleasure of being together. They do not 
make divisions of space or time, nor do they have any concepts 

of ownership and duration on the Western pattern. 

This homogenization of fusion is further strengthened by the 


*The modern tendency is for polygamous husbands in the towns to 
separate their different households; they no longer all live together 
(polynuclear families). 


code of social obligations, which governs conduct within the 
group. This code concerns above all helping others, sharing 
(what belongs to one person belongs to all), mutual respect and 
equality for all. 

This means that the individual never feels abandoned or left 
to the terrors of loneliness; but he also never feels independent 
and always feels the presence of others. To dissociate from the 
group and make an attempt at autonomy, to engage in 
competition or outdo others are forms of behaviour that are 
considered dangerous. Mental illness or a diminution of 
personality is often the result. 

For the child the system provides an unusual breadth of 
contacts*, as well as a number of mother figures to influence his 
earliest relationships and lay the foundations of his future 
personality. The true mother, although fulfilling the basic roles 
(feeding, cleanliness) is not placed in a relationship of mutual 
possession with her baby. Her role is above all to transmit the 
contents of group culture, in an almost impersonal way, to a 
child belonging to the group, by means of set actions and 
attitudes. The mother-substitutes, called by the same name, play 
the same roles: her sisters and friends, the father’s other wives, 
the baby’s sisters, all the women who are part of the baby’s 
environment. Among all these women the paternal aunt 
occupies a privileged position. Together with the maternal 
uncle she forms a second couple, an inverted mirror image of 
the true parents, offering alternative patterns and structures to 
the child’s consciousness, creating an endless network of other 
pairings and Oedipean triangles. 

This kind of family organization and of internal family 
relationship stresses neither the individual, nor the couple, nor 
the nuclear family, but the group. It is neither individual 
advantage nor dual relations that it aims to promote but a 
collective relationship. 


Consequences of organization 


The consequences of this organization of the family have yet to 
be studied sufficiently with genuine objectivity. 

The positive aspects of African societies have long since been 
noted: greater solidarity and less innate egoism, greater 
tolerance and less aggressiveness, greater freedom of action 
encouraging listening and reciprocity, concern for people and 
not for possessions. 

These conditions, which ensure a ‘more human existence’, in 
the sense given to the comparative by the opponents of 
technological cultures, should provide protection against the 
risk of mental illness and make certain forms of it more 
common. 

Psychotic and neurotic conditions, whose origins lie in bad 
mother-child relationships, do in fact seem less common. So 
too are schizophrenia, paranoia, melancholia and obsessional 
neuroses. 

Mental pathology reveals particular problems in the forma- 
tion of an independent personality separate from the group. The 
consequence of this absorption in the group is a hazy sense of 
self which is vaguely delineated and makes confusion of 
identity and abrupt, large scale regressions easier. Mental 
disorders are more commonly ones of reaction, i.e. they are 
determined by the situation here and now, by events rather than 
by the personal history of the individual. The pressure of the 


*The child is not only carried on her back for at least 4 hours a day by his 
own mother, but also by other women in the group. Breast feeding is the 
permanent basis of the mother-baby relationship until weaning; it may 
play the same role in his relationship with other women in the group. 
During weaning, which is prepared for far in advance, the substitute 
mothers again take on a close physical relationship. 
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group on the individual is a source of conflicts: these arise from 
the impossibility of confronting his father, older brother and 
through these older figures, his unrivalled ancestors; further 
ones arise from situations of rivalry, competition, being outdone 
or singled out, or from an over-rigid law which curbs individual 
desires, fixes and imprisons him in a status and role which is set 
for the rest of his life. 

The sudden outburst of delirium (paranoid state) is the 
pathological form which best expresses the difficulties which 
arise from this constraint and from this essentially social 
definition of identity. It is an attempt to escape from the 
personality in which the individual is confined as well as a 
temporary loss of identity. 

The object relationship which is part of the structure of the 
traditional family also helps in understanding the resistance to 
the assimilation of technological culture, particularly in work 
and language. 

This relationship is characterized by (1) the multiplication of 
objects: each child has numerous mothers; and (2) the lack of 
ownership of objects: mothers belong to everyone (the group as 
a whole). 

Objects belong to everyone or to no one, a situation which 
favours neither competition nor responsibility. Personalizing 
work and assigning tasks to individuals meet with lively 
opposition. The desire for possession and conquest is absent. 

The symbolism which produces language is directly rooted in 
a multiple relationship: all women are mothers, each is the 
mother of everyone. It is clear then, that a single word can 
denote several objects and several words a single object. This 
quality of African language, which still carries with it the 
coalescence and warmth of myth, is not an adequate instrument 
for a technical revolution. 


Social changes 


The social changes attendant on modernization cause far- 
reaching disturbances in traditional family organization and 
bring about alterations in the relationship of the child to the 
family group. 

The typical family becomes the nuclear family; the concept of 
multiple mothers and families loses its reality; the true parents 
possess a child-object which inspires them with new hopes and 
values, and for whom they have sole responsibility. Collective 
ties are weakened in favour of personal concerns and dual 
relationships. 

Love and authority are no longer provided for the child by the 
communal group of the whole family, but by the parents. In 
what circumstances can this transformation take place? Are the 
parents able to take on these loving and disciplinary roles alone? 
Cut off from their extended family group on all sides, can they 
overcome their own problems and fears and make themselves 
ready to fulfil their new function? 


How does the child experience these changes? Is it already 
possible to set out their pathological consequences? It is difficult 
to say; however, one may state that the number of maladjusted 
children, the number of adolescents with problems is growing 
considerably, especially in towns. The present generation will 
be followed by another which will have the same incidence of 
schizophrenia as in the West. 
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Cybernetics and Information Theory 


W. ROSS ASHBY 


The word ‘cybernetics’ was coined in 1948, by Norbert Wiener, 
to representa great developmentin the natural sciences that had 
occurred immediately prior and during World War II. Before 
that time, science had progressed largely by taking things to 
pieces; e.g. the whole body to organs, the physiological 
processes to biochemical reactions, crystals to atoms. Although 
knowledge of these ‘parts’ was becoming ever more detailed, 
the ability to put them together again, or to understand them in 
combination, lagged far behind. All the chemical components 
of Amoeba were known, but no one could trace how these 
components interacted to give the behaviour of the whole 
organism. Everything we know suggests that these parts in the 
whole organism are still executing only their basic physical and 
chemical propensities—we add no vital factor—but the sheer 
complexity of their interactions defeats us. 

Classic science could do little with complex interactions, and 
tended to evade the matter. It preferred, for instance, to study a 
gas only when it was so rarefied that each molecule had only a 
negligible chance of colliding with another molecule, the 
so-called ‘perfect’ gas! It preferred also to study systems that 
showed ‘superposition’—in which any effect due to a distur- 
bance progressed in its own way regardless of whether other 
effects were also progressing. (The ripples on a pond, caused by 
several stones thrown in, show this feature; the various growing 
circles pass through each other as if the other were not there.) In 
studies of the brain, attempts were made to think of itas simply a 
bundle of stimulus-response arcs, independent in action as the 
40 or so keys of a typewriter are independent. 

This analytic method produced many successes but those 
who worked in the biological sciences were strongly aware of 
its deficiences. Researchers particularly wanted to study two- 
way, reciprocal causation, in which A affects B, and also B 
affects A. This is the usual relation between the organism and its 
environment, but attempts to trace the events in plain words 
always led to confusion, for no one knew how to handle the 
intricate logic. Meanwhile, radio engineers had discovered how 
powerful was the use of ‘reaction’, by which some of the output 

was fed back to the antenna, to be amplified again, and then 
again, recursively. It made the radio set crazily unstable, 
however, and it took them several decades to understand it and 
achieve its mastery. In 1935, the engineers thought of it as 
purely a matter of technical radio; it was only during World War 


Il that Wiener and others realized that here was the means for a 
rigorous treatment of all two-way (and three-, four-, or more) 
interactions between parts, equally valid whether the parts were 
electrical, mechanical, biochemical, or biological. 

At the same time, the first big high-speed computers were 
produced, and scientists had the means for tracing out 
consequences of a complexity a million-fold or so greater than 
had been possible before. 

The third new factor, which arrived at about the same time, 
was the development of information theory, by which the 
quantities of information being handled in these new processes 
could be measured, We shall examine this more closely below. 

The advent of these three new major facilities was recognized 
as opening up quite new possibilities in science, and these lay at 
the heart of the great biological problems. From this point of 
view, then, cybernetics is the branch of science that deals, not 
with the analysis of a system into its pieces, as classic science 
did, but which deals with all problems that involve the 
interactions between parts, especially when the interactions are 
rich and complex. 

It has been argued, by the ‘reductionists’, that analysis is all 
that is necessary, that the whole is only the sum of its parts, and 
that to add more is pure mystification. Since, however, 
cybernetics is concerned essentially with interactions, with the 
ways in which a whole may be more than the sum of its parts, 
the two views are clearly incompatible. Which must give way? 

The clearest and simplest argument known to me is given by 
the three strings that form three loops A, B, C, joined as shown 
on the left in Figure 6. 


Figure 6 
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If loops A and B are examined (as on the right) they will be 
found to be quite unconnected, and obviously separable. A and 
C will be found to be equally separable, and similarly for B and 
C. Thus; if the triple is examined by rings two ata time the study 
cannot reveal that the triple is in factnot separable (as the reader 
can soon verify if he assembles three such loops). 

The ‘connectedness’ of the triple cannot be assigned to any 
ring individually, nor to any pair; it belongs only to the tripleasa 
whole, and is a property of the whole, not of the parts. 

A related fact has been demonstrated by Minsky and Papert 
(1969), in pattern recognition. The perception theory of vision 
proposed that local mechanisms in the retina would test for 
local properties, and that the messages from them would be 
examined ata higher level for local properties over them, andso 
on, through several levels. Thus the first level might look for an 
edge (adjacent dark and light), so that the whole level would 
deport on a collection of edges, while the next level might look 
for linkages between edges, i.e. contours. It has been shown, 
however, that such a patch-by-patch process is fundamentally 
incapable of answering the question: are the dark pieces 
connected (or are there detached areas)? Minsky and Papert 
proved that this question can be answered only by a process that 
examines the whole, as the rings must be examined as a triple, 
and not pair-wise. Cybernetics is concerned essentially with 
such high-order interactions. 

One way in which the new knowledge has shown its power 
and shown that it is not just old material in new words, is in the 
modern knowledge of regulatory processes. In these there must 
be at least two systems interacting, the one to be regulated, and 
the regulator, for example are the aircraft to be kept on course 
and the automatic pilot, the physiological balance of ions in the 
blood and the artificial kidney, the neurotic patient and 
psychiatrist. Typically the two systems interact: the regulator is 
affected by information from the other, and gives actions which 
are regulatory or compensatory. 

A great deal is known today about the laws that hold over 
such two-way interactions. They will be found in works with 
such words in their titles: as regulation, control, system, 
optimization, stability. Most of the developments have been 
aimed at industrial or engineering problems originally, but 
already some principles are emerging that are of quite general 
application. 


Information theory 


Among the most important generally is that proved by Conant 
(1969). He showed that the amount of regulation achievable is 
absolutely bounded by the amount of information that passes 
between the two systems. In the simple cases it is obvious 
enough: one cannot evoke, at will, any of 10 manoeuvres out of a 
satellite if one has only 8 possible signals. The importance of 
Conant’s theorem is not so much that iit uses numerical precision 
as that it shows just how regulation and information are related 
and how, in particular instances, one must view the events in 
order to perceive the relation. To understand what is involved, 
let us consider now what is meant, in modern theory, by 
‘information.’ 

Basically there is no need for mysticism: it is concerned 
essentially just with counting. Its essence is contained in the 
remark about 8 signals and 10 consequences. Here we were 
relating the number of distinct causes to the number of distinct 
effects, and drawing a deduction, while quite ignoring the 
particular engineering or physico-chemical processes by which 
the linkage would be actually achieved. All modern information 
theory rests essentially on a counting of the number of distinct 
possibilities. But when the processes become complex, when 
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the signal is three seconds of a continuous waveform corrupted 
by noise, simple counting is no longer possible, and special 
mathematical techniques are necessary before one can say ‘this 
three seconds is equivalent to 800 simple signals’. The essence, 
however, remains one of counting; if this is borne in mind, 
much unnecessary mystification can be avoided. 

One should guard, too, against confusing signal with energy. 
In the earlier days, with simple systems such as the manual 
typewriter and the nerve-muscle preparation, giving the signal 
implied either supplying the energy, or setting into action (as the 
finger struck the type, or as the impulses stimulated the muscle), 
and the association may have seemed intrinsic. But when one 
considers such systems as the modern computer or the living 
brain, in both of which the energy is available freely, the two 
lose all necessary connection. As an illustration, we can notice 
that the print the reader is reading at this moment, the black 
letters, consists of those points from which photons do not come 
to the retina! Or one may notice that many department stores 
call the floor manager to the phone by just interrupting, 
momentarily, the continuous flow of music; here the signal 
consists of the power dropping to zero. As a final example 
consider the nerve fibre that is transmitting pulses almost 
continuously, but with occasional gaps. It is easily shown (on 
the basis: the rarer, the more information) that the gaps are 
transmitting more information than the pulses. The 
psychotherapist well knows that a patient's sudden silence may 
convey more information to the listener than a long outpouring 
of mere conventionalities. 

Information theory thus not merely provides quantitative 
measures (so many bits per second) but, more important for us 
here, makes clear the logical, rational and operation, basis for 
thinking and arguing about the subject. It makes clear, for 
instance, that an essential property is that of ‘conditionality’ —is 
A conditional or B or independent of it? 

This rule can be used in many ways; here is one of some direct 
interest to the medical psychologist. One can ask of any 
process, such as a piece of written language: how far back, from 
each word, did the writer's memory go? We canin fact construct 
a sentence in which the ‘memory’ is known to go back by 
exactly so many words (two, say) by the following method. We 
take two words, ‘... of the...’ say, and then ask someone to 
add a natural third word. We then cover the ‘of’ and show 
another person the two words that remain, and get him to add a 
natural third. Then we cover the ‘the’, show what remains to a 
third person, and so on. We thus obtain a chain of words in 
which we know that the primary linkage is restricted to just two 
words back. Here is an example of a ‘sentence’ produced by 
such a process. 

+. of the type of dog food is dearer than life nothing as far as 
Antarctica has snow fallen makes the bread rises by slow progress costs 
money so that the moon shines brightly with polish in playing back after 
lunch nap settles for debts incurred on Monday was the best is to be or 


Its resemblance to some types of psychotic communication is 
striking. 

In its early days information theory, developed by engineers 
for engineers, specialized in ways suitable to telephone and 
radar. Not more than three variables were typically considered’ 
sender, receiver, and noise, and most of today’s advanced 
developments still conform to this restriction. The biological 
sciences need a form that is much richer. The interesting 
biological systems; ant-hill, city, brain, have hundreds, even 
millions of variables, and require a method that accepts far more 
than three. The essential ideas have been established by McGill 
(1954), Garner (1962), and Ashby, but there are many 
opportunities for further developments. 

One of these developments has been to show that co- 
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ordinated behaviour (for example in the limbs of a tightrope 
walker) necessarily implies the transmission, within the system, 
of a measurable quantity of information, and the operations 
necessary for the measurements have been made clear. The rule 
holds over all systems, whether of co-ordinated traffic-flows ina 
city, of endocrine balances, of the parts of a space rocket, or of 
the biochemical concentrations within a cell. 

The same basic method enables one to understand better 
what is implied by ‘organization’. Here the principles focus our 
attention on what really matters. Take, for instance, the 
organization of the Roman Empire (as contrasted to the merely 
parochial organisation of a Germanic village). The objective 
sign of this high organization was given when perhaps a 
turbulence in North Britain evoked a mobilization of legions in 
Egypt, a movement of shipping from the Black Sea, and a 
change of policy in Morocco. If one makes the mistake of just 
following the engineers’ method, and calculates the bits per 
second involved, one may find that the quantity involved is 
much less than that used by one villager who walks from one hut 
to another, keeping his balance on two legs while he does so! 
Clearly such a calculation misses the point. What showed the 
Empire's richness of organization was the great number of 
widely separated variables that were brought into rela- 
tion—widely spaced in time, perhaps, as well as geographical- 
ly, for the change of policy in Morocco might well itself be 
obviously related to certain events a century earlier. The 
developed information theory of today recognizes at once that 
what we are considering here are high-order interactions, in 
particular, whether or not they are zero. If all the high-order 
interactions are zero, then we may be sure that we are dealing 
with an essentially simple system (such as the Germanic village, 


where no event had repercussions over more than a few miles). 
High-order interactions with non-zero value show the presence 
of such linkages as are expressed by the words organization, 
co-ordination, integration (physiological), co-operation, con- 
spiracy, and complex relatedness generally. 

The application of these matters to medical psychology is still 
largely a matter for the future. Some aspects of this work, 
psychotherapy particularly, are not sufficiently crystalized into 
definite and identifiable components to allow the ideas of 
cybernetics and information theory to be applied with any 
rigour. At the other extreme are those clear-cut measurements, 
such as formal testing, that may be made directly. For some 
time, however, the main applications will be made by those 
who understand the general principles and bear them in mind as 
a continuing guide in their work. 
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information transmission.’ 


Day Hospital 


J. BIERER 


There are many inherent difficulties and limitations in the 
treatment of patients suffering from nervous and mental 
diseases. The author, in the first booklet published on Day 
Hospitals,-writes as follows: 

(1) Limitations of in- and out-patient departments. 

The problem of treatment of psychiatric illness has not so far 
been answered satisfactorily or completely through the in- and 
out-patient departments of our hospitals. 

(2) Limitations of orthodox psychoanalytic treatment. 

The long, orthodox method of psychoanalysis has proved 
unsatisfactory from a practical point of view. Freud himself 
mentioned five limitations. 

(a) Patients who do not possess a reasonable degree of 
education anda fairly reliable character should be refused. 

(b) Analytic psychotherapy is not a process suited to 
treatment of neuropathic degeneration. 

(c) Nor is the method applicable to any who are not urged 
to seek a cure by their own sufferings but who undergo treat- 
ment only because they are forced into it by the authority of 
relatives. 

(d) People of more advanced age, he thought, do not have a 
good chance of benefiting by psychoanalytic treatment. 

(e) Psychoanalysis should not be attempted when the speedy 
removal of danger symptoms is required, as for example in a 
case of hysterical anorexia. 

Paul Federn and Heinrich Meng, in their article “Psychoanaly- 
tic Prevention versus Therapeutic Psychoanalysis’, discuss five 
other points which they call true antimonies inherent in the 
method itself. 

(i) The patient is constantly forced to dig out the past, 
whereas the aim of treatment is to free him from the morbid 
residuals of his development. He should cease to nourish futile 
resentments and senseless attachments; he should become 
orientated in the present. 

(ii) The procedure makes the patient's own ego the perma- 
nent goal of study and interest. Yet the aim is to substitute 
object-libido for narcissism. Libidinous forces should be 
channelled away from the ego and turned towards present 
goals. Likewise the manifestations of the death instinct, 

-aggression and sadness should be diverted from the ego and 
must be overcome by mechanisms too complicated to describe 
here. 


(iii) The situation of the analyst sitting behind the patient 
creates a constant awareness of an unseen and unknown being. 
This feeling involves anxiety and the aim is to overcome 
anxiety. 

(iv) The whole transference situation renews, in a kind of 
artificial reality, the fantasies and frustrations of his earlier love 
life; yet the aim of treatment is to make the patient proceed from 
psychic to external reality. 

(v) The transference creates a state of frustrated dependency. 
It is used to overcome repressions and must be resolved and 
re-established repeatedly. This does not help integration; yet to 
integrate the patient's feelings and to enable him to make 
independent decisions is the aim. 

If one considers the dependency factor cited by Federn and 
Meng and emphasized by Alexander, as well as the length of the 
treatment, one must realize that from a practical point of view 
such a method is of little value. That this is also felt by some of 
the most ardent believers in Freudian principles is proved by the 
fact that so many of his pupils have tried and are trying to 
develop shorter methods (Stekel, Horney, Alexander, Rosen, 
etc.). 

(3) Dichotomy of outlook between the physio-anatomist and 
the speculative psychologist. 

There is still a dichotomy in psychiatry between the outlook 
of the physio-anatomist and that of the speculative academic 
psychologist. The speculative and unpractical psychological 
trend has apparently caused again a widening of the gap 
between the believers in the supreme importance of anatomical 
and physiological processes of the human body and those who 
attach most weight to the psychological processes. 

In the last few decades one became used, in psychiatry, to 
believe in the total personality. We were trained to forget the 
dualistic outlook. It was only a question of individual attitude 
just how far each monist could be considered a materialist, a 
spiritualist or a ‘Spinozist’. One had come to believe that 
Spinoza’s fundamental idea was generally accepted in 
medicine and that the body and soul were two parts of the same 
entity. That this is by no means commonly agreed was brought 
to light by the scientific reports of the International Congress of 
Psychiatry, held in Paris in 1950. Manfred Sakel says in his 
article ‘Insulin-therapy and Shock-therapies’: ‘Naturally, 
psychological maladjustments, resulting from environmental or 
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culturally peculiar distortions cannot be included in this 
concept and cannot be accepted as disease in the medical 
sense. They are products of psychological rehabilitation. 
Psychology used as a treatment has its place too, but in any 
branch of medicine’. 

These remarks from a noted psychiatrist show that there is a 
new tendency to eliminate psychology from medicine and so 
open up the old dichotomy between body and soul, or between 
the physio-anatomist and the psychologist in psychiatry. This 
view is not only reactionary in that it leads back to a former 
dominant opinion, it also leads back to the era in science in 
which small units—parts of sciences or schools—fought for 
dominance in the fear of losing their own particular prestige. In 
the present age such attitudes are frowned upon. We believe we 
have matured from the childish, defensive and aggressive 
attitude to one of a desire for integration. We believe in 
interaction and free exchange to one of a desire for integration. 
We believe in interaction and free exchange between small and 
larger units. We believe the former outlook to be not only 
immature, but in its narrowness even dangerous. 

The Day Hospital is built on a belief in complete and free 
interaction of the two sides of the human personality, the 
physio-anatomical and the psychological. 

(4) Dichotomy between the ‘Ego’ and the ‘Larger Entity’. 

Until recently the individual ego has been the sole subject of 
research and treatment in psychiatry. Hypnosis and 
psychoanalysis intensified this attitude, Other people and other 
things played only a secondary or supporting role, if any at all. 
As we believe in interaction between various sciences and 
various other fields of life, we must consider the developments 
related to this question in those other fields. Developments in the 
last hundred years, and even more particularly in the last fifty 
years, have shown an increasing recognition of the importance 
of the social group, ‘larger entity’. In the economic field there 
has been a change from the work of the individual craftsman to 
that of the large co-operative and the mammoth concern. In 
finance, from the private bank to the Joint Stock or National 
Bank. In various branches of literature, general problems 
concerning bigger groups such as nations, schools of ethics and 
various sects have become a focus of interest. In sociology, 
problems of group formation and relationships have become 
the subject of investigation and research (Le Bon, Trotter, Kurt 
Lewin, etc.). 

That psychiatry could not avoid this general trend is proved 
by the development of group and social psychotherapy. One of 
the aims of the Day Hospital is to bridge the dichotomy between 
sole concentration on the individual on one hand and sole 
concentration on the group on the other. 

(5) Limitations of hospitals for nervous and mental diseases. 

(a) In-patient Department 
When surveying the work of these hospitals certain considera- 
tions should be borne in mind. Amongst the most important are 
the following: 

(i) Many patients experience a shock arising from the mere fact 
of their admission into a mental hospital. We believe its cause to 
be the subconcious fear of becoming insane which is innate in 
everyone. 

(ii) Some patients tend to become hospitalized, so becoming a 
lifelong burden on society. 

(iii) In some cases, hospitalization is either impracticable or 
possible after certification only. This may not in every case be 
justifiable. 

(iv) In a few cases removal from the habitual environment is 
inadvisable or even harmful. 

(v) The majority of patients will, on their discharge, have to 
overcome the difficulty of re-adapting themselves to outside life 
and they will, above all, have to face the prejudice which still 


persists in our present-day society against people who are, or 
who have been, in-patients in hospitals for nervous and mental 
disorders. 

(vi) An in-patient department is invariably much more expen- 
sive than an extra-mural department. 

(b) Out-patient Department 
(i) In many cases the available treatment is inadequate, 

(ii) The number of cases needing more intensive treatment than 
is available in an out-patient department is quite large, and in 
most of them there is no alternative, save hospitalization. This is 
often either inadvisable or impossible. 

(iii) In all cases where patients are unable to follow their usual 
occupation, they are left all day long with time on their hands in 
which to dwell upon the hopelessness of their situation; they 
spend all their time in the same environment, and this is often a 
contributory cause—sometimes even the main cause—of their 
final breakdown. 

(iv) In many of the cases various forms of treatment of an 
experimental, situational, or occupational character, not avail- 
able in an out-patient department, are essential. 

A few specialized intra-mural departments have been opened 
such as Neuroses and Rehabilitation centres. These, no doubt, 
fill an important gap, but they are not the complete answer to the 
limitations of the existing treatment centres for psychiatry, the 
hospital for nervous and mental diseases and the out-patient 
departments. 


History 


From 1945-1947 D. Cameron in Montreal and Joshua Bierer in 
London planned and worked on the establishment of a new 
organizational approach to the treatment of psychiatric patients 
without knowledge of each other's endeavours. They both 
worked on the idea of ‘part-time’ therapy, which should be 
much more than just one hour of out-patient therapy, but on the 
other hand should not make it necessary to remove the patient 
from the community by keeping him for 24 hours a day in a 
hospital. 

In analysing both approaches there were a number of 
fundamental differences between the two. Cameron's outlook 
was as follows 
(i) He called his experiment a ‘day hospital’. 

(ii) His innovation was a purely administrative one, although 
an important one. 

(iii) It was limited to a particular type of patient. 

(iv) It was limited to the types of treatment administered. 

(v) It was not an independent unit but part of another hospital. 
The members of the staff were limited in their professional 
responsibility and in the freedom of choice of the type of 
treatment they would have liked to administer. 

(vi) It was neither in the plan nor in the intention that his day 
hospital should replace the mental hospital. 

Bierer’s innovation was signified by the following 
(i) He called it at first a ‘social psychotherapy centre’. 

(ii) His innovation was not administrative only but involved 

two important new and fundamental changes in our approach 

to psychiatric illness and patients. 

(iii) Itincluded every type of psychiatric patient. 

We It used every psychiatric treatment available today, even 
SD. 

(v) It was not part of another hospital but a hospital in its own 

right and insofar independent. 

(vi) The staff were free to exercise their professional responsibil- 

ity and were not interfered with by members of other 

departments or hospitals. 


(vii) It was intended not to create just another administrative 
form in which one particular treatment would be given, but it 
was intended from the beginning to introduce a new approach 
to the treatment of all psychiatric patients, which would make 
‘the existence of the old-fashioned mental hospital mainly 
superfluous. 

(viii) It changed the role of the patient from being an object to 
being a co-operator. 

(ix) It introduced the principle of self-determination and 
self-government and laid the foundation of the first ‘therapeutic 
community’. 

(x) It played down the idea of the medical person as an 
established scientific entity and emphasized the relative aspect 
in the established diagnosed approach. 

(xi) It emphasized the importance of the frustration of the 
patient at the apparent or imaginary inability to develop his 
abilities and the great therapeutic value in helping him to do 
this. 

Two fundamental innovations Bierer describes as follows: 

‘In 1925, when | treated my first schizophrenic patient with 
psychotherapy, | became aware of the shortcomings of our 
present approach and system. Itwas only in 1938, however, that 
| was able to prove to myself two things; that even catatonic 
patients have still a link with reality (Bierer, 1940). | therefore 
concluded that the difference between psychotic and neurotic 
patients is one of a quantitative and not one of a qualitative kind. 

‘The second even more fundamental conclusion was, that to 
treat the patient as an object—and often as a dangerous one—is 
fundamentally wrong; it only creates difficulties and exaggerates 
the illness. | conceived the idea that there is a tremendous 
source of therapeutic potential in the patient himself, and by 
making him a fully fledged partner in his treatment, and also in 
the treatment of his fellow sufferer, | realized that our whole 
approach could be revolutionized. 

‘Upon these ideas the foundation was laid for the therapeutic 
community, and for the open-door hospital. The impact of this 
radical change upon by colleagues was too great for them to let 
me go ahead with all of my plans. However, | succeeded in 
convincing them, after a struggle, that a first therapeutic 
community in the form of a self-governed therapeutic social 
club was feasible and practical. This project was carried out in 
1938 in Runwell Hospital. ’ 

‘it was the first attempt ever made in the history of modern 
psychiatry to mobilize, consistently and scientifically, the 
therapeutic potential buried in the patient, to elevate him from 
an object to that of a partner, and to allocate to those patients a 
place of their own in the hospital, where they were in sole 
charge and where members of the staff had no right of entry 
without the invitation of a patient (The International Journal of 
Social Psychiatry, 1960). 

‘There were many problems which had to be tackled: the 
problem of psychotherapy of psychotic and psychopathic 
patients, some of them of long standing; the handling of difficult 
and even violent patients in a part-time service; the problem of 
tolerance of the public and of relatives, the problem of 
co-operation of patients and staff; the problem of interpreting 
differences of professional language between members of 
different psychological schools, and different personal make- 
up; the problem of creating a give-and-take atmosphere; and 
finally the problem of integrating the clinical staff with the 
administrative staff and with the members of the Management 
Committee, who run the hospital as representatives of the 
Ministry. 

‘An additional set of difficulties included the problem of 
educating the general practitioner to the idea of a Community 
Service, the problem of creating such good relationships 
between the members of the staff, and so ensuring enough 
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flexibility for the switching of patients to be made easy 
whenever necessary—the problems, in fact, of a multiple 
relationship, which is not only inevitable but of great therapeu- 
tic value in our unit, where the atmosphere is one of the most 
important instruments of treatment.’ 

In the publication, The Day Hospital, Bierer writes the 
following summary: 

(1) It is suggested that this new experiment, called the Day 
Hospital, should close the gap between the in-patient depart- 
menton one hand and the out-patient departmenton the other. 
(2) The Day Hospital comprises a special form of group effort, 
needs a distinct atmosphere and combines various forms of 
individual and group psychotherapy, rehabilitation, resocial- 
ization and physical forms of treatment. 

(3) Fourteen categories of chronic and acute psychotics and 
neurotics, delinquents and offenders and some examples from 
the child-parent guidance are described. 

(4) Theoretically, the Day Hospital is based on the principles of 
social psychiatry and syntho-analytic psychotherapy, which 
are: 

(i) the principle of universality; 

(ii) the principle of relatedness; 

(iii) the principle of conation; 

(iv) centripetal-centrifugal interaction; 

(v) multi-dimensional approach; 

(vi) treatment through experience. 

(5) About 500 adults and 150 children have been treated per 
year by the equivalent of one junior and one and a half senior 
psychiatrists. This represents about 1/8-1/10 of the psychiatric 
sessions used in other clinics for treatment of the same number 
of cases. 

(6) The number of para-medical staff is about 1/5 of the staff 
used by other clinics for the treatment of a similar number of 
patients. 

The ‘social psychotherapy centre’ was taken over by the 
British Government in 1948 as part of the National Health 
service and the name of Day Hospital was accepted. In a letter 
to the Regional Boards the Ministry of Health asked their local 
branches to encourage the establishment of other day hospitals, 
After a lapse of a few years, the second day hospital in Great 
Britain was established in Bristol. 

However, so many different developments have occurred in 
this field with synonymous names—just as, on the other hand, 
so many different names were given to the same development, 
that clear cut formulations and definitions were called for. 

Bierer (1961) suggested as the overall title DAY UNITS and to 
differentiate, six different day units. 

(1) An Occupational Centre should be the name for a place 
where the aim is to keep chronic patients occupied. 

(2) An After-Care Rehabilitation Centre (also called a Halfway 
House) is a place where psychiatric patients discharged from a 
mental hospital are kept occupied, with the aim of returning 
them to the normal conditions of life as soon as possible. 

(3) A Day Ward is part of an existing mental hospital where 
patients are treated during the day but sleep away from the 
hospital. 

(4) A Day Department treats the patients as in (3) above, but itis 
part of a general or teaching hospital, 

(5) A Day Centre should be the name applied to any Day Unit 
which is situated away from the mother hospital, but which 
does not carry out the conditions of an independent Day 
Hospital (see below). 

(6) A Day Hospital is not part of any established hospital but is 
an independent unit, with the following aims: 

(a) to replace a mental hospital; 

(b) to provide all available treatments in modern psychiatry; 

(c) to provide multiple ‘Father’ relationships; 
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(d) to provide a therapeutic community atmosphere; 

(e) to avoid the danger which the dissolution of the 
individual transference situation so often brings about; 

(f) to mobilize the therapeutic potential buried and not 
activated in most patients; 

(g) to put toa better use the abilities of all the members of the 
staff; 

(h) to include all the various services such as an out-patient 
department, beds for patients requiring physical treatment, 
family and marriage guidance, a day service for psychotic 
children, prophylaxis, after-care, teaching and training 
facilities, therapeutic social clubs, self-governed hostels and 
workshops; 

(i) to avoid as far as possible the continuous change of the 
therapist-patient relationship. 

A ‘shift hospital’ is so called when all the facilities of the Day 
Hospital are used many times over in one week. 

The ‘shift hospital’ becomes a ‘community hospital’ when all 
the Services in the mental and social field in one district, which 
are split up today between the local authority, private agencies 
and the various services run by or under the control of the 
Ministry of Health, are concentrated and run by that one unit. 
The present division of the services leads to considerable 
overlapping and to an enormous wastage of human effort and 
money. 

This concept of not only restoring but preserving health will 
lead to the emergence of two community hospitals, situated 
near to each other, one looking after the physical and the other 
the mental and emotional health of the community. These 
hospitals will be in close relationship with the ‘advance guard’ 
teams, each consisting of a general practitioner, a general and a 
mentally-trained nurse. Each family as a total and integrated 
unit will be looked after by an ‘advance guard’ team and by one 
team in each of the two community hospitals. 

This conception may appear to be a dream, especially when 
one considers the considerable barriers, such as the many 
vested interests, that will have to be overcome. 

However, when | consider the hostile reaction that my idea of 
the Therapeutic Community met with in 1938, | am confident 
that this dream will be put into practice some time in the future. 


Critical analysis 


Cameron called his experiment a ‘Day Hospital’. In practice, 
however, it was really a Day Department or Day Unit attached 
to the main hospital. By contrast, Bierer originally called his 
experiment a ‘Social Psychotherapy Centre’, while in fact he 
was really creating the Day Hospital as it is known today. His 
idea was to institute an independent treatment centre which 
would influence the total community by the concentration and 
provision of all available psychiatric treatments and services. 
This would enable the patients to continue to remain in the 
community and, by creating a special therapeutic community 
atmosphere, providing all such services as out-patient treat- 
ment, beds for patients requiring physical treatment, commun- 
ity treatment and care, marriage guidance, a day ward for 
psychotic children, prophylaxis and after-care, self-governed 
hostels and workshops, etc., assembled together in one centre, 
would replace the mental hospital and other forms of psychiat- 
ric service. 

Cameron not only started his unit as part of a general 
in-patient hospital, but stated quite clearly that, in any case for 
the time being ‘the day hospital should be thought of as 
extending and supplementing the work of the day and night 
hospital’ (Cameron 1947). (What Cameron calls a ‘day-and- 


night hospital’ we would refer to as a ‘full-time hospital’, as 
opposed to the different part-time hospital services such as day, 
night or weekend shifts). 

It is interesting to note that the majority of so-called day 
hospitals in Great Britain followed Cameron’s original example. 
There are several possible reasons for this. For instance, it might 
have been considered: 

(i) the better scheme; 

(ii) the most economical; 

(iii) the easiest to carry out. 

There might have been other reasons, such as the law of habit 
and the ever-present power of vested interest. 

One must admit that it is easier, and at first glance more 
practical, for an existing mental hospital to make one ward 
available for patients who attend only during the day, or to open 
a department in the grounds of the hospital, or even perhaps 
further away (The Bristol Experiment), than to open a com- 
pletely independent day hospital. As most of the mental health 
services are centred in or around mental hospitals this 
development would appear to be the obvious one. However, 
future events will show whether it is in the best interest of the 
patient for the mental health service to be centred around the 
mental hospital or the community. 

The really independent day hospital in the form of a 
community hospital consisting of shifts is, in my opinion, not 
only the most economical unit, but the only one which avoids 
excess expenditure due to the overlapping of various services 
and, moře than any other form of institution, enables the 
important principle of human relationship to be sustained. 

The most significant and interesting fact, however, is that the 
Montreal experiment has undergone a crisis during the last few 
years which has necessitated reorganization and reorientation. 
Boag writes (1960) ‘After 12 years of operation it exhibited 
difficulties which required an extensive reorganization’ and he 
continues ‘In doing this we were led to a reformulation of the 
basic premises underlying management of the full-time day 
hospital setting and subsequently, to radical changes in the 
setting. These changes set up new sequences of changes which 
had not been predicted at the start’. 

The changes introduced in Montreal according to Boag were: 

(1) Integrating within the day hospital the other arhbulant 
treatment facilities which had developed separately. 

(2) This integration made the service more efficient and 
flexible and had the advantage of making all these services more 
readily available in combination with one another. 

(3) The development of multiple relationships was not only 
possible, but also therapeutically desirable. 

(4) The development in the day hospital of a social structure 
of its own. 

It is interesting to recall that all these four principles were 
instituted in the original London experiment from the beginning 
and have been successfully applied there for the past fourteen 
years. (International Journal of Social Psychiatry, 1961). 

Bierer writes on the same page: 

‘This division of medical responsibility is one of the most 
difficult and most crucial problems, not only in day hospitals, 
but in all the psychiatric services.’ 

The intention at the Marlborough Day Hospital has always 
been that each patient should belong to a ‘firm’, which consists 
generally of one senior and one junior psychiatrist, one 
psychologist, one psychiatric social worker, one social therapist 
and one or two occupational therapists. A nurse is added to the 
team only when the patient requires physical treatment. 
Furthermore, it is beneficial if each psychiatrist either runs or 
attends regularly one therapeutic social club and one or two 
groups. Every patient has the opportunity, therefore, to develop 
multiple relationships with these members of the staff, groups 


and clubs. Apart from these relationships, most patients also 
develop arelationship to the hospital as a whole. This is because 
the hospital is run as a therapeutic community, with a meeting 
taking place every week which the medical director and all the 
patients attend. 

Although the reorinetation and reorganization of the 
Montreal experiment has brought it much more in line with the 
Marlborough Day Hospital experiment in London, there are still 
fundamental differences. Whilst the London experiment has 
also undergone changes, these have been more of a practical 
than a conceptional nature. It was always envisaged that the 
hospital should be open day and night for different groups of 
patients in various shifts. Only lack of finance forced us to start 
with the day shift first, on weekdays, with the hope that the night 
shift might be added as soon as the necessary money became 
available; this became possible three years ago. The weekend 
shift will come into operation in the near future. 
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As soon as it is possible to raise the number of available beds 
from 10 to 25, it is planned to keep six beds for short-term 
full-time patients. This was not envisaged originally. However, 
in the case of various physical treatments such as LSD and in 
some special conditions of a mental or social character, it is 
useful to keep a patient in the hospital full time, until he can be 
transferred to part-time treatment. 

The criticism which is sometimes made that this is no different 
from the system of a mental hospital is, in our opinion, not really 
valid. There is a considerable difference between a mental 
hospital with 600 beds, plus out-patient departments, which 
serves a population of anything from 50,000 to 100,000 people, 
anda day hospital which carries out the same work with only six 
full-time beds plus all its other services. Apart from this 
difference there are obviously all the other well-known 
advantages of a part-time service. 


Delinquency 


JOHN B. MAYS 


Strictly speaking delinquency consists of any kind of law- 
breaking activity, although in practice itis customary to think of 
it chiefly as transgression of criminal rather than of civil codes. 
Fundamentally, delinquency is a social and legal phenomenon 
and to a considerable extent is to be explained in sociological 
and legal terms. It involves a highly complex and very diverse 
range of behaviour forms and hence cannot be reduced to a few 
invariable simplistic explanatory causal factors. 

The sociological analysis of delinquency is concerned with 
its manifestations which arise both from the malfunctioning of 
individuals and groups in certain social situations and from the 
stresses and strains which individuals and groups experience as 
a result of the way in which society itself is organised and 
functions. For this reason we can describe delinquency as an 
index of social maladjustment. 

But clearly not all delinquency is of this nature. Certain kinds 
seem to be the result of psychological and even of psychiatric 
problems which reside more in the individual psyche than in the 
nature of the social milieu. Furthermore, genetic factors and 
hereditary dispositions seem to incline certain personality types 
to delinquent behaviour as though they were attempting to 
resolve their internal conflicts by law-breaking and anti-social 
conduct. Some forms of childish and adolescent delinquency 
seem at times to be of this kind and may perhaps best be thought 
of as distress signals sent up to attract other people’s attention to 
the young offenders’ plight. This may be the case especially 
where parents fail their children emotionally and where the 
children feel themselves to be unloved. Such deprivation, as is 
well known, often arises when a mother is cold and rejecting, 
but it is now equally clear that fathers who give too little time 
and affection to their offspring can also have had bad effects, 
particularly on their boys, and so make them more vulnerable to 
delinquent influences emanating from outside the home. 

Delinquency, then, is a multiple not a unitary concept. It 

spans behaviour ina wide spectrum ranging from simple venial 
breaches of regulation to such heinous offences as homicide. It 
reveals both benign and malignant manifestations and hence is 
sometimes to be more or less ignored and at other times needs to 
be treated as a grave social menace. It has both social and 
personal aspects, psychological and sociological causes which 
interact and interweave to produce ever changing patterns of 
illegal behaviour. 


Delinquency cannot be considered as simply involving 
abnormal, aberrant or bizarre behaviour. It has a broad 
infrastructure of normality and, like deviance, is often a 
quantitative rather than a qualitative matter. This means that 
ordinary apparently normal individuals can and often do break 
the law, just as ordinary apparently normal individuals and 
groups occasionally and in specific circumstances indulge in 
what elsewhere would be considered to be deviant behaviour. 

This assertion can very easily be supported by the fact that in 
almost all modern highly industrialized and urbanized societies 
crime and delinquency rates have been steadily rising during 
the past quarter of a century. A study of the official statistics 
suggests that this is an almost irreversible process which is 
intimately linked with the way in which such societies grow and 
develop and with the kinds of social aspirations they create and 
the institutions they evolve. Thus rising affluence goes hand in 
hand with rising delinquency rates. The one stimulates the 
other. While in. the past men may easily have been so 
desperately poor that they were driven to steal in order to 
survive, now men see so many goods and facilities enjoyed by 
others and flaunted before their eyes by shops and advertise- 
ments that it is their feeling of relative deprivation rather than 
their intolerable state which may now account for their larceny. 

So it has been reasonably hypothesized that one of the major 
social causes of crime is economic frustration. Modern society 
holds out the carrot of ample rewards for individual success 
without always providing the means of achievement. A 
competitive ethos and social order demand that some must fail, 
both in the financial sphere and in terms of aspiration for higher 
status and social regard. Some, by no means all, of those who 
fail in achievement or aspiration may react by turning to crime 
and illicit means to obtain their otherwise quite legitimate ends. 

So delinquency is an ever-changing social phenomenon. It 
partakes of the dynamic nature of modern industrial societies, 
manifesting itself in new ways and resulting from fresh causes as 
the older ones atrophy. From this view it is probably wrong to 
define it as a strictly pathological condition. Rather we may 
view it as the inevitable concomitant of social systems which 
foster the acquisition of private property, which instil competi- 
tiveness and reward the successful while penalizing the 
unsuccessful; of societies, too, which are committed to ever 
expanding consumption and ever-rising material productivity 
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and prosperity. When we recall that the vast majority of 
delinquencies involve crimes against property with or without 
violence we can see how the nature of society itself predeter- 
mines many of the forms which delinquent and illegal 
behaviour take. 

Delinquency and law exist almost symbiotically. As laws 
change, definitions of delinquency alter. The law functions as 
an agent of social control and is thus the servant of the 
community, and, as the moral and ethical consensus shifts and 
new ideas emerge and older values are modified, the laws also 
alter. So public opinion, ethical consensus, delinquency and 
law exist in an ever-changing reciprocal relationship as may be 
seen, for example, in England where homosexual relationships 
conducted in private by adults over the age of twenty-one no 
longer constitute an offence. So, too, in recent years attempted 
suicide has been removed from the category of criminal acts, 
showing how modern sensibilities and growing sympathy are 
reflected in the legal code. Those critics, therefore, who 
maintain that law has nothing to do with the moral conduct of 
the citizens are clearly seen to be refuted. 

Any attempt to understand the nature of delinquency in 
general must take account of its various manifestations and 
differential causes. A complex list of proscribed behaviours 
such as delinquency comprise cannot possibly arise from 
identical causation. An elementary typology of offenders is 
hence necessary if we are to make any kind of sense of it even 
from the sociological viewpoint. We must try to distinguish 
between a number of apparently different kinds of delinquent 
conduct. 

Some of the fundamental distinctions that we need to make 
concern the ages of offenders, the duration of their delinquen- 
cies and the sociosexual roles involved. The offences of 
juveniles are not the same as those of adolescents or those of 
adults, nor are the common offences committed by females the 
same as those committed by males. Recidivists and short-run 
offenders are clearly distinct groups. Those who offend against 
property and those who offend against the person may have 
little in common. Sexual offenders may be in an altogether 
different generation from burglars or white-collar business 
delinquents. Interestingly enough, however, Dr. Willett (1964) 
has shown that motoring offenders are often people who have 
been found guilty of other crimes, which suggests in their case 
that antisocial behaviour is almost a confirmed part of their 
social attitudes. 

It is a generally agreed fact that men are more criminal than 
women and that boys are much more delinquent than girls. 
Certainly figures for arrest and prosecution bear this out as does 
the fact that in most Western countries there are very few 
correctional and penal institutions for females. The reason for 
these discrepancies may lie partly in the biological and physical 
differences between the sexes and their consequent differential 
occupational roles, which decree that women are more 
home-based than their husbands and hence less exposed to 
certain temptations, and partly in the way in which children 
are brought up. 

The socialization of girls tends to encourage the more 
peaceable and domestic virtues while boys are brought up to be 
more assertive, ambitious and physically daring than their 
sisters. Furthermore, the offences of girls and women are often 
associated with sexuality. Thus women are prosecuted for 
soliciting and young girls are found to be in ‘moral danger’ and 
in need of care. However, it is interesting to note that in 
situations of near-equality female crime rates move up much 
closer to male crime rates, and, as modern society becomes 
more truly egalitarian, the differentials appear to be much less 
striking. In England, for instance, at the present time the 
delinquency rates of girls are rising much faster than the 
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delinquency rates of boys, although, of course, there is still a big 
gap between the two groups in overall figures. 

Younger boys’ delinquency usually takes the form of simple 
thefts, shop-lifting, breaking and entering, damage to property 
and public buildings and, sociologically, may be accounted for 
by an excess of leisure time, the comparative weakness of social 
and parental controls, alienation from school and a growing 
anxiety about the future. Defective discipline and the absence 
of creative and constructive outlets for energies which charac- 
terize many lower-class families may mainly be held responsi- 
ble. Young boys are also highly gregarious and liable to be 
influenced by contact with other delinquents and with neigh- 
bourhood peer groups which are often miscalled ‘gangs’. 
Certain inner city and slum localities indeed have such high 
delinquency rates over the years that criminologists have 
considered them as delinquency-producing or ‘delinquescent’ 
areas with definite criminalistic traditions handed down the 
generations. 

There is a significant outcropping of delinquency in the final 
year of formal education in England which may well be the 
result of a growing anxiety centred on the approaching 
necessity to leave the comparatively sheltered sphere of 
childhood and to launch out on the less certain and much more 
hazardous adult world of fulltime work. At this time, while boys 
are seeking a secure occupational role, girls seem to be more 
interested in finding a mate and in preparation for marriage and 
family life which gives them at least the appearance of greater 
social and psychological maturity. 

Older adolescent boys are even more prone to law-breaking 
than the fourteen year-olds. They are given to committing 
malicious damage against public and private property, to 
drunkenness and hooliganism as well as to the more common 
offences of shoplifting and larceny. Much of this misbehaviour 
may be thought of as the last fling of youth before settling down 
to the tamer life of legal maturity and marriage. In recent years 
the offence of taking and driving away parked cars has greatly 
increased and at times when there have been accidents and 
collisions has led to very serious consequences. There is also a 
growing butas yet marginal number of offences involving drugs. 
The influence of pop idols known to indulge in cannabis has 
certainly contributed to this new phenomenon as has the 
restless search for psychedelic experience. Both are causally 
associated with modern affluence and the growth of so-called 
permissiveness which seems to some social critics to be as 
much due to the decay of standards amongst older sections of 
the population as to the revolt of adolescents. 

The unrest amongst students and rebellions in schools, 
colleges and universities can hardly be thought of under the 
heading of delinquency, even though such disturbances have 
often led to law-breaking, to breaches of the peace and to the 
damage of property. Fundamentally, such behaviour is idealis- 
tic and reformative in character—however misguided the 
means employed may be—and springs from an understandable 
dissatisfaction with the norms and values of conventional 
society and a far from unhealthy desire to remould the social 
system on more egalitarian and democratic principles. This 
‘revolt of the privileged’, as it has been called, is a world-wide 
phenomenon and on the whole has been supported by young 
people from upper, middle and working-class backgrounds. 

It is obvious from the official statistics that crime and 
delinquency tend to fall away after the age of eighteen and drop 
quite dramatically in middle age. Thus we can see that only a 
small proportion of juveniles who have court records become 
adult offenders, The great majority settle down to lead more or 
less normal law-abiding lives. A minority, however, persist in 
offending and a study of the records of prisoners shows that 
there are many who have earlier been at reformatories of one 
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kind or another and in England at approved schools and 
borstals. 

There are critical differences between older and younger 
delinquents. Many more older offenders seems to drift into what 
can only be called a life of crime, commiting offence after 
offence in spite of terms of imprisonment, almost it would seem 
because they are unable to adjust to the demands of conven- 
tional society. Many habitual adult offenders could be 
categorized as psychological inadequates. A long history of 
social failure plus personal defects combine to produce many 
typical kinds of recidivists. Such people, usually men, spend a 
considerable proportion of their lives in prison and similar 
institutions even though the damage they have done to society 
and to their fellow citizens as a result of their chronic 
delinquency is still comparatively trivial. Rather less than a 
quarter of adult criminals persist in their delinquent way of life 
to form the hard core repeaters whom, as yet, the community 
has found no way to resocialize and rehabilitate. 

Professional criminals, at least the more successful variety, 
are an altogether different group from those somewhat pathetic 
repeaters and recidivists discussed above. As far as we can tell, 
most of the professional criminals are normal enough in their 
make-up and sagacious enough to follow crime as a fairly 
profitable though hazardous way of living. Fortunately, in most 
countries professional offenders are few in number although the 
economic consequences of their planned depredations and 
carefully thought out frauds and robberies are a severe burden. 

In addition to those who choose crime as an occupation and 
to those who drift into crime because they are unable to cope 
with the normal difficulties and frustrations of social life, there 
may be an unknown number of detected and undetected 
offenders, often men in comparatively responsible posts who 
make use of their occupational positions to cheat, defraud or 
steal, often, it may be surmized, with a considerable degree of 
immunity. But most white-collar offenders do not think of 
themselves as being criminals and tend to blame the peculiar 
temptation of their situation more than themselves for succumb- 
ing. Office workers and employees entrusted with a firm's 
money may tend to live above their salaries and when in debt 
may be tempted to steal or even merely to ‘borrow’ money as a 
way out of their difficulties. 

It was Edwin Sutherland (1961) who first drew criminologists’ 
attention to the existence of these white-collar offenders and by 
so doing greatly extended knowledge of the true nature and 
extent of delinquency and deviance in contemporary industrial 
society. For along time crime was thought of as a predominantly 
working and lower class activity but Sutherland and other 

investigators, notably Marshall Clinard (1952) have shown us 
convincingly that crime is found in all ranks and strata of society 
if we care to dig below the surface. Businessmen, politicians, 
bankers, financiers and stockbrokers all contribute their quota 
to the list of offenders and law-breakers. In fact, in absolute 
terms, the incidence of crime in the various social classes may 
be much more similar than an analysis of the official police 
statistics would suggest. 

Typical working-class crimes involve open theft or physical 
violence and cannot easily be hidden. Middle-class offences, 
often committed in an occupational role, do not involve 
violence and are difficult to detect. Furthermore, law enforce- 
ment officers are almost certainly harder on people of obvious 
low-class or alien backgrounds, and so are much more ready to 

proceed with formal prosecution than they are in the case of 
people of substance and status. Finally, many of the offences 
that business men and white-collar employees tend to commit 
are treated under civil rather than criminal law and so avoid 
much of the stigma that normally attaches to having had a 
criminal prosecution against one’s name. The same may be said 


of many kinds of motoring offences and there is a general 
tolerance for drivers who cause quite serious damage and who 
even endanger life because this is clearly something that might 
happen to almost anyone. 

In the preceding paragraph we touched on something which 
is of considerable interest to sociologists. That is the analysis of 
delinquency as a social process which once set up is often 
extremely difficult to halt. In the first place powerful and 
influential groups enact the laws which delineate offences and 
which distinguish between what is criminal and what is a civil 
and hence morally much less reprehensible behaviour. 
Offences against property, especially robberies, thefts and 
frauds seem to bean obsessional concern of law makers and law 
enforcement institutions. At the same time it can be noted that 
an almost casual attitude exists towards certain acts which 
many would regard with genuine horror. A father kills his baby 
in a fit of anger and is merely placed on probation while a man 
who takes part in a bank robbery is given a much harsher 
sentence. Moreover, the process which begins with the finding 
of guilt encourages the offender to think of himself in that role 
and subsequently both he and others collaborate on the 
assumption that he is a delinquent and so the delinquent 
self-image is reinforced and perpetuated. Having begun, an 
individual may find it very hard to throw off the adverse 
consequences of his involvement and once typed as a deviant or 
a criminal he may as a person as it were become ‘socially 
reconstituted’ and so acquiesce in his new antisocial role. 

Punishment is thus seen as a part of the criminal process itself 
and the mere act of being detected may in fact make all the 
difference toa first or an early offender: the lucky one who goes 
undetected being able to avoid stigmatization and the unlucky 
one who is found out becoming the victim of a social typing 
process which is something of a vicious circle. Penologists are 
thus placed in an awkward predicament. From the sociological 
viewpoint what is important is to prevent an adverse typing and 
delinquent self-image developing. Nevertheless, law must be 
upheld and offenders cannot expect to be condoned. The 
thinking that lay behind the Children and Young Persons Act 
1969 in England following other European models tried to 
achieve these two objectives at one and the same time by 
making a child under fourteen years of age no longer subject to 
criminal proceedings and by setting up a process of positive 
re-education simultaneously. It remains to be seen, when and if 
this actis ever fully implemented, whether this is a viable policy. 

But whether or not these new procedures succeed in practice 
it must be conceded that they are correct from the angle of 
sociological analysis. The main contribution that sociology, as 
contrasted with other social sciences has to make to treatment 
or remedial methods lies precisely in this notion of the 
desirability of maintaining an offending individual firmly within 
the ranks of respectable society. This means, certainly as far as 
children and adolescents are concerned, reinforcing the normal 
health promoting forces of the community and pursuing 
policies designed to prevent delinquency arising in the first 
place, or, if and when it does arise, neutralizing its influence as 
soon as the first symptoms are identified. Sociologically 
speaking, then, there is no cure like prevention. Unfortunately 
so much of our resources and energies at the present time go 
into treating the offender, often a considerable time after his first 
misdemeanour has been rather lightly passed over without any 
positive action being taken, that there seems little hope of the 
mounting crime and delinquency figures being reduced in the 
immediate future. 
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Depression 


A. H. CRISP 


In this article the term ‘depression’ is used to cover a range of 
human behaviour and experience some of which is common- 
place in the general population. Predominant features include 
the state of sadness, with or without anxiety, together with a 
reduced level of responsivity, especially evident in social 
situations. Such states often seem to occur in everyday life in 
relation to, and probably in response to, events such as 
bereavement, overwhelming demands, threats or rejections. 
The term ‘sadness’, often used to describe the mood state, is 
sometimes used interchangeably with the term ‘depression of 
mood’ which, however, also implies the notion of affective 
unresponsiveness. Either term may not adequately describe 
unresponsiveness. Either term may not adequately describe the 
subject's feelings, which may be variable (the possible coexis- 
tence of anxiety has already been mentioned), and may defy 
description or may be more appropriately termed hopelessness, 
despair, emptiness, apathy, misery, anger with the self, or 
self-pity in individual instances. 

Attention has been directed to similar states of unresponsivity 
which occur in animals, and consequent biological interpreta- 
tions have been offered for these and hence for the human 
condition. For instance it has been suggested in animals, whose 
‘existence is endangered by individual exploration and wander- 
ing, that such reflex inhibitory states ensure that they instead 
remain in the herd; also that they accept a stable hierarchical 
social system, whilst in other species it ensures that the animals 
remain immobile and thereby better concealed. 

The human clinical features mentioned above are also often 
associated with a variety of other phenomena, some of which 
would seem to be natural accompaniments and consequences; 
for instance impaired ability to concentrate on tasks, indecision, 
loss of interest and energy. 

Disturbances of function such as reduced appetite and 
reduced sexual activity and impaired sleep also commonly 
occur and may especially attract medical attention. Occasional- 
ly, alongside these patterns, individuals display marked physi- 
cal changes such as major weight loss and sleep impairment, 
especially in the second half of the night, together with a diurnal 

variation of mood in which the states of anxiety, agitation and/or 
reduced and slower psychomotor activity are greatest in the first 
half of the day. 

Other mental content can also become more complex and 


seemingly pathological. Individuals come to experience and 
describe apparently irrational notions or convictions of their 
personal guilt in relation to their past and present behaviour. 
They may display very low self-esteem. They may complain 
bitterly or express intense fear concerning their disturbed bodi ly 
functions and develop unfounded convictions concerning the 
nature of their disorder. They may behave self-destructively to 
the point of suicide. The term ‘psychotic’ depression has 
sometimes been applied to such severe states which have then 
been contrasted with milder ‘neurotic’ depressions which are 
seen more clearly as quantitative deviations from the normal. 

Individuals with such grossly disturbed functions, as can 
occur in the more severe states of depression, are particularly 
likely to present for medical consultation, and within this 
context attempts have been made over the centuries to construe 
their disorder in ‘illness’ terms. The ancient Greek physicians 
recorded their own view of a relationship between the tendency 
to melancholy and the individual's physique and vulnerability 
to other diseases. The existence of such relationships in the case 
of severe depressive states has been borne out by more recent 
surveys; furthermore it appears that such severe states tend to 
occur more commonly in certain families, and one interpreta- 
tion of this is to allow for the presence and importance of genetic 
factors. Currently it is also evident that patients who present 
certain specific aspects of severe depressive ‘illness’, for 
example weight loss and early morning waking and the absence 
of certain neurotic features, usually respond well to electrocon- 
vulsive therapy, a treatment which may lead to a worsening of 
other patients with seemingly overlapping symptoms in other 
respects. 

Such findings have led to a so far unresolved debate as to 
whether there is more than one basic type of depressive ‘illness’ 
or disorder. This controversy involves a complex of issues 
concerning whether or not there are qualitative differences in 
aetiology on the one hand and in the phenomena of the illness 
on the other. 

Taking the matter of the natural history and phenomena of the 
illness first, it appears that the more definite and severe forms of 
the disorder are culture bound, being more common in urban 
societies. Such disorders tend to fluctuate in the prone 
individual, coming and going during adult life, although the 
state can sometimes occur once and then remit for ever. In 
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general it occurs more commonly at certain times in life such as 
adolescence, the menopause and old age. The sex incidence 
differs between societies and the disorder occurs very rarely 
indeed in children. 

As previously mentioned, part of the clinical debate is centred 
round the issue of whether or not the various features of the 
states are potentially universally present in all subjects whose 
disorders are said to fall within the general category of 
depression. Traditional medical thinking, based in the ever 
present need to diagnose, as a preamble to being able to predict 
the course of an individual disorder with and without treatment, 
has been concerned with attempts to separate off discreet 
groups of depressed patients identified by clusters of symptoms 
and signs, hopefully having distinct causes. However, resear- 
chers in this field have produced conflicting results; some 
claiming evidence for the presence of two or more ‘depressive 
disorders’, others finding that the disorder is best construed in 
unitary terms, ranging from the traditionally described neurotic 
form to the psychotic form. Others have emphasized that, whilst 
there are probably two or more separate factors or clusters of 
symptoms, meriting different treatment approaches, it is still 
appropriate and valid to consider the nature of the state in 
multidimensional terms which have relevance to all subgroups. 

The debate has become complexly statistical in its nature. It 
highlights many of the problems confronting clinical science, 
especially in the field of mental disorder. For instance the 
information on which clinical judgment is made stems from 
individuals’, usually patients’, self-reports within the context 
offered by the interviewer. Items tend to be selected in such a 
situation which reflects the concerns of the two individuals and 
their backgrounds. Thereafter there arises the problem of the 
accuracy of such information as is collected. The findings that a 
severely depressed person complains bitterly of waking early in 
the morning may be found to correlate significantly with the 
course of his disorder with or without treatment. This may be so 
if the complaint is reliable information, whether or not it is 
basically accurate, and whether or notitis specifically related to 
his present state. 

Yet another problem centres around the issue of which 
subjects to include in the population under study. Clearly if 
there are no absolute criteria for diagnosis and if the disorder is 
seen to overlap with the other apparently non-depressive 
disorders and with normality, then the selection can only be 
arbitrary. Furthermore, populations so far studied have been 
mainly those attending psychiatric clinics and those who are 
in-patients in psychiatric hospitals. It is evident that many other 
subjects who have similar disorders but those who are more 
aware of the physical aspects of their disturbance are attending 
general physicians, and may find themselves instead as 
in-patients in medical wards. Such a group of individuals may 
well overlap those subjects traditionally said to have neurotic 
and psychotic depressions in the psychiatric clinic setting. Yet 
again there are probably large numbers of subjects with 
depressive disorder who exist and survive in the general 
population and who do not seek help. 

The original, impetus to identify different categories of 
depression, especially the state of severe or psychotic depres- 
sion, stemmed from observations not only concerning response 
to treatment such as ECT which is a fairly recent development, 
but also from the conviction that such a state was seemingly not 
accountable for in terms of anormal human response to stressful 
events. Early workers claimed that such disorders were rarely 
precipitated by life events but instead arose as ‘endogenous’ 
disorders. It was proposed that they were due to some primary 
disturbance of function in the brain, probably in the 
hypothalamus and related areas. It was noticed that such 


disorders tended to fluctuate over a period of time, sometimes 
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coming and going in the individual ina regular and increasingly 
predictable way, and occasionally alternating with the opposite 
state of elation, psychomotor acceleration, abundant energy 
and grandiosity. 

In a minority of subjects such swings are indeed seemingly 
autonomous once established. However it has become increas- 
ingly evident to researchers that even in such cases the original 
onset has often been precipitated by a stressful life experience; 
for instance the loss of a parent. Such findings have recently 
arisen in relation to many, perhaps the majority, of diseases and 
have raised the issue of multifactorial aetiology as an important 
consideration in modern medicine. According to this view it 
would be claimed that the pattern of the illness depends upon 
the individual's personality, itself deriving from multiple genetic 
and early experimental influences. The nature of the precipit- 
ant, whilst being specific and meaningful to the individual in 
respect of his particular vulnerabilities, might appear 
behaviourally (e.g. loss of a parent, menopause, retirement) to 
be indistinguishable from similar stresses provoking other 
diseases in other subjects, or allowing others still to remain 
healthy. 

So far as the precipitation of particular ‘types’ of depression is 
concerned, indicators for the likely precipitation of psychotic or 
severe depression will include a family and personal history of 
such disorder, a non-neurotic personality, unless it be instead of 
an obsessional type of personality, and possibly also a pyknic 
body build. However none of these indicators is absolute and 
the concepts are once again in danger of foundering over the 
issues referred to earlier—particularly the availability and 
accuracy of the relevant information. For instance the concept 
of personality type is itself possibly best viewed in terms of 
dimensions rather than discreet and exclusive entities, and even 
the items selected for such classification may reflect the more 
superficial aspects of the individual’s behaviour, rather than 
possible important underlying problems and conflicts within 
him and in his relationships with others. 

Furthermore, it is evident that many of the more severe forms 
of depression start insidiously with neurotic manifestations. 
Some investigators have recently proposed that the features of 
so-called ‘neurotic’ depression may provoke the emergence of 
new factors in the end which are independent of immediate life 
experience and which then add further fuel to the fire, so to 
speak. For instance the common state of anorexia and 
consequent weight loss in neurotic depression may ultimately 
provoke sleep disturbance particularly early morning waking, 
and also other symptoms such as constipation, which then 
become an increasing focus of complaint and distress to the 
unhappy person concerned. 

With our knowledge of the subject so limited, it is not 
surprising that theories of aetiology abound. Such theories tend 
to stem from doctrinaire sources and in the past have rarely 
taken into account even the better established facts concerning 
the disorder. However, it may be that between them they 
contribute to an understanding of the basis of the disorder in 
multifactorial terms. Thus it is very probable that genetic factors 
are important in determining an individual’s vulnerability to the 
disorder, both in terms of their determining effect on his early 
life experience as well as through their direct pervasive 
influence on any illness in later life. 

The effect of drugs such as reserpine in precipitating states 
similar to severe depressive disorder in some people has 
advanced the view that the physiochemical basis of the state of 
depression may have to do with depletion of stores of certain 
amines in the brain stem and adjacent areas. One 
psychodynamic developmental view that the vulnerability to 
develop depression in later life is first imprinted in early life in 
relation to rejection and separation experiences, is borne out to 
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some extent in that individuals who have been excessively 
subjected to such experiences are found statistically to be more 
likely in later life to develop depression. 

Another clinical psychoanalytic view is that the central 
dynamic factor in depression is the turning inwards of angry 
feelings to the self, often through the process of incorporating 
into the self-image the image of other people (e.g. parents, first 
at the time of childhood and then again when they die), who 
have been viewed ambivalently and concerning whose loss 
(both yearning and guilt over past hostility and its harmful 
effects) is felt. The behavioural view that depression stems from 
an habituation to or ceasing to respond to unpleasant, painful 
and unrewarding stimuli and experiences in the life situation, is 
plausible as a mechanism operating within the conceptual 
frameworks referred to above. 

Attempted medical treatment of depression takes a variety of 
forms and is difficult to evaluate against the background of 
imperfect knowledge concerning the nature of disorder and the 
fact that such disorder often fluctuates ‘spontaneously’ and in an 
unpredictable way, sometimes being seemingly sensitive to 
interventions which in medical terms ate non-specific. As 
previously mentioned, certain types of severe depression 
respond well so far as the individual episode is concerned to 
electroconvulsive therapy. Occasionally subjects with chronic 
severe depression may also be greatly helped by brain 
surgery—one or other form of leucotomy. A variety of drugs are 
currently available and are sometimes useful. The 
amphetamine group of drugs is undoubtedly effective in 
producing symptom relief; it may be this characteristic which 
accounts for their addictive propensities. The tricyclic drugs and 
monoamine oxidase inhibitor drugs are also sometimes useful 
in psychotic and neurotic depressions respectively, and several 


members of these two groups of drugs are also anti-anxiety in 
their effect. Psychotherapy is a time-consuming and highly 
skilled form of treatment aimed in one way or another at 
supporting the patient in respect of his interpersonal needs, 
which may well be related to the origins of his depression, or 
else exploring them with him in such a way as to provide him 
with insight useful enough to allow him to develop more mature 
and effective patterns of behaviour, and hence, hopefully, less 
vulnerability to develop depression. 

In conclusion it must be said that depression is a common 
human disorder often associated with great distress in the 
individual concerned and in those around him. It probably 
bears a very complex relationship to the nature of our society 
and to human needs and other human disease. At the moment it 
presents a major challenge to society, medicine and the basic 
sciences. 
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Depression: Masked 


J. J. LOPEZ-IBOR 


From the manifest depressions, neurotic or psychotic, a special 
group of ‘masked’ depressions can be separated. These may be 
regarded as symptomatological equivalents of depression and 
are expressions of the vulnerability of a personality stratum 
which is embedded between the noetic and somatic strata. This 
is the endothymic stratum or the ‘thymia’, and in this article its 
psychopathological states will be referred to as ‘thymopathic’. 

Many phenomena of pain (e.g. some brachialgias) and 
paraesthesias (e.g. the sensation of ants crawling over the skin) 
as well as some forms of vertigo (e.g. agorophobia or 
thymopathia) belong to the group of masked depressions or 
depressive equivalents. All such endothymically released states 
prove, on closer examination, to be subdepressive. There are 
close relationships and some confluences with neurotic and 
psychosomatic states, e.g. anorexia nervosa. 

Masked depressions are characterized by a decrease in 


vitality and a certain amount of anxiety and sadness. They take a 
phasic and mostly favourable course and respond to thymolep- 
tic drugs. 

From the phenomenological point of view, masked .depres- 
sions signify an alteration which is taking place in the awareness 
of our corporal self. Studies of twins by Da Fonseca (1959) 
which paid special attention to the concurrence of depressive 
equivalents supported Slater’s theory of a genetic factor in the 
depressive disposition. 
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Depression: Sleep Patterns 


DAVID R. HAWKINS 


At least since the time of Hippocrates, physicians have been 

disturbed sleep and mental 
melancholia. Even folksay- 
for example, the 
b, ‘Ein gutes Gewissen ist ein sanftes Ruhkissen’ 


(A good conscience is a soft pillow). The sug 
troubled with guilt find sleep elu: 
we know that the Ancient Marine! 
period after killing the albatross, 
came it was a blessed relief: 

To Mary Queen the praise be given: 

She sent the gentle sleep from Heaven 

That slid into my soul .. .’ 
In Macbeth and elsewhere Shakespeare spoke of sleep’s 
benefits: 

“Sleep that knits up the ravell’d sleave of care, 

The death of each day's life, sore labour's bath, 

Balm of hurt minds . . .’ 

Clinical descriptions of melancholia or depression in stan- 
dard psychiatry texts have long emphasized troubled sleep as a 
major symptom. Moreover, early morning awakening was 
particularly emphasized as characteristic of depression and 
distinguished from those sleep difficulties related to other 
psychological illnesses. 

Until recently, however, we have had to depend on the 
subjective accounts of the patients themselves for information 
about sleep abnormalities, or on the probably unreliable gross 
observations of nurses or other attendants. Study of sleep with 
objectivity and some degree of precision became a possibility 
only after Berger demonstrated and measured the electrical 
activity of the brain with the electroencephalograph. 

This instrument showed that different stages of sleep could be 
defined by characteristic recordings. Few early electroence- 
phalographers monitored the sleep of a subject continuously 
throughout the night, and those who did practise all-night 
monitoring failed to observe the two neurophysiologically 
different types of sleep. One group of early investigators led by 
Diaz-Guerrero, however, did study the all-night EEG recordings 
of six patients diagnosed as having manic depressive 
psychosis—depressive type. They were able objectively to 
demonstrate fragmentation of the sleep pattern and some of the 
other features of sleep in depression which will be discussed 


below. 


It was only in 1953, when Kleitman and his associates. 
Aserinsky and Dement, discovered the regularly recurring 
periods of rapid conjugate eye movements accompanied by 
stage 1 EEG activity and showed that dreaming occurred during 
those periods, that a great interest in the psychophysiology of 
sleep developed. Shortly thereafter, these and other invest- 
igators demonstrated that the two stages of sleep are 
neurophysiologically distinct, and elucidated the characteris- 
tics of each. For further details, readers are referred to Lewis's 
article on sleep. 

At least a dozen sleep laboratories have by now carefully 
studied the sleep of patients suffering from varying types and 
intensity of depression. Cross-sectional sampling techniques 
were initially used; that is, a number of depressed patients were 
studied for several nights each in the laboratory and their sleep 
characteristics compared with those of normal controls. The 
necessity of making careful longitudinal studies of the sleep of 
depressed patients, however difficult and time-consuming such 
studies might be, soon became apparent; the careful sequential 
recording of many, and preferably all nights in the study period 
was imperative. The comparability of data from different 
laboratories was initially in doubt, but the manual published by 
Rechtschaffen and Kales contributed to uniformity, as did the 
growing practice of having sleep records scored by persons 
unaware of the patient's clinical condition. 

“in more difficult pathological problem in research in this area 
ich is far from solved arises from the fact that we lack 
aetiological understanding of the various syndromes subsumed 
goor the term ‘depression’. Moreover, we do not clearly 
aes alptee agree upon the different diagnostic categories 
$ E istinguish types of depression. The pro- 
em of determining the depth or intensity of depression is 
pel solved by the use of rating scales such as those 
leveloped by Hamilton, Beck, and Zung. However, at times the 
vaici of these scales for certain types of patients is in doubt. 
evertheless, in spite of these difficulties and in spite of the 
substantial variation in intensity of depression within the 
aa categories of abnormality, there remains a consider- 
F e degree of agreement among laboratories in respect to 
tl emoja sleep abnormalities in depressed patients. 
aerem no doubt that the intuitive and early clinical 
: Ja of troubled sleep in depressed patients is correct. In 
ome of the depressed, indeed, the degree of fragmentation and 
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abnormality of sleep is very great. In general, the more severe 
the depression is, and the more disturbed and distorted other 
somatic functions are, the more abnormal is the sleep pattern. 


Major sleep abnormalities 


The major sleep abnormalities discovered in depressive illness 
to date are as follows. 


Prolonged latency of onset 


In comparison with appropriate controls, all depressed patients 
show a lengthening of the period that elapses between the time 
they try to achieve sleep and its actual onset. Moreover, many 
depressed patients experience an interval classified by our 
laboratory as stage drowsy, during which it is difficult to 
ascertain whether the subject is asleep or awake. However, the 
latency of onset does not seem to be as long in most depressed 
patients as in patients with some other types of mental disorder 
such as severe anxiety or schizophrenia—at least during periods 
of transition and turmoil. 


Wakefulness during the sleep period 


The number of periods of awakening, and the total duration of 
wakefulness during the period following the patient's first sleep 
and before his last awakening in the morning is markedly 
increased in the depressed patient, and is one of the most 
consistent and troublesome abnormalities in the sleep of 
depressives. 


Early morning awakening 


Most psychiatric textbooks stress early morning awakening as a 
characteristic of depression, particularly the types which may 
be classified as psychotic or endogenous. 

In patients studied in various sleep laboratories early morning 
awakening is not as striking a finding as clinical impressions or 
the traditional literature would lead one to expect. Although 
severely depressed patients do awake very early, they generally 
do not remain completely awake from an early hour. What does 
seem to happen is that during the latter part of the night there are 
many awakenings, and the sleep that is obtained is very 
shallow, so that the subjective impression for the patient is that 
of having awakened early and remained awake. 

It may also be that conditions in the sleep laboratory are 
different enough from the natural environment to favour some 
continuing early morning sleep; sleep laboratories are ordinar- 
ily carefully controlled to exclude. light and sound, and to 
maintain constant temperature. In most home or hospital 
settings many stimuli such as increase in light or sound appear 
in the early morning and probably contribute to wakefulness. 


Lowering of threshold for arousal 


The intensity of a stimulus necessary to arouse a sleeping 
subject varies with the stage of sleep, though under ordinary 
conditions adaptation to the same stimulus is relatively rapid. It 
has been shown, at least for sound, that for each stage of sleep in 
depressed patients as compared with normal controls, the 
intensity of sound required to awaken the subject is less. 
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Depressed patients are more easily aroused or awakened than 
normals. 


Abnormalities of EEG 


The sleep records of severely depressed patients are difficult to 
score because the transition from one stage of sleep to another, 
smooth in the normal subject, is often irregular and fragmented 
in the depressed patient. Wave forms not ordinarily seen in 
juxtaposition in the records of normal persons occur together in 
those of depressed subjects. A characteristic pattern of depres- 
sive sleep, called ‘alpha-delta sleep’, consists of periods of what 
seem to be slow alpha rhythm, interspersed with several 
seconds of what would appear to be delta waves characteristic 
of stage 4 sleep. 


Rapid eye movement (REM), paradoxical, or D-stage sleep 


This is the previously unsuspected stage of sleep during which 
there is heightened activity of the central nervous system, 
inhibition of skeletal muscle activity, activation of systems 
innervated by the autonomic nervous system, and the 
presumptive occurrence of dreams. 

Initially it was anticipated that depressed patients would have 
abnormal REM sleep, but findings have not been very striking. 
There is some disagreement among investigators about this 
stage in depressives. In general, the REM sleep of depressed 
patients tends to be somewhat, but not outstandingly, 
diminished. Some studies have shown higher than normal 
amounts. Careful longitudinal studies suggest that very severely 
depressed subjects whose sleep is abnormal in general 
experience less REM sleep, both absolutely and as a percentage 
of the whole, than normals. 

Further evidence suggests that, following successful treat- 
ment with either electroconvulsive therapy or antidepressive 
medication, or in the case of spontaneous improvement, there is 
often a period in which stage REM exceeds the normal. This 
excess seems to indicate that stage REM deprivation occurs 
during depression, and is followed by the experimentally 
described ‘rebound’ phenomenon. 


Slow wave (delta) sleep 


Delta waves are the large slow waves presumably characteristic 
of the deepest stage of non-REM sleep. This sleep is charac- 
terized as stage 3 when there is the definite appearance of delta 
wave, and stage 4 when any given epoch contains more than 50 
per cent of delta waves. 

The most consistent and lasting abnormality noted to date in 
the sleep of depressed patients is the significant reduction or, 
frequently, the complete absence of stages 3 and 4—particu- 
larly stage 4. All other dimensions of sleep usually measured 
promptly return to normal levels with successful treatment or 
spontaneous recovery. While stage 4 generally shows some 
increase in amount, it returns to normal levels only very slowly, 
if at all. Indications as yet not adequately explored suggest that 
after a major depression stage 4 sleep may never return to 
normal levels. 

Such findings clearly substantiate that the sleep of patients 
with depression is definitely abnormal and fragmented, as has 
long been suspected clinically. Clinical recovery is accom- 
panied by normalization of sleep, at least in most dimensions. 

Important questions remain, however: What is the sig- 
nificance of the various sleep abnormalities? Are all or any of 
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them specific for depression? Can one categorize different types 
of depression or different intensities of depression according to 
differences in the sleep pattern? How specific are these 
abnormalities for depression? And what is the relationship of 
sleep abnormality to the clinical syndrome? Does it play either 
an aetiologic or facilitating role in the depression? Is it caused by 
the depression, or are both the consequences of some more 
basic factor? How soon does sleep begin to be abnormal in the 
development of depression? Although we have some insight 
into the answers of some of them, these questions remain for the 
most part unsolved. 

We have hypothesized that the central nervous system of a 
depressed patient is in a constant state of heightened arousal, 
possibly mediated through the reticular activating system. Such 
an hypothesis would explain the increased wakefulness, sleep 
fragmentation, and easy arousability; and the irregularity of 
sleep stages could be understood if one also hypothesized an 
increase in the pressure for sleep after a significant period of 
sleep deprivation such as must occur during a depression. 

Because they circumscribe dreaming, abnormalities and 
diminution in stage REM sleep were early believed to lead to 
psychological distress and perhaps to contribute to a depressed 
State. Studies specifically addressed to REM deprivation have to 
date indicated a neurophysiological pressure for this sleep stage 
but have failed to demonstrate any clear relationship to 
psychological disturbance. Moreover, the degree of REM 
suppression in depression does not, in general, seem to be very 
marked, 

After prolonged periods of total sleep deprivation, stage 4 
sleep seems to constitute a greater proportion of the recovery 
night's sleep, indicating a basic need for this stage. One study 
that attempted the difficult procedure of selective deprivation of 
stage 4 sleep suggests that the subjects might have had some of 
the psychological qualities related to depression. 

A new and possibly important discovery is that release of 
growth hormone occurs during stage 4 sleep. This finding 
suggests, among other things, that stage 4 sleep might have an 
anabolic reparative function. The specific implications of a 
deficiency of this in reduced stage 4 sleep remain unclear. 

The sleep abnormalities described above do not seem to be 
restricted to depression. Schizophrenia, senility, mental retarda- 
tion, and alcoholism are characterized by a reduction of delta 
sleep. The few manic patients studied in the sleep laboratory 
seem to have a sleep pattern like that of the most severely ill 
depressives; there is some indication that the manic patient may 
have a somewhat shorter sleep onset latency, however, and a 
more marked tendency toward early morning awakening, along 
with an even greater susceptibility to arousal from external 
stimuli. 

Preliminary studies of a group of patients previously hos- 
pitalized for one or more depressive episodes but currently 
symptom-free and not receiving medication suggest that their 
sleep remains slightly and subtly different from that of normal 
persons. They were a little more wakeful and experienced less 
delta sleep. Whether these findings represent a change in the 
sleep pattern resulting from the previous depressive illness or 
indicate constitutional abnormality, perhaps related to depres- 
sion, is at present an unanswered question. 


Other mental illnesses 


The sleep of patients with other mental illness has been studied. 
The findings in schizophrenia seem even more obscure and 
variable than in patients with depression. To a considerable 
extent this is probably due to even greater lack of definition of 
the type of illness and its particular stage of development. 
Careful longitudinal studies in a few schizophrenic patients 
have indicated that sleep abnormalities generally occur during 
the time of changing of the condition, particularly the waxing 
phase of the illness. In these periods there is considerable 
similarity to the abnormal sleep of the depressed patient; 
however, the schizophrenic tends to have a longer latency 
before initial sleep onset, and somewhat less wakefulness once 
sleep has actually occurred. Stage 4 is frequently markedly 
depressed or absent. Several studies suggest that the schizo- 
phrenic patient, unlike the depressive, experiences no rebound 
in REM sleep with recovery or improvement. 

The sleep of chronic alcoholics has been shown to be 
abnormal and fragmented. During episodes of delirium tremens 
or acute alcoholic hallucinosis there is marked diminution of 
stage 4 and an increase in stage REM greater than that seen in 
any other condition. Indeed, it appears as though alcoholic 
hallucinosis actually may be a breaking-through of the REM or 
dreaming stage of sleep into wakefulness. 

In hypothyroidism there is depression of stage 4. With acute 
anxiety there is increased wakefulness and depression of both 
stage REM and:stage 4 sleep. Ageing is accompanied by a 
diminution in stage 4 sleep and a tendency toward more 
wakefulness. While there are some general patterns seemingly 
characteristic of the sleep of different mental disorders, no one 
has to date shown any sleep abnormality that is pathognomonic 
or specific of a specific disorder. 

To summarize, modern psychophysiological investigations 
of the sleep of depressed patients have clearly shown that their 
sleep is abnormal, often to a marked degree. No specific sleep 
abnormality pathognomonic of or unique to depressive illness 
has as yet been demonstrated. The precise relationship of sleep 
abnormalities to mental illness in general and depression in 
particular remains to be elucidated. 


REFERENCES 


Diaz-Guerrero, R., Gottlieb, J. S. and Knott, J. R. (1946). ‘The sleep of 
patients with manic depressive psychosis, depressive type: An 
electroencephalographic study.’ Psychosomatic Med. 8, 399 

Gresham, S. C., Agnew, H. W. and Williams, R. L. (1965). ‘The sleep of 
depressed patients.’ Archs gen. Psychiat. 13, 503 

Hawkins, D. R. and Mendels, J. (1966). ‘Sleep disturbance in depressive 
syndromes.’ Am. J. Psychiat. 123, 682 

—— (1972). ‘The psychopathology and psychophysiology of sleep.’ In 
Textbook of Biological Psychiatry, Ed. by J. Mendels. New York; 
John Wiley 

Mendels, J. and Hawkins, D. R. (1967). ‘Sleep and depression: A 
controlled EEG study,’ Archs gen. Psychiat. 16, 344 

Snyder, F. (1969). ‘Dynamic aspects of sleep disturbance in relation to 
mental illness.’ Biol. Psychiat. 1,119 


Deprivation of Parental Care 


OSCAR W. HILL 


The quality of parental care as a crucial factor for the normal 
development of the individual has been implicit in all 
psychodynamic theories. Nonetheless, it was not until 1944 
that Bowlby specifically drew attention to the morbid consequ- 
ences of being deprived of mothering in a survey of delinquents, 
particularly the affectionless psychopath. He conceptualized 
the pathogenic agent as lack of an affectional maternal bond. 
Largely as a consequence of his observations, there has been a 
large volume of work dissecting out the components of maternal 
care and the needs of the developing organism for environmen- 
tal stimulation. 

The immediate effects of separating a child from the mother 
are the sequence of protest, despair and detachment. This 
response is related to the loss of the mother and is also partly a 
response to the unfamiliar environment in which the child finds 
himself, The extent to which the child readjusts to the new 
situation depends on the degree to which his needs are satisfied. 
Normally, a mother is not the only source of affectional needs, 
thus the presence of siblings will modify the impact of 
separation upon a child. Mother is normally the source of 
stimulation to verbal behaviour, play etc. She provides for the 
nutritional, material and security needs of her child. To the 
extent that such needs can be provided by other agencies, the 
impact of separation is diminished. 

There have been many animal studies (summarized in 
Denenberg, 1969) that reveal the extent to which the full 
sensorimotor development of the individual depends on 
adequate stimulation in infancy. There are also the well known 
experiments of the Harlows, Hinde and others in which it is 
demonstrated that the social, sexual and affectional capacities 
of the monkey depend on its mothering and peer group 
experience in infancy. 

Beyond the need for adequate stimulation and care it may be 
that the rupture of a significant affectional bond or the failure to 
establish any affectional bond may have far reaching effects 
upon the individual. A re-evaluation by Rutter (1972) of 
Bowlby’s original study of ‘44 thieves’ shows that his affection- 
less psychopaths suffered many changes of maternal figure of a 
sort that would prevent the development of bonding behaviour. 


From other studies summarized by Rutter it would seem that 
there may be a critical period between the ages of six months 
and three years in which the failure to form affectional bonds 
will scar that individual in later life. 

In examining psychiatric populations for the significance of 
any parental deprivation it is not easy to distinguish between the 
effect of a broken family and the effect on a child of the sort of 
disturbances in a parent that would often precede the break up 
of a family. In an attempt to overcome this problem the effect of 
the death of a parent in childhood has been separately 
examined (see Hill, 1972, for a critical review). The results of 
such studies are not entirely consistent, probably due to their 
sensitivity to methodological difficulties. The clearest associa- 
tion to emerge is that between a suicidal attempt in a depressed 
female bereaved of her father between the ages of 10 to 14. 

We have been concerned with deprivation due to absence of 
a parent but a child can be substantially deprived although his 
family is intact. Considerable attention has been given to the 
syndrome of stunted growth associated with maternal rejection. 
There is a view that the stunting of growth is simply related to an 
inadequate supply of food but there are animal studies that 
show greater assimilation of food related to such factors as the 
amount of handling. 

The reduced dependence of a child on his own mother in the 
kibbutz system in which the child spends the major part of his 
time living in a community of children cared for by trained 
nurses, does not seem to be associated with any apparent 
disturbance of the children. Rutter’s study of the children of sick 
parents also demonstrates the considerable capacity for healthy 
development of children despite parental pathology. 
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Developmental Psychology 


PAUL LIGHT 


As an active branch of scientific research developmental 
psychology is of relatively recent origin and is presently 
undergoing rapid expansion. The object of study may be the 
child per se, justified either by interest in children as absorbing 
creatures in their own right, or by the need to provide remedial 
help for the handicapped, deviant or deprived child. Alterna- 
tively, development may be studied as an approach to general 
psychology; an attempt to understand personality, or cognition 
through a detailed study of development in children. This latter 
approach perhaps better deserves the name ‘developmental 
psychology’, while the former might more properly be called 
‘child psychology’. However, for present purposes | willinclude 
both these aspects under our heading of developmental 
psychology. 

Three very broad theoretical approaches may be identified in 
this field; psychoanalytic theory, learning theory, and cogni- 
tive-developmental theory. Psychoanalytic theory has been, 
and remains, very influential in shaping our conception of 
childhood, especially in the area of emotional development. 
Psychoanalytic concepts have been applied to childhood by 
such writers as Erikson, Klein, Winnicott and Anna Freud, and 
have directly influenced many others, such as Bowlby in his 
work on the importance of the early attachment of mother and 
child. More recently the sophisticated psychoanalytic theoriz- 
ing of Lacan, Mannoni and others has attempted to rationalize 
the relationships between language, unconscious and self. 

Learning theory is an encompassing title for those approaches 
which see development as a learning process, and which 
primarily aim at the elucidation of the external conditions 
affecting what is learned at any given point in development. 
Simple learning-theory models involve such parameters as 
contiguity, repetition and the reinforcement of 
stimulus-response links. Faced with the problems of explaining 
the intellectual, linguistic and social development of the child, 
learning theories have become more elaborate. Examples 
which will crop up later in this article are Lipsitt’s studies of 
learning in the newborn and Bandura’s studies of the imitation 
of aggressive behaviour. B. F. Skinner's attempt to extend 
interpretations of animal learning studies to the situation of the 
child learning language, represents one of the more ambitious 
exercises of the learning theorists. 

The best known exponent of a cognitive-developmental 


approach is Jean Piaget. He sees the child’s behaviour in terms 
of integrated cognitive ‘structures’ or ways of thinking about the 
world, rather than in terms of isolated items of learning. The 
child’s development is seen as progressing, through stages, each 
of which represents a qualitatively different way of thinking. A 
very active and constructive role is imputed to the child; this 
contrasts with the tendency in psychoanalysis and learning- 
theory to see the child as simply subject to pushing and pulling 
by internal forces or drives on the one hand or by external 
environmenial contingencies on the other. Piaget's own exten- 
sive research has been replicated and developed, notably by 
Kohlberg, Elkind and Flavell. There has been a marked 
tendency to focus on intellectual development rather than on 
social and emotional aspects. 

The various theoretical approaches described are neither 
clear cut nor mutually exclusive. They are not in general 
contradictory—or at least not testably so—but rather they 
provide alternative ways of conceptualizing development. They 
vary in their-degree of applicability to different problems or 
issues in child development, and are probably best judged in 
terms of their relative utility as explanatory models in any given 
domain. 

In so short an article only a partial account of developmental 
psychology is possible. | shall attempt to use examples to give 
some of the flavour of contemporary work on the subject. 

The newborn infant already possesses a repertoire of well 
developed and organized behaviour. For example at, or very 
soon after, birth a complex and co-ordinated pattern of sucking 
and swallowing may be evoked. This behaviour is based on 
reflexes, but it should not be seen as simply automatic 
behaviour. Patterns of sucking become rapidly differentiated 
and the child learns to suck some things and not others. The 
child becomes more adeptat finding and sucking the nipple, but 
also before long many of the objects the child encounters are 
brought to the mouth to suck. 

By about five months the baby will begin to suck in 
anticipation before bringing the object in question to the mouth, 
and the pattern of anticipatory sucking will vary according to 
the nature of the object in question, being different for a rattle or 
a bottle. Thus sucking does undergo development in a real 
sense, with each episode depending on previous episodes, 
rather than being simply the repetition of an automatic reflex 
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response. The child comes to know things in terms of sucking, to 
distinguish between objects in terms of their properties as 
‘things to suck’. At the same time the child’s sucking behaviour 
is progressively modified through new experiences, and is thus 
elaborated into a fairly sophisticated ‘way of knowing about 
things’. 

Sucking behaviour has been used to demonstrate learning in 
the newborn or very young baby, in studies by Lewis Lipsitt. In 
these learning experiments some stimulus is made contingent 
upon the infant’s sucking. For example, visual reinforcement 
may be provided by a ‘mobile’ which moves whenever the 
frequency of the baby’s sucking is within certain limits, or sugar 
solution might be used as a reinforcer, with the infant receiving 
a ‘reward’ when he produces a certain pattern of sucks and 
pauses. The general result of such studies is to establish the 
learning capability of very young babies; in the examples 
mentioned the infant alters the pattern of frequency of his 
sucking quite rapidly to that which is required to obtain the 
reinforcement. One by-product of these studies may be to 
provide a method of very early detection of intellectual 
impairment or abnormality in children. 

This early learning capacity may have important implications 
for real-life situations. For instance, the facial movements of 
smiling are shown sometimes by the newborn, and even by the 
fetus in utero, but ‘social smiling’ proper is not usually 
observed until about six weeks after birth. It may be that it is the 
mother’s (or other adult's) responsiveness to the infant's smile 
which leads to the infant learning to use the smile as a social 
signal. Thus it may be that, while the smile as a set of organized 
movements may be said to be innate, the infant has to learn 
‘what smiling means’ in a social context. There is some 
confirmatory evidence to the effect that social smiling isdelayed 
in babies raised in rather impersonal, institutional situations, but 
the evidence on this is by no means clear cut. 

Much attention is presently centred on early communication 
between adult and child. The baby seems to be born with 
certain behavioural tendencies which dispose him towards 
social interaction. For example, infants are more calm and alert 
when picked up and held, and they gaze selectively at faces or 
face-like stimuli. The mother (or other adult involved with the 
baby) makes her behaviour sensitively contingent upon the 
baby’s, and the baby learns to make his behaviour contingent 
upon the mother’s. These mutual dependencies are exemplified 
in the little games mothers and babies play; ‘peek-a-boo’ for 
instance. Within this matrix of mutual responsiveness exchange 
of meaning seem to begin. The mother interprets the baby’s 
behaviour as meaningful; she sees the child as having intentions 
and responds to him according to these interpreted intentions. 
One hypothesis is that the infant sees his own actions in the light 
of the meanings given them by the mother, and in this way 
comes to see his own behaviour as meaningful or intentional. 

During the first months of life, the baby has to distinguish 
between himself, other people and things, and then to 
distinguish individuals from one another. By about three or four 
months the baby appears to be able to recognize his own 
mother. He reacts differently to her than to other people, and 
demonstrates in many ways his attachment to her. He will be 
soothed by her, smile for her, and show signs of upset when she 
is out of sight, or, later, when he doesn’t know where she is. 
When frightened (by strangers, perhaps) he will retreat to her. 
All these things are taken to be indicative of specific attach- 
ments, which remain important throughout childhood. In our 
society the child’s strongest attachment is likely to be to his 
mother, but this is by no means necessarily the case. 

Such attachments are important not only for the child’s 
emotional security, but for every aspect of his development as a 
human being. As noted earlier, it is in the context of such close 
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relationships that sensitivity to the motives and feelings of others 
and elaborate communication ata gestural level develop. These 
can be seen as precursors, not only of subsequent language 
learning, but of subsequent social relationships. 

The attachment figure(s) form a familiar and secure base for 
the child in his increasingly active exploration of the novel and 
the unfamiliar. There is an optimal balance of the novel and the 
familiar. Young children seem subject to a spontaneous urge to 
investigate novel aspects of their environment. They can only 
interpret the novel in terms of the familiar, they assimilate the 
novel object or event to their pre-existing knowledge of the 
world, but in so doing their knowledge is altered, their concepts 
modified to some extent to accommodate the new experience. 
But if the unfamiliarity is too total, the child will be unable to 
assimilate it, and the situation will generate insecurity rather 
than new knowledge. In such a situation the presence of the 
mother or other attachment figure is an important element, 
seeming to allow the child to react with curiosity and 
exploration to situations which, in her absence, would have 
provoked only fear and withdrawal. 

By the time that the child can recognize his mother and miss 
her when she is absent, he has clearly acquired the capacity to 
hold a mental image of something not immediately present. For 
the very young infant, out of sight is out of mind. When a rattle, 
shall we say, is hidden from the infant, he behaves as though it 
no longer existed. One can trace the development of the 
understanding that an object continues to exist when not 
perceptually present—an older child will look for the rattle 
when it disappears from sight. He becomes able to represent 
things to himself which are not immediately present. Symbolic 
systems, including language, are premissed upon this represen- 
tational ability, and through it the child’s thinking is freed from 
‘the tyranny of the here and now’. 

The quality of the child's play reflects this growing freedom 
from the concrete and the immediate. Earlier | referred to the 
child’s assimilation of objects or experiences to its established 
ways of thinking, and to the complementary process of 
accommodation through which the child adapts to the con- 
straints of the external world. The child’s play in the pre-school 
years demonstrates this dichotomy clearly. In imagery, symbolic 
play and fantasy assimilation predominates, and scant respect is 
paid to the objects for what they really are: the clothes-horse 
may be a tent, or a pencil may be an aeroplane, while under the 
kitchen table may be Africa, ‘where the wild things live’. By 
contrast the child’s play also shows a great deal of imitation, 
where instead of assimilating everything to his own purposes, 
the child is accommodating his own behaviour to reflect as 
nearly as possible that of an external model. 

Piaget traces the subsequent development of mature social 
and intelligent behaviour in terms of a progressive balancing of 
these two complementary processes. 

Imitation is clearly an important element in the child's 
socialization, and has been studied in a number of contexts. For 
example, the imitation of aggressive and other behaviours has 
been studied by Bandura. As an instance, he showed children a 
film strip in which a child ‘model’ was depicted aggressively 
striking a large doll. The children who had watched the film 
were then observed in a playroom in which there was, amongst 
other things, a similar doll. The researchers were interested in 
the extent to which the aggression shown in the film was 
imitated by the children who had watched it, and in the factors 
which affected the child’s readiness to imitate. Some of their 
findings, for instance that aggressive behaviour is imitated more 
than many other sorts of behaviour, were obvious relevance to 
practical concerns such as the influence of violence on 
television. They also have theoretical interest in demonstrating 
the potency of ‘observational learning’ on the part of the child. 
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Imitation is often obvious in the role-playing games of young 
children; playing shops, or mother and baby, or schools. But 
there is much more than simple imitation here; through these 
games, and in other ways, the child is ‘getting inside’ other 
people's roles, and trying to see the world from their point of 
view. Simple perspective-taking problems can be used to show 
the gradual development of the child's ability to ‘put himself in 
somebody else’s shoes’. The two- or three-year-old - will 
typically play alongside another child of similar age, but will not 
in a full sense play with him. By about four or five years of age 
real co-operation is emerging, and children begin playing 
structured games with one another. These games are another 
form of taking up roles. Throughout early and middle childhood 


the child becomes gradually more sensitive to other people’s 


points of view—more socially aware—and as a corol lary of this 
begins to see himself as others see him. In this way the 
egocentredness of childhood gives way to the development by 
the child of a truly social self. 
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Doctor—Patient Relationship 


M. PINES 


All communications between doctor and patient, and therefore 
all medical treatment, take place in the setting of the 
doctor-patient relationship which is the matrix both of investi- 
gation and of treatment. This article will outline basic elements of 
the doctor-patient relationship, the understanding of which 
enables us to organize experiences and to improve our skills 
and understanding. 

Doctor and patient as human beings with their own 
personalities, strengths and weaknesses, are predisposed to 
react in their characteristic ways to the psychological chal- 
lenges of illness, which inevitably is felt as a threat to the 
security of the individual. Doctor and patient meet because the 
patient feels the need to be helped and the doctor is available to 
provide that help. The patient has to experience being helped, 
being weak, dependent on the skills and strengths of another. 
Such experiences of helplessness and of the need to receive 
help from another, are part of human childhood from the very 
start and individual responses to the challenge of illness are 
inevitably coloured by these first experiences and the responses 
to them. Before we can begin to consider these individual 
idiosyncratic contributions to the doctor-patient relationship, 
we need to understand more of the impersonal social aspects of 
the therapeutic relationship. 

Doctor and patient together form a complementary pair. You 
cannot be a patient unless there is a doctor or some other 
member of the ‘therapeutic subsystem of society’ for you to 
relate to. You can be sick without being designated a patient for 
you may keep your sickness to yourself and avoid treatment, 
though sickness will alter your behaviour and therefore affect 
your relationship with those with whom you interact, e.g. the 
family, or work associates. These persons may grant you the 
privileges normally associated with the ‘sick role’, that is relief 
from work and adult responsibility based on the expectation 
that you will attempt to resume your normal role soon. If not, 
pressure will mount for you to become a patient, to see the 
doctor. By accepting this obligation you, the patient, make a 
significant move in your social field, passing into the area of the 
therapeutic subsystem of society where the role of doctor 
becomes operational. 

All societies possess norms of behaviour which prescribe and 
proscribe the actions of individuals. Patterns of expected 
behaviour for illness lay down rights and obligations that have 


general acceptance within that society. ‘Doctor’ and ‘patient’ 
are roles in society that have to do with the containment, recog- 
nition, and legitimization of illness. Illness represents a devia- 
tion from the norm of social behaviour which is legitimized by a 
doctor's acceptance of the patient as fulfilling a legitimate role 
as a sick person, thereby differentiating this deviance from that 
of the criminal. Certain subgroups of Western society are not 
prepared to accept the social norms of illness entertained by 
most people, and thereby are threatened by a shift in clas- 
sification from sick to criminal, e.g. the refusal by a parent to 
allow a blood transfusion to be given to their child on account of 
a particular religious belief. 

Talcott Parsons has outlined the behaviour expected of the 
individual in the sick role and in the doctor role in Western 
society. 


Sick role 


The pattern of expected behaviour with characteristic obliga- 
tions and privileges involves (1) exemption from the obligation 
to perform in the person’s normal social role; (2) exemption 
from responsibility for the person’s own state; (3) an obligation 
to get well as soon as possible; and (4) an obligation to seek 
technically competent help, that is to accept the role of patient. 


The role expectations of the doctor 


(1) A doctor is expected to be highly skilled in a specific way 
(because of a specified and accepted training) and because of 
this functional specificity, he is granted privileges of intimacy. 

(2) A doctor is expected to be affectively neutral. He is 
expected to be both objective and to be emotionally detached. 
He is expected to be able to relate to all sick persons. 

(3) A doctor is expected to have an orientation to collectivity 
as opposed to self, i.e. he is expected to be dedicated to welfare 
rather than to personal profit. 

(4) A doctor is expected to be guided by universally binding 
rules of professional behaviour, the standards and ethics of 
which are maintained by the professional association of which 
he is a member and whose rulings he is bound to accept. 
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Parsons has delineated four primary aspects of the doctor’s 
role in the psychotherapeutic process. 


Permissiveness 


The doctor takes the patient seriously and encourages expres- 
sion of phantasies and deviant wishes that normally would be 
suppressed and withheld. 


Support 


The doctor values the sick person as an actor in his role and 
accepts him as a bona fide member of the therapeutic team, as 
a person deemed worthy of help. This is the sick person’s 
immediate reward for trying to be a good patient and to accept 
the doctor's definition of his role. The doctor by adhering 
scrupulously to his professional attitude inevitably frustrates the 
patient’s dependent tendencies and thereby sets up a secondary 
tension within the doctor-patient relationship. This tension may 
be easier for the patient to face and to analyse than the tensions 
in the primary family system which may have been partly 
responsible for his falling ill in the first place. 


Conditional rewards 


Through approval of insight he aids the patient in his struggle 
with his dependency through the very use of dependency itself. 
The patient will accept the pain of insight partly because of the 
emotional rewards of a continuing doctor-patient relationship. 
The gain in reward for adult behaviour hopefully outweighs the 
secondary gains of illness. 


Helplessness 


As already stated above, sickness inevitably threatens the 
patient with a sense of helplessness and loss-of autonomy. In 
childhood autonomy is gradually and slowly acquired by a 
process of differentiation of child and mother, and- the 
experiences of illness for the child are therefore very much 
coloured by the way in which his mother reacts to the illness as 
well as his own subjective response. Maternal attitudes towards 
illness reflect in her attitude towards the doctor of her sick child 
and such attitudes may be incorporated in the child’s own 
reaction to illness. The mother who feels that illness represents a 
failure on her part, or who maybe regards illness as punishment 
for her wickedness or for her negligence will demonstrate her 
attitudes both consciously and unconsciously and they will 
affect her handling of her child and her relationship to the 
physician. The mother who can accept help for her infant 
without an excess of these fearful or punitive feelings will be 
more able to help the child to tolerate the pain and anxiety that 
inevitably arises through illness and through involvement with a 
powerful, frightening, stranger doctor. 

For the individual adult the degree of helplessness brought 
about by the illness is an important variable determining the 
attitude and practices within the doctor-patient relationship. 
Szasz and Hollander have outlined three basic models of the 
doctor-patient relationship based on this dimension of help- 
lessness 

According to the degree of helplessness opportunities for 
satisfaction of differing needs in the doctor-patient system are 
provided and the stability of the system is maintained by the 


satisfaction of these needs. A high degree of activity/passivity 
places the doctor in absolute control of his patient, gratifies his 
needs for mastery, contributes to feelings of superiority, and 
ensures a dis-identification with the patient as a person. This last 
factor enables the doctor to work calmly and dispassionately 
with the most severe and dangerous conditions where iden- 
tification with the victim would tend to disturb him in his calm. 
This model is appropriate therefore to surgical emergencies 
with unconscious comatose patients, etc. 


Guidance—co-operation 


With a lesser degree of helplessness on the part of the patient a 
model of guidance-co-operation is established. Here the 
patient seeks help and is willing to co-operate with the doctor 
whois seen asa parent. The doctor's need to feel superior and to 
give help to the weaker is gratified, but where the patient is 
unwilling to co-operate the doctor may be tempted to behave as 
does a parent with a disobedient child, i.e. to reject and to 
punish because he feels threatened in his authority. If he 
dis-identifies with his parental role he is better able to 
understand and thereby to cope with the patient's difficult 
behaviour. This second model is the traditional model for the 
doctor-patient relationship in our society. 


Mutual participation 


Changes in the nature of our society and the influence of the 
psychodynamic schools of psychotherapy have led to the 
establishment and exploration of a third model of the doc- 
tor-patient relationship, that of mutual participation. This is a 
relationship characterized by a high degree of empathy and 
which toa considerable extent lacks the elements of power and 
control evident in the other models. It is this element which is 
called upon in the psychoanalytic treatment to carry forward the 
therapy against the inevitable resistances and regressions 
aroused by the pain and anxiety of intrapsychic exploration. 
Here we are referring to the ‘good’ doctor-patient relation- 
ship, the therapeutic alliance which is a reality-based working 
alliance involving trust, mutual respect, with acceptance and 
recognition of the respective roles of doctor and patient. The 
capacity to attain this is based on early developmental 
achievements, those of autonomy, differentiation of self and 
object; the capacity for mutuality, containment of tension and 
anxiety by means of a well developed psychic apparatus. 


Exploratory psychotherapy 


It is against the background of the ‘good’ doctor-patient 
relationship and the therapeutic alliance that exploratory 
psychotherapy is possible. In psychoanalysis the transference is 
interpreted against a background of a secure doctor-patient 
relationship and the therapist's aim is to convince the patient of 
primitive psychic reality hitherto unconscious but which 
becomes manifest and conscious within the setting of the 
psychoanalytic treatment. 

In psychotherapy as opposed to psychoanalysis the doc- 
tor-patient relationship may be much more in the foreground 
and the aim of the therapist may be to strengthen the 
relationship (particularly in borderline cases), rather than to 
interpret and work through the unconscious meaning of the 
transference relationship. 

These ‘non-transference’ aspects of the doctor-patient rela- 


tionship in psychiatry have received increasing attention over 
the past twenty years in the psychoanalytic literature. A narrow 
view in which interpretation is seen as almost the sole dynamic 
factor in producing change in a patient has once again 
broadened into consideration of the many other factors 
involved in the doctor-patient relationship (Wilmer). 

So much has been written about the gratifications that are 
available for the patient in the psychotherapeutic situation it is 
important also to emphasize the frustrations, the ‘therapeutic 
barrier’ (Tarachow), which has always been the hallmark of 
psychoanalysis. A therapeutic situation emerges from a real 
relationship by the imposition of a therapeutic barrier by a 
therapist who thereby transforms the real relationship into the 
‘as if’ relationship. A scale of therapies can be drawn along this 
dimension of ‘real versus as if’ from a situation where most of the 
time the whole situation will be examined as an ‘as if’ situation 
(e.g. the psychoanalysis of a neurotic patient who has a good 
capacity to sustain the demands of the situation). 

The acceptance by the therapist of the ‘as if’ situation as real 
(e.g. some ways of reacting to the needs of psychotic and 
borderline cases for guidance, control, mothering etc.). By 
means of this scheme the doctor may be guided in his actions 
and responses to patients’ disturbances. If he holds to a theory 
that certain types of anxiety originate from early stages of 
infantile development where self-object differentiation has not 
been fully established, he will the more easily accept the need to 
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respond to such panic states by ‘containing’ the anxiety either 
by appropriate interpretations or by appropriate actions and 
empathic responses. Anxiety that he understands as emerging 
from more advanced developmental levels within the personali- 
ty, i.e. the internal danger signals within a person with more 
differentiated sense of self will evoke different responses 
directed more to enabling the person to understand the cause of 
his own anxiety and thereby enhancing his own capacity to 
cope. 
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Doctor—Patient Relationship: 


Spatial Factors 


P. SIVADON 


Among the factors influencing changes in human relationships, 
everyone is aware of the importance of the position of the 
partners and their behaviour towards each other. In general, 
however, we trust our instinct and education in these matters. 

Language characterizes these attitudes in terms that are 
spatial in meaning: to be distant, to feel close, to be superior or 
submissive. 

Medical practitioners have always known the importance of 
approaching a patient from the front or from the side, whether 
they keep their distance or touch him. They learn to avoid 
muscular contractions and raising tension, but no systematic 
knowledge is in general offered to the trainee doctor to help him 
avoid unnecessary and occasionally dangerous uncertainty in 
his actions. Only psychoanalysts are aware of the value of a 
recumbent position for the patient and of the disadvantages of 
bodily contact and even of looking into the patient's face. 

For some years there has been research to define these factors 
more precisely. E. T. Hall started a line of research under the 
term ‘Proxemics’ and this has greatly expanded recently. 

Two major factors can be distinguished: relative position and 
distance. 

Position can be divided into standing, sitting, and lying down. 
The recumbent position implies a dependent relationship 
towards the person who remains standing. On the other hand 
the standing position can induce a feeling of inferiority towards 
someone sitting down. Position can also be defined in terms of 
high and low, the former being both the sign and the means of 
domination. 

This is all well known. What is less well known and has been 
noted particularly in the work of Robert Sammer, is the 
importance in personal contacts of face-to-face and side-by- 
side confrontations and of varying half-profile relations. At close 
range, on either side of a table for example, side-by-side 
contacts are twice as common as face-to-face ones and there are 

three times as many half-profile contacts as side-by-side ones, 
or six times as many as face-to-face ones. This is only true 
however, at distances usual for doctors’ consultations. 
Studies of distance were suggested to E. T. Hall by cultural 
considerations. The differences between Anglo-Saxon and 


Mediterranean peoples over this had particularly attracted his 
attention, the latter allowing a physical closeness which the 
British would find disturbing. Watching the British queuing for a 
bus, all at equal distances apart, we cannot help being remi nded 
of birds on telephone lines before they migrate. 

Referring to birds, we are reminded at once of the work of 
ethologists on animal territories, and particularly of Hediger’s 
on critical distances and personal distances in ‘non-contact’ 
species. The critical distance is that at which an animal attacks 
or runs away when an enemy crosses it. Personal distance is the 
sphere or imaginary ‘bubble’ which a creature places between 
itself and other creatures. 

The critical distance has virtually disappeared in man. 
However, we still find traces of it in some violent cases, 
psychopaths and schizophrenics, in the form of a reaction of 
alert (startle pattern) which is clearly visible (at least on film) in 
cases subjected to an unexpected stimulus which is potentially 
dangerous. It consists of a quick, unobtrusive movement of 
self-protection, accompanied by blinking, hunching of the 
shoulders and clenching fists. This archaic reflex is normally 
inhibited by education, but it is known to persist in uneducated 
and retarded children and in some cases of insanity. 

In some American prisons the investigation of this reflex is 
used as the basis for assessing the potential danger attached to 
the release of prisoners being considered for parole. When 
approached from in front a ‘violent’ case will assume a state of 
alert at a distance of about 80 cm. A normal, properly educated 
person may allow an approach to as little as 45 cm without 
making any visible reaction. In the former case, the aggressive 
reaction may take the form of a violent attack. In the latter, 
aggressive reactions are inhibited and only appear as emotional 
tension, the major symptoms of which are muscular contrac- 
tions and a rise in arterial blood pressure. In violent cases the 
‘bubble’ is elongated backwards, its furthest extent being about 
1.2 m behind the person’s back. 

The implications of these facts are clear when we are trying to 
make a patient relax either for a physical examination or for 
psychotherapy. 

Lack of knowledge of these points has led to unpleasant 
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experiences for many psychiatrists and other medical staff and 
has cost some of them their lives. 

The problem of distance has been formulated by E. T. Hall who 
distinguishes four zones: intimate, personal, social and public. 


INTIMATE ZONE 


The intimate zone extends from bodily contact to a distance of 
45 cm: itis the interior of a normal person’s ‘bubble’. Relations 
at this distance are visually difficult; they are primarily ones of 
touch and smell, including a clear perception of the other 
person’s body warmth and of his emotional reactions, espe- 
cially sexual ones. 


PERSONAL ZONE 


The personal zone is from 45 cm to 1.2 m (on average 80 cm); it 
is the area of locomotive space described by W. Stern. At this 
distance features are clearly visible but not the whole face. 
One's gaze wanders from one eye to the other. At this range 
face-to-face confrontations are particularly difficult to bear. 


SOCIAL ZONE 


The social zone is from 1.2 m to 4 m (on average 2.3 m). It is 
possible to look at both eyes at once at about 2.3 m. Beyond this 
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relations are bereft of all emotional significance caused by 
confronting or avoiding someone's gaze. If we wish to study 
someone in silhouette it is at this range that he is best placed. To 
study the actions and general behaviour of a person while 
speaking to him requires about 4 m. 


PUBLIC ZONE 


The public zone (between 4 and 10 m) is that of formal speech. 
Language changes, syntax becomes more careful and vocabu- 
lary more selective. 

It is important to remember that archaic reflexes are 
apparently maintained in man, inhibited or altered by educa- 
tion and culture. These reappear very clearly in certain patients, 
while they show their effects less obtrusively in all sick people. 

The feeling of sympathy connected with the identity of 
muscular and neurovegetative tone is not only the physical 
aspect of human relations. The data of “proxemics’ seem able to 
broaden medical knowledge which, on this point, has often not 
advanced beyond the stage of savoire-faire. 
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Drug Dependence: 
Psychological Aspects 


M. M. GLATT 


This article attempts no more than the presentation of a few 
general principles in a brief outline. Although much research 
work has been carried out in recent years on the increasingly 
important problem of dependence (i.e. psychological ‘habitua- 
tion’ and physical ‘addiction’) on drugs, a great deal still 
remains obscure. However, three factors in dynamic interaction 
seem to play a major role in several aspects of the problem: (1) 
personality, (2) environment, and (3) the pharmacological 
nature of the drug concerned, or, to use a rough analogy to 
infectious diseases, ‘host’, ‘environment’ and ‘agent’ (Glatt, 
1971). In the following exposition we are chiefly concerned 
with the role of the mental make-up of the ‘host’, but it must of 
course never be forgotten that this is an artificial separation, and 
that there is always close interaction between ‘host’ and 
‘environment’ and between ‘host’ and ‘agent’. 


Causation 


The role of the mental make-up in the aetiology of drug 
dependence ina high proportion of cases is generally accepted, 
that of the physical make-up is still controversial. It stands to 
reason that the greater the psychological personality defects, the 
greater a person's problems in establishing and maintaining 
interpersonal relationships, the greater his feelings of inferiority, 
insecurity, and inadequacy then the greater is the likelihood that 
such an individual may find some emotional relief by using 
certain drugs, provided he has access to the drug. This 
consideration immediately illustrates the fact that apart from 
‘host’ also ‘environment’ and ‘agent’ play a role in causation. 

If a person lives in a culture which condemns alcohol and in 
which therefore this drug is not readily available, it is more 
likely that he may come across (and possibly abuse) some other 
drug, e.g. cannabis. If he usually feels miserable or depressed 
and in need of a ‘lift’, it is less likely that he will find relief in 
sedative-hypnotic drugs (such as barbiturates) than in the 
stimulating ‘pep pills’, the amphetamines—provided they are 
available. The escape into drug abuse is therefore most likely 
when an emotionally ‘vulnerable’ or ‘susceptible’ individual in 


a situation of strain and stress has easy access to a type of drug 
which tends to give him rapid emotional relief. 

However, there is no special personality type that invariably 
predisposes to drug abuse, no uniform preaddictive personality. 
On the other hand, among a random sample of ‘addicts’ one 
may find a much higher proportion of immature, inadequate 
neurotic and psychopathic personalities with a low tolerance to 
frustration, than among the general population. Moreover the 
habitual misuse of drugs leading to dependence, the need to 
obtain the drug at any cost, the constant ‘preoccupation’ with 
the drug, the mental, moral, ethical and physical deterioration 
brought about by habitual drug abuse, the reaction to the 
censorship by society, the sharing of notions, ideas and ideals 
by a ‘subculture’ (Glatt et al., 1969) with views diametrically 
opposite to that of ordinary society—all these factors may 
contribute to the notion of ‘typical’ addicts. 

Yet clearly among drug addicts one finds all types of 
personalities: different personalities abuse different drugs of 
varying chemical composition for varying reasons under 
different circumstances. There is for example a great deal of 
difference between, on the one hand, the often very immature 
and inadequate modern young drug addict who embarked on 
his drug career because of curiosity or search for ‘kicks’ and a 
‘high’, or because of his need to conform with a gang or 
‘subculture’ consisting of non-conforming drug abusers and, on 
the other hand the middle-aged, more mature ‘therapeutic 
addict’ introduced initially to the drug quite legitimately at a 
time of painful medical illness by his GP, and the ‘professional 
addict’ (e.g. doctor, nurse, pharmacist) who was perhaps mainly 
induced to use drugs because of easy accessibility and constant 
temptation (Glattet al., 1969). 

There are other interesting illustrations of the importance of 
the dynamic interaction between ‘host’, ‘agent’ and environ- 
ment. For instance, the dangers of opiates, such as heroin, are 
widely appreciated and feared, even among youngsters, 
whereas other drugs, such as cannabis and even the stimulating 
amphetamines, are much less feared. Thus, by and large, mainly 
individuals with more personality problems may expose 
themselves to the risk of heroin abuse, and the average young 
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heroin abuser could be expected to have been mentally a much 
more disturbed person even before starting to take heroin than 
the hypothetical average cannabis or even amphetamine 
abuser. Again, where a drug is widely accepted by society, or by 
a ‘subculture’ to which an individual belongs, even psychologi- 
cally relatively normal or average individuals may be tempted 
to use such a drug habitually and thereby indirectly, due to the 
pharmacological action of the drug, run the risk of becoming 
dependent on it. If for example a student who has never touched 
drugs before, on joining a university happens to come among a 
circle of fellow students who habitually smoke ‘hash’, he may 
easily fall in with them even if he is emotionally quite stable. 
Similarly, as barbiturates are so widely used and (over)pre- 
scribed, many ‘average’ housewives who would not dream of 
taking heroin, see no wrong in asking for sleeping pills and quite 
a few develop psychological and physical dependence on such 
sedative-hypnotic drugs (Glatt, 1962). 


Psychological and physical dependence 


Most drugs affecting the central nervous system are potentially 
addictive, although in the past many pharmaceutical com- 
panies made initial claims to the contrary for some of their 
products. As a rule drugs which have a depressing effect on the 
CNS, such as sedatives, hypnotics, narcotics, and certain 
tranquillizers, produce psychological and physical depen- 
dence; drugs which stimulate the CNS, such as amphetamines 
and cocaine, and also cannabis and the hallucinogens 
(LSD)—lead solely to psychological dependence (Glatt et al., 
1962). The latter has been defined (WHO, 1964) as’. . . a state 
of mind. . .a psychic drive which requires periodic or chronic 
administration of the drug for pleasure or to avoid discomfort’. 
Physical dependence is ’. . . an adaptive state characterized by 
intense physical disturbances when administration of the drug is 
suspended. . .’ Itis widely assumed that physical dependence is 
more dangerous than psychological dependence. However, 
this holds good only as far as the abstinence symptoms are 
concerned which develop when such a drug is suddenly 
withdrawn. But it is psychological dependence which is much 
more important and dangerous in the long run: if addicts relapse 
into renewed drug abuse after a period of non-use of drugs, this 
is, as a rule, the consequence of psychological and not of 
physical dependence (Glatt, 1972). 


Development of dependence 


The rate of development of drug dependence depends largely 
on psychological factors. The greater the preaddictive 
psychological personality defects, the lesser probably the 
‘resistance’ or the ‘self-disciplining’ which the individual will 
offer to the tempting by the relief-bringing effect of the drug. 
Occasional relief drug-taking will more rapidly be replaced by 
continual relief drug use and abuse, leading to the development 
of ‘tolerance’ necessitating ever increasing doses to bring about 
the required effect. In a few more mature (e.g. professional or 
therapeutic) addicts ‘stabilization’ on a given amount may 
sometimes be possible, but this is much less likely in the case of 
the younger, immature addicts, in particular when they also 
lack the stabilizing influence of home, family or job. 
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Treatment and rehabilitation 


Mere withdrawal of the drug is no more than first aid. What is 
required for the process of rehabilitation is a process of emotional 
reorientation. Therefore, apart from social therapy, some form 
of psychotherapy, individually or in groups (Glatt et al., 1969), is 
usually vitally important, as part of a comprehensive approach. 
The addict should be helped to become more aware of his 
personality problems and be motivated to find less destructive 
solutions than escaping to drugs, and to acquire new interests, 
new goals, a new purpose in life, etc. Psychological approaches 
form part and parcel of addicts’ self-help groups, such as 
Phoenix, Synannon, etc. The importance of psychological help 
to the addict's family must not be overlooked; drug dependence 
is a family disease! Because of personality defects in so many 
addicts, one has often to be satisfied with a modest, realistic 
therapeutic goal. 


Prognosis 


As already mentioned, for various reasons the outlook is less 
good for many young ‘non-therapeutic’ addicts than for the 
more mature, middle-aged therapeutic or professional drug 
abusers, probably, because of their greater personality malad- 
justment and their lesser social stability. Clearly, however, 
many other factors, such environmental, social factors and the 
nature of the drug in question, enter into the situation. 


Prophylaxis 


In as far as emotionally secure personalities are probably less 
likely to take to the habitual use and abuse of drugs, all methods 
aiming at providing children with emotional security should 
indirectly be helpful. Naturally, as in other aspects, the 
approach via the ‘host’ factor is only one preventive technique 
of many to be used alongside each other. 


Conclusion 


Drug dependence is a multifactorial problem requiring a multi- 
and interdisciplinary team approach. In many phases of the 
dependence process psychological approaches, used alongside 
social, pharmacological, often also legal methods, can make 
very important contributions. 
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Dyscalculia 


MACDONALD CRITCHLEY 


The art of reckoning was originally mediated by the manipula- 
tion of the fingers. Even now this can be seen in the early 
ventures into mental arithmetic performed by children. Count- 
ing upon the fingers is still practised by gipsies and by 
Levantine traders. Etymological evidence suggests a tie-up 
between fingers and reckoning. The Latin word digitum can 
serve to indicate either a finger or a number. In the tongues of 
some primitive peoples the term for ‘five’ may be identical with 
‘hand’ and ‘ten’ with ‘half-a-man’ or ‘both hands’. The decimal 
system is not entirely due to the inspiration of Simon Stevin in 
the early seventeenth century: it proceeds from something far 
more fundamental and yet personal. Aristotle had surmised far 
earlier that the decimal system arose out of the fact that we 
possess ten fingers. This idea is undoubtedly true, and had it 
been that Homo sapiens failed to be endowed with its 
characteristic thumb, people nowadays would be using as unit 
of mensuration a numerical complex based on octaves. 

Itis not surprising, therefore, to encounter in clinical practice, 
a combination of dyscalculia with a so-called finger-agnosia. 
These are two important manifestations of an affection of the 
dominant parietal lobe, and are regarded as forming part of 
Gerstmann’s syndrome and also of Leonhard’s syndrome. 

Calculation is a far more complex cognitive process than 

mere counting-on-fingers. It is fundamentally based upon an 
identification of the ten basic integers. Even in severe cases of 
alexia (as part of an aphasic disorder resulting from brain 
disease) it is rare for a patient to lose the ability to recognize and 
name these ten integers, even though the aphasiac may be more 
or less word-blind and letter-blind. Similarly it is rare for even the 
severest dyslexic child to be unable to identify numerical 
symbols (although he may often reverse them in writing). This is 
so even when the dyslexic can barely master the letters of the 
alphabet. 

The distinction between numerals and letters in the context of 
aphasia and dyslexia lies in the fact that letters in isolation are 
usually devoid of ‘meaning’, in a way which does not apply to 
numerals. In other words single letters are far more in the nature 
of abstractions than are the individual numerals, which in 
isolation, possess some significance. 

The ability to manipulate numerical symbols is ordinarily a 
cognitive skill which is fostered by appropriate teaching 
methods. Success in this sphere does not necessarily run 


parallel with ability to read, for many children with develop- 
mental dyslexia are at least up to standard as regards their 
mathematical abilities. Conversely some children who read 
with ease and rapidly, lag behind others of their age when it 
comes to mathematics. Moreover there is no obligatory 
correlation between intellectual calibre and mathematical 
achievement. Some persons whose intelligence quotient is of 
the ‘very superior’ grade, are dismal failures when confronted 
with arithmetical tasks. Conversely there is a notorious associa- 
tion between low intelligence and high mathematical prowess. 
Hence the striking phenomenon of calculating oligophrenics 
(Binet 1894; Critchley, 1953). Examples of such idiots savants 
include Sabine, Fleury, Diamandi, Inaudi, Colburn and Dase. 

Aside from the problem of ability to calculate relying entirely 
on visual imagery and memory, there is another type of skill 
which used to be exemplified by many bank-cashiers and 
accountants. Their task would entail the very rapid and accurate 
‘costing’ or the rapid totting up of a long series of figures or, in 
earlier times, of columns of pounds, shillings and pence. Ability 
in this sphere is probably a learned skill and there is no 
necessary association between this type of achievement, 
mathematical ability, and high intelligence. 

We are immediately confronted with the relationship be- 
tween mathematics and arithmetic. Mathematics may be 
defined as the science of space and number, while arithmetic 
refers to that branch of mathematics which deals with numbers. 
On theoretical grounds therefore, we can visualize a dyscal- 
culia which is confined to arithmetical operations, as opposed 
to a higher-level disorder which we can regard as a mathemati- 
cal dyscalculia. 

Over and above the ability to rapidly carry out the processes 
of addition, subtraction, multiplication and division, whether 
on paper or ‘in the head’, there is the matter of number-sense, 
and higher still, pure and abstract mathematical thinking. Again 
there is no necessary linkage between mathematical achieve- 
ment and the banal manipulation of figures. A mathematical 
genius (like the elder Bidder) will in all probability be of 
super-normal intellectual stature, but he may be ata loss to add 
and subtract with ease, and may be hoodwinked by deceitful 
shopkeepers. 

‘Acalculia’ was a term devised by Henschen and has been 
studied in detail by Grewel. As the latter asserted ‘calculation is 
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nota primary biological capacity; it is an aptitude which bears 
the stamp of a cultural configuration’. Consequently dyscalculia 
(or acalculia) can apply to some or to all of a diversity of 
operations within the domain of numeration. Since calculation 
goes far beyond a mere identification of numerical signs and 
symbols, and notions of greater and less, half as much or twice 
as much, there is also an ability to manipulate mathematical 
ideas at a higher level of abstraction. There will therefore be a 
diversity of dyscalculias, ranging from the simple to the highly 
complex. We can imagine, for example, an ‘ideational’ type of 
dyscalculia, which may result from a diffuse and thinly spread 
type of cortical dysfunction. In states of amnesia the patientmay 
have lost his rote memory for numerical operations, e.g. the 
multiplication tables, leading to a consequent lowly level type 
of dyscalculia. We can also visualize an ‘acting dyscalculia’ 
whereby the patient is unable to manipulate counters (or 
‘calculi’): such a disorder might turn out to be merely a part of an 
ideokinetic apraxia. 

Although dyscalculia may follow cerebral lesions which are 
focal or diffuse: right-sided or left-sided: frontal, temporal, 
parietal or occipital. There are, however, certain ‘vulnerable’ 
regions where a lesion is more likely to be followed by a 
dyscalculia. Thus, an upset in calculation is more likely to follow 
disease of the dominant than of the subordinate hemisphere. A 
‘parietal’ type of dyscalculia possesses certain characteristics 
and the patient may lose the meaning of numbers, and although 
capable of recognizing individual numerical signs, he may not 
be able to say whether six is less or greater than eight, and soon. 
Fundamental conceptions of greater or lesser, plus or minus, 
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part or whole, may be lacking. Place-value may be beyond the 
patient’s competency. Spatio-constructional disorders may 
also play a role. The patient may fail to arrange figures neatly on 
a sheet of paper, with units placed accurately beneath other 
units for the purpose of addition (‘constructive dyscalculia’). 

Most patients with dyscalculia fare better on paper than with 
‘mental’ arithmetic. They may perform better still when they 
have to handle actual coins or counters, or the beads of an 
abacus. 

The question may well be asked as to whether there exists as 
an identifiable entity a ‘specific developmental dyscalculia’. 
This cannot yet be answered with confidence. Certainly many 
school-children, otherwise intelligent and excellent readers, lag 
sadly behind their peers when it comes to mathematical 
capacity. To investigate the possibility of such an entity would 
entail a number of data which are still lacking. A calibrated 
study of norms would be required: a scientific mensuration of 
an ‘arithmetical age’; and an approved schema or battery of 
arithmo-mathematical tests. This is a problem for tomorrow. 
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Dyslexia (Specific Developmental) 


MACDONALD CRITCHLEY 


Specific developmental dyslexia is one of the many causes of 
delay in childhood of learning to read. It is an entity of no little 
importance, for although medical experts have long been aware 
of its existence, many of those closest to the problem e.g. 
teachers and educationalists, have tended to overlook this 
condition, or even categorically to deny its existence. 

The problem of disappointing educational accomplishment 
is serious. A recent estimate has judged the incidence in Britain 
of poor performance in reading, writing and arithmetic, as 
amounting to 14 per cent of all children in secondary schools. 
Earlier estimates, confined to reading retardation only, have put 
the figure at about 10 per cent. 

Of course many possible factors might be operative when a 
child is late in reading. Inadequate teaching facilities or 
opportunities; inexperienced teachers; faulty or merely unskil- 
led techniques of instruction; absenteeism through illness; too 
many changes of school; low intellectual equipment on the part 
of the child, especially when coupled with brief span of attention, 
hyperactivity, and want of drive. Other causative factors may be 
environmental and lead to emotional disturbance on the part of 
the child; these in turn may be the product of interparental 
incompatability; broken homes from divorce, separation or 
bereavement; neurotic, insane, alcoholic or psychopathic 
father or mother; child-teacher discord and many other 
unpropitious circumstances. Nor must one overlook the role of 
occult or neglected defects in hearing or eyesight. 

The foregoing list is a lengthy and diverse one, but it certainly 
does not account for all the cases where a child is slow in 
attaining reading skill. There is, in addition, a well-marked 
demarcated group of cases, where reading retardation consti- 
tutes a specific and recognizable entity within a larger group of 
innate or inherent learning disabilities. Children who belong 
here are of normal if not indeed superior intellectual status; no 
perceptual defects handicap them; stable emotionally, they 
come from happy homes with devoted and solicitous parents 
who show interested concern in their child’s progress; the will 
to learn is there in abundance; educational opportunities 
surround them, with sympathetic teachers dedicated to the 
welfare and academic advancement of their charges. 

There is the entity which is very familiar to neurologists and 
paediatricians ever since its isolation in 1896 under the term 
‘congenital word blindness’. Later it was dubbed ‘strephosym- 


bolia’ but not surprisingly this expression never survived. 
Developmental (or specific developmental) dyslexia has sup- 
planted ‘word-blindness’ and it has been defined as follows: ‘A 
disorder manifested by difficulty in learning to read despite 
conventional instruction, adequate intelligence, and socio- 
cultural opportunity. It is dependent upon fundamental cogni- 
tive disabilities which are frequently of constitutional origin’. 
This definition drawn up by an international committee of 
experts in 1968 has been accepted and widely promulgated. 

The following observations will therefore apply solely to 
cases which belong here, i.e. to the cadre of specific develop- 
mental dyslexia, to the exclusion of the numerous other 
instances of poor readers. 


Prevalence 


We do not know precisely the size of this problem. Accepting 
for a moment the figure for the incidence of backward readers as 
10 per cent of the school population, then it may well be that 
anything between one and five per cent of these reluctant 
readers belong here. This would suggest an incidence of 
dyslexia as 0.1-0.5 per cent among school children. Again this 
is an approximation, and the figure may differ according to 
various extraneous factors, The determination of the true 
incidence is currently under investigation. 


Intellectual status 


Obviously it is easier to identify cases of developmental 
dyslexia in children of high and superior intelligence, the 
contrast between the full scale 1.Q. and the poor attainment at 
reading being so conspicuous. However, should it happen, as 
seems likely, that developmental dyslexia is an inherent, 
constitutional, and genetically determined anomaly in the 
acquisition of language, then there is no reason why develop- 
mental dyslexia should not affect children of any intellectual 
standing. But it would clearly be a difficult matter to discern 
developmental dyslexia in a child of low 1.Q. with his 
associated global difficulties in learning. 
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Perceptual integrity 


Despite occasional statements to the contrary, developmental 
dyslexia is not the product of refractive errors, nor of incoordi- 
nate or imperfect eye movements. These disorders may perhaps 
account for some instances of difficulty in reading, but not for 
specific developmental dyslexia. Furthermore, it must be 
emphasized that developmental dyslexia cannot be ‘cured’ by 
appropriate glasses, nor by a regimen of eye exercises. 


Genetic properties 


Developmental dyslexia is usually familial. If one child is 
affected, a sibling may be expected to show similar problems, 
especially when the sibship is large. Moreover, a parent or 
someone else among the forebears may be expected to show (or 
have shown) comparable problems. This evidence may emerge 
only after searching enquiries, however, for individuals belong- 
ing to earlier generations may have largely overcome and even 
forgotten their early difficulties with reading. Sometimes a 
parental dyslexia masquerades as a life-long erratic spelling. 

The precise mode of inheritance has not yet been fully 
established butis at the present time the subject of study at many 
centres in Britain and elsewhere. 


Sex incidence 


One striking feature about developmental dyslexia is its greater 
incidence among males. This is so even when such complicat- 
ing factors are offset as greater concern over reading problems 
among sons rather than daughters. From the literature, figures 
up to ten boys to one girl have been given. This is probably an 
overestimate, and from my personal series of putative cases of 
dyslexia, the ratio was one to four in favour of boys. 

This difference will naturally influence the question of 
prevalence within the school population. 


Minimal brain damage 


It is important to stress that developmental dyslexia is not a 
manifestation of structural disease of the brain, whether 
perinatal, or the result of illness contracted in infancy. The 
doctrine of what used to be called ‘minimal brain-damage’ does 
not apply here. This is an important matter to emphasize for in 
the past there has often been confusion between primary and 
secondary types of dyslexia. In the former group are the cases of 
developmental dyslexia while within the latter belong those 
children with various learning disabilities due to brain disease 
and its diverse clinical deficits. It is not always easy to 
distinguish primary and secondary cases and the diagnostic skill 
of an experienced physician may be severely taxed. The 
distinction is not merely academic, however, for management, 
remedial teaching, and prognosis are not identical in the two 
groups. 


Cerebral dominance 


Many children with developmental dyslexia, although certainly 
not all of them, do not possess a firm cerebral dominance either 
right- or left-sided. To uncover this fact, a veritable battery of 
tests may be needed. The phenomenon of cross-laterality may 
come to light, but two errors must be avoided. First, this term 
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must not be used as synonymously with (or as an alternative to) 
developmental dyslexia—as is sometimes done. Secondly, no 
attempt should be made to overcome the dyslexia by efforts to 
change the child’s manual, pedal or ocular preferences. 

Indeed the demonstration of ambiguous cerebral dominance 
in dyslexics is largely a matter of theoretical interest, and it 
certainly must not be used as a correctional tool. 


‘Soft’ neurological signs 


This unfortunate term has been used, especially in the USA, to 
indicate the minor anomalies which sometimes come to light in 
the course of what has been called an ‘extended’ neurological 
examination, i.e. one which is more than usually searching in its 
clinical scope. Such ‘soft’ signs include spatio-constructional 
impairments, confusion as to lateral dimensions, awkwardness 
in motor skills, synkinetic movement initiated unilaterally, and 
certain postural reflexes. Some would like to include the 
phenomenon of finger-agnosia, an entity of dubious legitimacy. 

Caution must be observed when speaking of ‘soft’ neurologi- 
cal signs. They are easily confused with the subtle manifesta- 
tions of a structural brain lesion. In the context of developmental 
dyslexia, they are demonstrable only in the younger age group 
and a longitudinal study of dyslexics shows that they diminish 
and tend ultimately to disappear as years go by. Indeed some 
stand far outside the syndrome of developmental dyslexia, and 
when they happen to appear they must be looked upon as 
non-significant epiphenomena. This remark particularly applies 
to clumsiness, for the great majority of dyslexics actually excel 
in motor skills. 


Difficulties of writing 


Difficulties in writing are an obvious and inescapable consequ- 
ence of poor reading, and begin to show themselves ata slightly 
later age. The inadequacies appear not during the act of 
copying, which is usually carried out well enough, but in 
writing to dictation and still more so in spontaneous efforts, e.g. 
essays and letters. It is possible to detect more than one 
detriment. 


Inaccurate spelling 


Inaccurate spelling is the most obvious and this may continue to 
show itself well into adulthood, even when the ‘ex-dyslexic’ has 
learned to read adequately. The errors often appear as reversals 
of short words, or of clusters of two or more letters (saw for was; 
nto for not); the use of the right letters but in the wrong order 
(hseou for house); phonetic substitutions (kof for cough), and 
confusion of such mirror-opposite letters as p and b. Some 
spelling mistakes are so bizarre as to baffle analysis and to 
hamper legibility. In writing longish words, the dyslexic usually 
employs too few letters rather than too many. 


Poor penmanship 


Poor penmanship is common but not ‘invariable. Faulty 
configuration of individual letters, or groups of letters, may be 
highly unorthodox and add to the overall difficulties of 
interpretation. It is interesting to note that most dyslexics are 
unable to decipher those parts of their own script which baffle 
the recipient of the note or composition. 
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Failure of expression on paper 


Failure on the part of the dyslexic to express himself well on 
paper. This has the appearance of being a semantic-syntactic 
issue, and yet it stands out in contrast against the patient’s usual 
ability to perform well at a purely oral level. 


Developmental dyslexia as a specialized 
maturational lag 


The ‘soft’ signs of a dyslexic are best regarded as one of the many 
pieces of evidence supporting the aetiological hypothesis of a 


maturational lag. This is the theory most in vogue and it tallies 
with the innate trend towards improvements shown by dyslex- 
ics. Of course the victim usually requires assistance along the 
dull and difficult task of discerning meaning behind the obscure 
graphic symbols of language. Several techniques of remedial 
training exist, all of which prove of considerable benefit, but 
there is a problem in pedagogics rather than neurology. 
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Dysphasia, Developmental 


MICHAEL ESPIR and F. CLIFFORD ROSE 


Developmental dysphasia is a disorder of speech presenting in 
childhood and to be understood in perspective requires the 
appreciation of the normal development of speech. 


Development of speech 


Speech can be defined as a system of communication in which 
thoughts are expressed and understood by using acoustic (verbal) 
symbols. The development of normal speech is dependent on the 
acquisition of motor skills and perceptual patterns by the brain, and 
in learning to speak the ability to hear and link the sounds and 
symbols of the spoken word is all important. 

A baby first produces sound by crying shortly after birth, and after 
a month the cry becomes differentiated so that the mother 
appreciates its particular significance. At six months, the infant will 
distinguish between affectionate and scolding terms, and about this 
time babbling becomes rhythmic (lalling). The babbling sounds are 
gradually lost as articulation begins, and at about nine months, the 
child says ‘mama’ and ‘dada’ and repeats sounds (echolalia) and 
recognizes familiar words. Some children pass through a mute 
period between babbling and language learning periods. In all 
languages, vowels are learned before consonants, the first vowel 
being an ‘a’ and the first consonant an ‘m’. 

Attwelve months, a child usually responds to simple commands, 
and by eighteen months will be using several words, about ten to 
twenty of which are meaningful but many are peculiar to the child 
(idioglossa). The learning of speech is relatively slow in the first 
eighteen months, but then words are put together in phrases and 
after the age of 2% years the use of sentences increases and the 
child acquires about 500 new words each year. Development does 
not take place at a steady rate; words may be used and lost again. 
There are often silent periods when little progress is made and 
about one child in three passes through a phase of unintelligible 
speech during the third and fourth years. There is a wide range of 
normality, but in most children, speech is intelligible to the family 
and friends by the age of two. The development of speech should 
be regarded as abnormally delayed if a child is not speaking by the 
age of 3⁄2. 


Developmental dysphasia 


There are nearly 30 synonyms for developmental dysphasia, 
e.g. congenital auditory imperception, word deafness, 
audimutitas, idiopathic language retardation, developmental 
speech disorder syndrome (Ingram, 1969). Many of the terms 
suggest an aetiological cause or anatomical substrate which has 
not yet been proven. 

The terms ‘congenital’ or ‘developmental’ dysphasia are 
paradoxical in that dysphasia may be defined as loss of the 
ability to express or understand speech after it has been 
acquired, thus differing from disorders interfering with the 
nornial development of speech (cf. ‘dementia’ which is loss of 
established mental functions, whereas amentia is failure of 
development of mental function). 

Development dysphasia is not uncommonly familial (Brain, 
1965). The speech defect may be predominantly expressive; 
most of what is said can be understood especially if spoken 
slowly, but not in the more severe cases. In others the defect is 
predominantly receptive and it may be difficult to distinguish 
this from deafness. 

In developmental receptive dysphasia the difficulty is in 
discriminating and appreciating the significance of the sounds 
heard. The diagnosis cannot be made until the age is reached at 
which normal children would begin to speak. It should be 
suspected if the child takes no notice when spoken to and does 
not repeat words; diagnosis can be difficult because the 
responses to sound are variable. Audiometry should always be 
done as the speech defect may be associated with high-tone 
deafness (Sheridan, 1944). This may improve over the years, but 
whether to conditioning or ‘maturation’ is uncertain. Evoked 
potentials with sound (EEG audiometry) reveal responses in the 
auditory areas if peripheral deafness is not the primary 
disturbance (Gordon, 1964). 

There is another group of cases in which dysphasia is 
acquired in childhood. Speech develops normally, i.e. preling- 
uistic babble is present and two-word phrases and sentences are 
spoken but between the ages of 2% and 6, during a period of 
days or a few weeks, hearing appears to be lost and then speech 
goes, so that within a short time these children may become 
completely aphasic. Epileptic attacks usually occur at, or soon 
after, the onset. Investigations such as x-rays of the skull, lumbar 


163 


164 DYSPHASIA, DEVELOPMENTAL 


puncture, air encephalography and carotid arteriography are 
normal but the EEG is usually abnormal, especially over the 
temporal area on the dominant side; these EEG abnormalities, 
like the fits, usually subside spontaneously over the ensuing few 
months or years (Worster-Drought, 1964). 

Another clinical difference between the ‘developmental’ and 
‘acquired’ groups is the sex incidence. The developmental 
cases, like those with specific dyslexia and stammerers are more 
commonly boys but the acquired group shows no predilection 
for either sex. As would be expected, the acquired cases show 
psychiatric disturbances e.g. temper tantrums, mood changes 
and alteration in personality which may mistakenly suggest a 
psychogenic aetiology. These are not so common in the 
congenital group. 

Routine neurological examination of both these groups is 
usually negative, i.e. very rarely are ‘hard’ signs such as brisk 
reflexes or extensor plantar responses found, but special tests 
may show ‘soft’ signs, e.g. of motor dysfunction if measured by 
the Lincoln-Oseretsky tests. For this reason these children are 
sometimes described as having ‘minimal brain damage’. 

Even in the absence of neurological signs, the aetiology is 
almost certainly organic (cf. migraine, epilepsy) but it is difficult 
to state ‘where’ and ‘what’ the lesion is. The localization of the 
lesion is not necessarily the same as the localization of a 
function and attempts to understand children’s speech distur- 
bances by analogies with adult lesions may be deceptive and 
unjustifiable. However the anatomical site of the defect may lie 
inthe inferior parietal lobule (i.e. the supramarginal and angular 
gyri, Brodmann’s areas 39 and 40). This is the ‘association area 
of association areas’ upon which projection fibres from the 
primary motor, sensory, visual and auditory areas impinge. This 
area is particularly important since speech depends on the 
ability to form cross-modal associations. The inferior parietal 
lobule is unique to man (as is speech) and like all recent 
evolutionary areas in the brain, myelinates late and also forms 
dendrites late. It is tempting to speculate that this rapidly 
growing and maturing area is peculiarly sensitive to noxious 
stimuli and produces the ‘disconnection syndrome’ of 
developmental dysphasia. 

The importance of cerebral damage is controversial in 
developmental speech disorders, but left-handedness and 
ambidexterity appear to be more common both in affected 
children and their relatives. In one series (Rose, unpublished) 5 
per cent of normal children were left-handed, whereas 50 per 
cent of the affected children showed'signs of cerebral ambilat- 
erality, i.e. mixed dominance with a combination of, say, 
left-handedness and right-eyedness. Whether or not the failure 
to establish a completely dominant hemisphere is the cause of 
the delayed speech, it may indicate an associated abnormality 
of brain function. 


Children with developmental dysphasia sometimes have a 
history of birth trauma, and may have other manifestations of 
cerebral palsy. If the left cerebral hemisphere is damaged, the 
right hemisphere may become dominant, leading to ‘pathologi- 
cal’ left-handedness (Brain, 1945). Thus language function may 
develop normally if taken over by the right cerebral hemisphere, 
but in some cases speech development is retarded and there 
may be specific language disorders. Babble is not well 
developed and this is a significant feature since other milestones 
may be normal. With diffuse bilateral cortical damage there 
may be amentia and/or gross disorders of speech and language 
functions. 

Although many children with cerebral palsy are mentally 
defective, this is not invariable since gross neurological (e.g. 
motor) deficits can occur with little or no impairment of mental 
or intellectual processes. Furthermore, some children with 
cerebral palsy have specific defects of motor function (apraxia), 
of sensory function (agnosia), of the special senses (e.g. nerve 
deafness) or of speech and language (e.g. aphasia, articulatory 
apraxia, dyslexia). These specific defects can give a false 
impression of mental retardation, particularly if clinical 
appraisal is superficial or limited. In order to avoid this pitfall, 
detailed assessment of speech, language and other cerebral 
functions is necessary (Espir and Rose, 1970). Tests must of 
course be geared to the age of the child and it should be 
emphasized that a complete and accurate assessment needs a 
multidisciplinary team including an educational psychologist, 
neurologist and audiologist, as well as a speech therapist. 

If there is a discrepancy between basic intelligence and 
language function due to defects predominantly in the sphere of 
speech and language, then attempts should be made to 
compensate for the specific disorder by special methods of 
individual training. It is very important that these children, as 
well as those with specific non-language disorders, are recog- 
nized and educated appropriately; although requiring patient 
individual training, many can be helped considerably. 
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Economic Behaviour 


C. W. HULTMAN 


Economics is a study based on the condition of scarce resources 
and unlimited human wants which exists in every society. The 
use of scarce resources; e.g. land, labour and capital, in the 
satisfaction of-insatiable human wants and needs involves 
activity which constitutes economic behaviour. 

Within the framework of resource scarcity and unlimited 
wants, man performs a dual role; he is both a consumer and a 
producer of economic goods. As a producer, his activity 
involves the provision of his services as a labourer and as an 
entrepreneur which, in combination with land and capital, 
creates goods and services. As a consumer, he participates in 
the use and enjoyment of these goods and services. 

The limited volume of resources available to create economic 
goods forces man to make choices, both in his role as a producer 
and as a consumer. The most important and basic assumption 
made in the study of economics is that, as these choices are 
made, man’s behaviour reflects a desire to maximize or 
optimize his economic welfare or well-being. The optimization 
process takes several forms: selling his services at the highest 
price; securing the highest rate or return of profit; buying goods 
and services at the lowest possible price; securing the variety of 
goods and services which will offer the highest level of 
satisfaction. 

Some of the early theorizing, particularly that originating in 
the English Classical School, hypothesized a rational man 
motivated only by economic considerations. This approach 
borrowed from the psychological principle that human beings 
seek to maximize pleasure and minimize pain. Thus man, 
acting in his own self-interest, attempts to maximize his utility or 
minimize his disutility. In deductive analysis of human 
behaviour the self-interest hypothesis and the maximization 
hypothesis are used as a basis for arriving at universally 
applicable principles and laws of behaviour. This approach has 
been useful in that, within the framework of stated assumptions, 
it affords a high degree of analytical precision and is also subject 
to mathematical techniques. 

However, critics of these deductive and abstract models 
argue that human behaviour directed toward the satisfaction of 
wants is also dependent upon evolving forces assumed to be 
exogenous and beyond the scope of traditional analysis. 
Accordingly, the approach has been supplemented and modified 
inductive observations of human activity which attempt to 


explain economic actions within the framework of processes, 
goals, and conditions not considered by the Classical School. 
The Historical School, for example, contends that the study of 
history is a necessary element in discovering and understanding 
the realities of economic life. In examining economic 
behaviour, Institutionalists focus attention on the influences of 
social environment, instincts, and customs, rather than on 
rational actions; they also argue that such behaviour is not 
simply the fesult of the influence of external stimuli, Rather, 
man is an active force working to change the environment 
which surrounds him. 

More generally, the economic theories which emerge from 
these approaches presume a maximization of what man 
perceives as affording the greatest satisfaction; in the process, 
he chooses among a variety of combinations of work and 
leisure, consumer goods and services, and tangible and 
non-tangible aspirations and goals, all of which reflect the 
culture and conditions of a particular time and place. 

Man’s economic activity and behaviour influence and are 
influenced by the political, social and cultural system in which 
he exists. Indeed, these forces really cannot be examined 
separately. In spite of this, no matter what the prevailing system 
may be, economic behaviour is always manifested in actions 
which are directed toward the solution of four basic economic 
problems arising out of scarcity and unlimited wants: (1) what 
goods and services are to be produced; (2) how these goods and 
services are to be produced; (3) who is to receive or use these 
goods and services; and (4) how the goods are to be divided 
between present and future consumption. 

In the private enterprise laissez faire-type economies, the way 
in which scarce resources are employed to produce, distribute, 
and exchange goods and services for consumption is the result 
of the free market forces of demand, supply and price. In the 
socialist-type economies, the basic decisions are made centr- 
ally through governmental planning. In the former, resources 
are allocated largely as a result of actions of individual buyers 
and sellers of economic goods in the market place; in the latter, 
resource allocation is determined by a collective decision 
making process. Most economies today are mixed and fall 
somewhere between these two ideal types; in any given 
economy, resources are partially used in accordance with the 
dictates of the free market and partially in accordance with 
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directives provided by various governmental units. Thus the 
individual person influences the use of resources by how he 
spends his income and by how he votes for elected representa- 
tives. 

Even in the earliest societies, man’s economic activity was 
related not only to biological requirements but also to cultural 
and social needs. In the primitive tribes, productive activity was 
carried out by individuals, families, or tribes which consumed 
their own output. The exchange and barter systems which 
developed within and among groups in turn led to increased 
specialization, exchange, and monetary systems on an expand- 
ing scale. Thus economic activity came to reflect the concept of 
man as a social animal, engaged in complex relationships with 
other human beings; economic organization developed as part 
of a larger structure of organizations making up society. 

As societies passed from the early hunting and fishing culture, 
through the pastoral stage, feudalism, mercantilism and into the 
modern industrial and urban state, a variety of institutions came 
into being which facilitated the achievement of economic 
goals. Productive endeavours became organized in a more 
efficient fashion; e.g., the factory, the corporate structure, 
public utilities, mass production, automation, and computer 
technology. Institutions were created to facilitate specialization 
and exchange; e.g., money and banking systems, enforceable 
laws and contracts, governmental regulations, and international 
financial arrangements. 


Collective behaviour to enhance economic power 
developed; e.g., labour unions, monopolies, producers’ unions, 
and cooperatives. A desire for economic security led to such 
arrangements an unemployment and health insurance, old-age 
pensions, and a wide range of welfare programmes. Nation- 
wide objectives, i.e., full employment, economic growth, and 
price stability, came to be enunciated and institutionalized as 
societal goals. 

Yet despite the extreme complexity of modern economic 
systems, wide diversity of institutions, and significant influence 
of a broad range of non-economic factors, man’s economic 
behaviour is essentially directed toward the satisfaction of 
needs and wants within the constraint of limited resources. And 
it is evident that most economic behaviour shows sufficient 
regularity and consistency over time to be predictable. This 
does not mean that the consumption, saving, work or leisure 
habits of any one person can be predicted. But the law of large 
numbers permits the economist to predict fairly accurately the 
behavioural patterns of an entire community, a region or a 
society. Although man’s economic behaviour can be fully 
understood only by reference to his particular culture, 
basically he is psychologically geared to maximize his 
economic position as he buys economic goods, sells his 
services, chooses between work and leisure, and, in general 
secures a means of livelihood and the additional comforts he 
desires. 


Electroencephalography 


L. G. KILOH 


Introduction 


Since Berger’s original description (1929) it has been generally 
accepted that the electrical potentials represented in an EEG result 
from electrical activity of the cerebral cortex. For the most part they 
are summated post synaptic potentials originating in the pyramidal 
cells. 

Although it is probable that the cerebral cortex is capable of 
generating spontaneous thythms the cortical networks are nor- 
mally driven by a pacemaker which has been identified with the 
non-specific thalamic nuclei. The manner in which these influence 
the cortex is not fully understood but it seems likely that the 
connections are indirect, perhaps by way of the anterior 
hypothalamus or the specific thalamic nuclei. 

The reticular formation in the upper brain stem also has an 
important influence upon the EEG and when ‘activated’ discharges 
from this region abolish the rhythmic discharges of the thalamic 
nuclei and hence lead to desynchronization of the cortical 
potentials. 


Methodology 


As in the case of other electrophysiological recording systems, the 
apparatus required to record the EEG consists of electrodes, 
amplifiers and a display system. 

A variety of electrode types is available but the most commonly 
used are chlorided silver discs with electrode jelly or saline as a 
contact medium. These may be stuck to the scalp with collodion or 
held in place by an elastic headcap. 

Most EEG machines have 16 channels and it is possible to vary 
the sensitivity and frequency characteristics of their amplifiers. The 
maximum sensitivity should permit an input signal of 1 OpV togive 
a pen deflection of at least 1 cm. The noise level should not exceed 
the equivalent of 2 pV. The frequency spectrum recorded in 
clinical EEG extends from 1 to 50 Hz. Filters are provided to modify 
the response to high frequencies while the time constant can be 
varied to modify the response to low frequencies. The EEG is 
usually recorded on paper ata speed of 30 mm/sec though this can 
be doubled or halved for special purposes. In clinical practice the 
record is analysed by eye. 


It has been shown by Cooper et al. (1965) that the activity of 
several square centimetres of the cerebral cortex is required to 
produce a potential of sufficient amplitude to be recorded at the 
scalp. 

The montage used may bebipolar in which case each ofa pair of 
electrodes is active and the potential difference between them is 
recorded; or monopolar in which case an active electrode on the 
scalp is connected to a relatively indifferent electrode elsewhere; 
e.g. the ear, nose or chin, or to a common reference obtained by 
joining all the active electrodes on the scalp to a common point 
through high resistors of equal value. 

The EEG frequency spectrum is divided for convenience into 
delta activity (less than 4 Hz), theta activity (from 4 Hz to less than 8 
Hz), alpha activity (from 8 Hz to 13 Hz) and beta activity (over 13 
Hz). For ‘the most part the wave forms are complex and 
non-repetitive. 


Normal adult EEG 


The most striking feature of the normal adult EEG is the alpha 
rhythm. This is a bilateral posterior thythm at 8-13 Hz (usually 
between 9 and 10 Hz) seldom varying more than plus or minus half 
Hz. It is normally best seen when the subject is relaxed with his 
eyes closed. When the eyes are open or mental activity occurs it is 
replaced by fast irregular activity of small amplitude, a phenome- 
non referred to as desynchronization or activation. 

The alpha rhythm tends to be of somewhat higher voltage and of 
wider distribution over the non-dominant cerebral hemisphere. A 
few people have remarkably stable alpha rhythms that persist even 
when the eyes are open (P type); others have little or no alpha 
rhythm even with the eyes closed (M type). The majority of people 
fall between these two extremes (R type). 

In the alert state only small amounts of theta activity are accepted 
as normal; delta activity is always abnormal. Fast or beta activity is 
a normal finding and is particularly common in the precentral 
regions. 

Mu rhythm is activity at 7-11 Hz, the electropositive half-cycles 
of which are rounded off and the electronegative half-cycles 
pointed. It is best seen in the central areas and often occurs in 
independent runs on either side. It is diminished by movement of a 
contralateral limb. 
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In a proportion of subjects engaged on visual tasks electroposi- 
tive waves of up to 250 msec duration occur in the occipital regions 
sometimes extending forward into the parietal areas. These are 
lambda waves. 


Sleep 


As an individual becomes drowsy there may be some increase in 
the amplitude and persistence of the alpha rhythm. As conscious- 
ness diminishes the alpha activity is progressively replaced by 
irregular low voltage theta activity and later delta activity. Sleep 
spindles at 12-14 Hz appear and are best seen in the central areas. 
At this stage in sleep the individual is still sensitive to sensory 
stimuli. In light sleep a noise will give rise to electronegative waves 
at the vertex (V waves) with a decidedly spike-like appearance. As 
sleep becomes deeper, the V waves are transformed into 
K-complexes which are most readily evoked by sounds and consist 
of a brief generalized burst of high amplitude delta activity. 

As sleep deepens the proportion of delta activity increases and in 
very deep sleep this is often of high amplitude with a frequency as 
lowas 1 Hz. 

In natural sleep, more frequently in the latter part of the night, 
episodes of REM (rapid eye movement) (paradoxical) sleep occur 
during which the EEG becomes of relatively low voltage being 
composed of mixed theta and faster frequencies (Dement and 
Kleitman, 1957). Rapid eye movements occur, the heart and 
respiration rates become irregular and there may be some 
twitching of the limb and facial muscles. It is in this phase that 
dreaming occurs. 


Hyperventilation and photic stimulation 


In most EEG laboratories it is a routine matter to record the 
effects of hyperventilation and of photic stimulation upon the 
EEG. Deep regular breathing causes a fall in plasma carbon 
dioxide and leads to the appearance of slow activity, initially of 
theta frequency but often slowing to 3 Hz or less. The discharge 
may be rhythmical and is often frontally predominant. It is very 
much an age-related phenomenon and is best seen in children. 
p older adults hyperventilation may have little or no effectupon 
the . 

Photic stimulation is carried out with an electronic strobo- 
scope delivering 80,000 or more candles intensity, usually 
within the range 1-24 flashes per second. Each flash produces 
an electropositive wave with a latency of 70-90 ms best seen in 
the occipital area. Its amplitude is usually maximal with a flash 
frequency in the range 8-13 per second. 


EEG in children 


In an infant a few days old the EEG is made up of low voltage 
irregular theta and delta activity. The amplitude of the trace is 
increased during sleep. At about 18 months of age, some low 
frequency alpha activity appears and by the age of 5 or 6 years 
its quantity approximates to that of the theta activity. As the 
child grows up the alpha activity becomes more obvious and 
the theta activity becomes less apparent, disappearing in most 
instances in adolescence. Sleep changes are essentially similar 
to those in adults but are more dramatic. Vertex sharp waves are 
more frequent and occur more readily in light sleep and the 
K-complexes which appear in deeper sleep are of higher voltage 
and longer duration than in the adult. 


EEG and personality 


Attempts to correlate EEG patterns with normal personality traits 
have not proved successful. 

It may be accepted that a so-called ‘immature’ EEG pattern, 
i.e. an EEG containing an excess of slow activity for the patient's 
age, is found in about 15 per cent of a so-called normal 
population. Such an EEG is often described as showing a 
non-specific abnormality. Amongst children and adults show- 
ing disturbances of behaviour or personality abnormalities, 
there is an increased incidence of such ‘immature’ records. 
There is no relationship between the degree or the precise form 
of the abnormality and the particular variety of behaviour 
disorder. Thus children with nocturnal enuresis, school phobia, 
anxiety reactions or antisocial behaviour all show similar 
abnormalities which occur in 50-60 per cent of cases, 

In adults with personality disorders the most common finding 
is an excess of bilateral rhythmical theta activity with an 
amplitude equal to or greater than that of the alpha rhythm. This 
is best seen in the temporal and central areas and is sometimes 
associated with a focus of 3-5 c/sec activity in the posterior 
temporal regions. The incidence varies from 30-85 per cent in 
different groups. In a series of murderers studied by Sayed, 
Lewis and Brittain (1969) abnormal EEGs were found in 
two-thirds whilst in aggressive psychopaths in prison it was 85 
per cent. 

In EEG circles the 14 and 16/sec positive spike phenomenon 
has attracted a great deal of attention in recent years. This is 
usually seen only during sleep in the occipitotemporal areas. 
The frequency of the positive spikes only approximates either 
14 or 6/sec and the two varieties may coexist in the same 
patient. The phenomenon was first described by Gibbs and 
Gibbs (1951) who thought that it was an epileptiform discharge. 
This view is no longer accepted. The evidence indicates thatitis 
yet another expression of ‘immaturity’ and a number of studies 
have shown an association with behavioural abnormalities. 

Another EEG phenomenon best seen in light sleep, which has 
created considerable discussion, is the 6/sec spike and wave 
complex. This too, was once thought to be epileptiform but its 
presence correlates highly with behavioural disorders. Silver- 
man (1967) has put forward convincing evidence that it isa 
variant of the 14 and 6/oblique sec positive spike phenomenon. 


Psychoneuroses and mental illness 


The anxious patient frequently shows an ‘activated’ EEG. In 
other words, little or no alpha rhythm is present and the EEG is 
fast dominant and of low amplitude. In such patients alpha 
activity may become prominent when the anxiety is allayed by 
sedation or should the patient spontaneously become drowsy. 
No particular abnormalities are associated with either hysterical 
or obsessional syndromes. ‘Immature’ patterns are found in 
about 25 per cent. 

Twenty to forty per cent of patients with depressive disorders 
show non-specific EEG abnormalities. The injection of 
amylobarbitone sodium gives rise to an increased amount of fast 
activity in the EEG which is best seen in the frontocentral areas. 
As the injection is continued, the amount of fast activity 
increases progressively but suddenly levels off so that when 
graphed an inflection point is produced. The procedure was 
standardized by Shagass (1954) permitting a sedation threshold 
to be established, measure by the amount of amylobarbitone 
sodium in mg/kg body weight required to produce the inflection 
point. Shagass noted that the sedation threshold is significantly 
different in cases suffering from neurotic depression (mean level 


4.78 mg/kg) and those with endogenous depression (mean level 
2.81 mg/kg). 

Eafly reports that fast activity and epileptiform discharges 
were commonly found in schizophrenic patients are now 
generally discounted though there is an increased incidence of 
non-specific abnormalities. 


Delirium and coma 


Clouding of consciousness is a clinical feature found in a wide 
variety of illnesses and is the cardinal feature of delirium and 
coma, these two conditions differing only in degree. In milder 
degrees of delirium the EEG may show little obvious change 
though retrospectively it may be found that there has been some 
degree of slowing of the alpha rhythm. When the patient is 
evidently confused, the EEG is usually theta or even delta 
dominant though some alpha activity may persist. In coma the 
patient is unresponsive to stimuli and the most prominent 
activity is at 1-3 c/sec which may be bilaterally synchronous but 
is more often random in distribution. The relationship between 
the level of consciousness and the degree of EEG abnormality is 
only approximate. The common factor to these cases, whether 
associated with raised intracranial pressure resulting from a 
wide variety of cerebral lesions, or metabolic disorders, is 
involvement of the upper brain stem particularly the reticular 
formation and the non-specific nuclei of the thalami (Dott, 
1960). 

Many patients in deep coma are now maintained on 
respirators and the determination of death has consequently 
been rendered very difficult. The EEG is of some value in this 
respect though it should be emphasized that it only provides 
information about brain death. A dead brain produces no 
electrical activity so that the EEG is isoelectric, i.e. each channel 
records a straight line. The converse is not true; in other words, 
recovery is possible in some patients that show isoelectric EEGs. 
Rosoff and Schwab (1968) have stated their criteria for declaring 
that there is no chance of brain recovery. These include two 
EEGs recorded with a minimum interval of 24 hours at 
maximum sensitivity for half an hour on each occasion, 
remaining isoelectric and failing to respond to sensory stimula- 
tion. 


Localized cerebral lesions 


Even when localized, a cerebral lesion often produces some 
general cerebral dysfunction associated with widespread EEG 
changes of the kind described in the section on delirium and 
coma. Against such a background and sometimes occurring in 
an otherwise normal record, a localized abnormality may be 
produced which may take one of three forms or any combina- 
tion thereof. 

(1) When slow activity originates from a localized source a 
series of channels connected toa line of electrodes crossing that 
source will show a phase reversal over the source; in other 
words, the polarity of the slow waves will change at this point. 
Demonstration of a phase reversal in each of two orthogonal 
planes, i.e. the demonstration of a focus of slow activity, is 
acceptable evidence of a localized lesion. With a monopolar 
montage phase reversal does not occur and the site of the lesion 
is indicated by the electrode recording the highest amplitude 
slow activity. ee 

The slow activity associated with a localized lesion is 
generally in the delta range but may be of theta frequency; it is 
commonly irregular in form and frequency but may on occasion 
be sinusoidal in appearance. 
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(2) When such slow activity is prominent, it is usual for the 
normal background rhythms, particularly the alpha activity, to 
be diminished in amplitude or absent. On occasion, such 
diminution or absence of background activity is the only 
evidence of a localized lesion. This is particularly common in 
the case of a subdural haematoma. 

(3) Localized epileptiform discharges (see section on Epilep- 
sy) may constitute the only evidence of a localized lesion. This is 
particularly the case with certain slow growing cerebral 
tumours and in the case of localized scars (gliosis). 


Senility and dementia 


It would seem that ageing per se is not associated with any 
increase in slow activity in the EEG though the frequency and 
the abundance of the alpha rhythm tend to be reduced and the 
amount of fast activity increased. 

With the onset of senile dementia, the alpha rhythm slows 
often to below 8 Hz and some low amplitude diffuse theta and 
even delta activity appears. In severe cases no alpha activity or 
fast rhythms may be present. 

Similar changes occur in other forms of dementia associated 
with diffuse degenerative changes. In Alzheimer’s disease the 
changes are generally more severe and runs of bilateral delta 
activity may be prominent. Pick’s disease, Huntington’s chorea 
and the various simple pre-senile dementias all show similar 
abnormalities whilst in arteriosclerotic dementia the abnor- 
malities differ only if an area of cerebral infarction gives rise to 
superimposed localized EEG changes. 


Epilepsy 
Very broadly from an EEG point of view, epilepsy may be 
classified into two categories; primary subcortical epilepsy and 
cortical epilepsy (Jasper and Kershman, 1949). 


Primary subcortical epilepsy 


This is a genetically determined condition in which the attack 
and the accompanying electrical disturbance originate in the 
deep central structures, probably the non-specific nuclei of the 
thalami. This form is virtually confined to childhood and 
adolescence and the attacks may take the form of petit mal, 
grand mal, myoclonic jerkings or akinetic seizures. 


Cortical epilepsy 


In this variety there is a structural lesion in one or more areas of 
the cortex, most commonly the temporal lobe and in particular 
its medical aspect. 

In primary subcortical epilepsy it is the ‘pacemaker’ area that 
originates the electrical discharge and as this area is connected 
to all areas of the cortex itis to be expected that the EEG (which 
records activity only from the cerebral cortex) shows a 
generalized and bilaterally synchronous abnormality with a 
simultaneous onset in all areas. In attacks of petit mal, this takes 
the form of spike and wave complexes with a repetition 
frequency of 3 per second. 

In attacks of grand mal, the tonic phase is accompanied by a 
generalized rhythmic synchronous discharge of high-amplitude 
spikes with a repetition frequency in the range 8-12 per second. 
In the clonic phase these spikes are grouped and are separated 
by low amplitude slow waves. As the patient becomes flaccid 
after the last clonic jerk, the EEG shows very low amplitude 
delta activity. As the patient slowly recovers consciousness, 
faster frequencies appear and gradually the record returns to 
normal. 
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Myoclonic attacks are accompanied by brief bursts of 
poly-spike and slow wave activity. 

Only occasionally is the EEG recordist fortunate enough to 
record the changes during an actual epileptic attack. When 
recording between attacks it must be emphasized that 60-70 
per cent of records are either normal or show only non-specific 
abnormalities. In the remainder epileptiform discharges appear 
of a similar kind to those just described but are briefer and 
perhaps of lower amplitude. In an attempt to increase the 
diagnostic value of the EEG a number of techniques have been 
introduced to provoke epileptiform activity. They suffer the very 
serious limitation that with sufficient provocation everybody 
will produce such epileptiform discharges and will suffer attacks 
of epilepsy, an observation that has been put to practical use by 
psychiatrists in the form of electroconvulsive therapy. In 
primary subcortical epilepsy, the only provocative technique of 
value is hyperventilation which frequently aggravates or brings 
on wave and spike activity. 

In cortical epilepsy the discharge may remain localized to the 
particular area of cortex affected by the lesion, in which case the 
clinical features of the attack reflect the function of that area of 
the cortex. During such an attack, sometimes called an aura, the 
EEG shows a localized abnormality that may take the form of a 
spike or sharp wave focus, a spike and slow wave focus or much 
less commonly a localized rhythmical discharge at alpha, theta 
or delta frequency. 

Commonly the discharge does not remain localized but 
spreads to the centrencephalic regions and is then reflected to 
all areas of the cortex. In the case of discharges originating in 
either the temporal lobe or the orbital frontal cortex, only 
limited involvement of the centrencephalic areas may occur 
and a so-called psychomotor attack develops, the essential 
clinical feature of which is clouding of consciousness. The EEG 
shows a diminution of the background activity and bilaterally 
synchronous discharges at 2-10 Hz which are usually best seen 
in the frontotemporal regions. On other occasions when the 
involvement is more profound an attack of grand mal develops 
with its usual EEG accompaniments. 

In many patients the interictal EEG shows’ no epileptiform 
activity but in perhaps 25 per cent, spike, sharp wave or spike 
and slow wave discharges are present. Characteristically, these 
are localized over the affected area of the cortex and show a 
phase reversal across the lesion, Such discharges are commonly 
isolated, occur at irregular intervals and over longer periods of 
time, show great inconstancy. Sometimes they spread more 
widely often to the homotopic area of the other hemisphere 
(mirror focus). Independent spike or sharp wave foci are seen 
when multiple cortical lesions are present. 

When cortical epilepsy, and particularly its most common 
variety temporal lobe epilepsy, is suspected, accurate diagnosis 

is often of the greatest importance because it may be due to a 
remediable lesion. Provocation techniques have therefore been 
used much more widely and with greater justification than in 
primary subcortical epilepsy. Focal spike discharges are infre- 
quently provoked by hyperventilation or photic stimulation. 
They often become more frequent during drowsiness which 
may be deliberately provoked by the administration of ahypnotic 
such as quinalbarbitone sodium by mouth or thiopentone 
sodium intravenously. Intravenous analeptic drugs such as 
leptazol, bemegride and chlorpromazine have been used but 
they often provoke generalized rather than localized dis- 
charges. 


Syncope 


A syncopal attack (fainting) results from a period of acute 
cerebral anoxia. In mild examples this is accompanied by runs 


of bilaterally synchronous slow activity but in more severe cases 
the EEG may become isoelectric for perhaps 6-10 seconds, 
following which slow activity appears, diminishing in amp- 
litude as consciousness returns. Epileptiform discharges are not 
seen in uncomplicated syncopal attacks. 


Conclusion 


The repertoire of the EEG is very limited. Changes may be 
localized or generalized; they make take the form of diminution 
or absence of activity, a change in frequency of activity, 
particularly the appearance of slow rhythms, or the intrusion of 
such phenomena as spikes or spike and slow waves which are 
not normal constituents of the EEG. It is seldom possible 
therefore to say more than that the patient has some generalized 
disorder of cerebral function or a localized lesion of one of the 
cerebral hemispheres; and that the lesion may or may not be 
potentially epileptogenic. It is most unwise as a rule to attempt 
to guess at the pathology of the underlying lesion. 

Another problem arises from the sensitivity of the EEG to 
physiological variables such as the level of awareness, the pH of 
the blood and blood sugar level. Variations in these may 
produce generalized abnormalities of a similar kind to those 
produced by cerebral disease. Another serious limitation arises 
from the fact that even when indisputable cerebral disease is 
present, the EEG may be normal. It is not possible, therefore, to 
use the EEG to exclude the possibility of a brain disorder. 

EEG interpretation is, to say the least, impressionistic; and this 
problem has not been solved by the introduction of techniques 
of computer analysis. Studies of observer reliability have shown 
a remarkable lack of precision and objectivity. 

Although the EEG has a secure place in clinical practice, and 
is of considerable value in the diagnosis of certain forms of 
epilepsy and of localized cerebral lesions, the hopes of the early 
workers in the field have not been realized. It is clear now that 
the technique of electroencephalography is of much greater 
value in the field of neurophysiological research than in clinical 
practice (Evans and Mulholland, 1969). 
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Emotion 


MAGDA B. ARNOLD 


Emotion is the experience that demonstrates a man’s existence 
as a living being. During emotion, we not merely register what 
goes on, we feel itintensely and react to it. Emotion is not only a 
psychological experience, it affects the body as well. When a 
man is angry, his face reddens, his eyes glare, his heart pounds, 
and he feels the urge to hit out and destroy. In fear, he pales, 
trembles, his heart races, his hands become clammy, his knees 
shake. In sudden fear, he feels the impulse to flee, but when 
danger is extreme, he may become paralyzed with terror, 

This connection between emotion and physiological changes 
has been explained in many ways. Older theorists have insisted 
that the ‘mental’ state produces the physiological changes, 
others (W. James, C. Lange) that the perception of the situation 
produces the physiological changes directly, and that the 
awareness of such changes is the emotion. Both positions have 
their difficulties: if the emotional state produces physiological 
changes and emotional expression, what of the fighter pilot 
who is not aware of being afraid, although the physiological 
changes seen in fear do occur, resulting in increasing malaise 
until he is grounded for fatigue? The second position fails even 
more conspicuously. Just how does the perception of a given 
situation produce the physiological changes that are sensed as 
emotion? William James answers that the perception produces 
these changes directly, by a physiological reflex. But if so, why 
does a bear produce the impulse to flee (experienced as fear) 
when he is encountered on a hiking trip but not in the zoo? And 
why are some people afraid of mice or snakes and others are 
not? 

Bodily changes can be produced directly, reflexly, only by 
some physical interference: by a blow ora burn, by heat or cold 
or other intense stimulation applied directly to some part of the 
body. As long as an object is at a distance, it cannot affect the 
body directly. Without the memory of earlier experiences that 
have caused pain, the mere sight of something, even of a bear in 
the woods, cannot produce physiological changes. If they are 
produced by ‘perception’, as James claims, they are produced 
indirectly, by some intervening process that requires explana- 
tion. This process is an immediate intuitive evaluation of 
the bear in relation to us. We gauge his effect on us if he 
should attack; this attack is possible in the wilds, and impos- 
sible in the zoo. Hence we feel fear in one case and not in the 
other. This process of appraisal is a reaction to the sight of 


the bear. It is an intuitive judgment, direct, immediate, not 
experienced as a judgment but only as the emotional impulse 
aroused by the appraisal. Itis an intuitive evaluation of the effect 
of something on us, and of possible ways of coping with it, 
Accordingly, there are as many different emotions as there are 
appraisals. Eventually, this intuitive judgment may, and usually 
is, complemented by a reflective judgment which either bears 
out the original appraisal or corrects it, and results in a deliberate 
plan for action. 

Emotion, then, can be defined as a felt urge to a particular 
action based on the intuitive appraisal of the situation, its effect 
on us, and the way to cope with it. This appraisal initiates the 
emotional action impulse as well as appropriate physiological 
changes. Such changes are different in different emotions, 


Basic emotions 


There are many different emotions, as many as there are ways in 
which people and things can appeal to us or repel us, but there 
are a limited number of conditions under which they can affect 

us. Basically, we may judge something as either good for us or 

bad for us; accordingly, we like or dislike it, Something may be 

either present or absent; if what we like is present, we feel 

satisfaction, joy or delight, if itis absent, we want and desire it. If 
what we dislike is upon us, we are sad, we grieve; if it is not 

present, we avoid it, we feel aversion. These emotions are 
simple impulses toward or away from something, But what we 
like may not be easy to attain, what we dislike may be difficultto 
avoid. When that happens, the simple impulse is intensified to 
an urge. We long or hope for something difficult to achieve, and 
despair if the obstacles seem insuperable. Finally, we estimate 
things not only as easy or difficult to attain or avoid, we also 
appraise our chances of success. Thus we show daring or 
courage if we feel that danger can be overcome, and if 
something harmful, to be overcome, is actually present, we feel 
anger. But if the danger cannot be overcome and must be 
avoided, no matter how difficult it is to do so, we feel fear, with 
its urge to escape. If what we fear is actually upon us and can no 
longer be avoided, we feel dejection. Thus hope, daring, fear 
and anger are emotional urges or contending emotions. They 
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urge us to contend for the things wanted or contend against the 
obstacles in our way. 

Emotion is valuable as a spur, notas a guide. Desire urges us 
toward anything attractive, whether it is beneficial in the long 
run or not. Fear urges to flee, yet a man may have to face a 
difficult situation and then, perhaps, he can overcome it. Love 
may make a fool of a man, fear make him a coward, anger may 
make him a burden to friend and foe alike. It takes an objective 
look at the situation and a reasonable decision to select the best 
course of action. 


Positive and negative emotions 


We can also speak of emotions as positive or negative. Positive 
emotions lead us toward things or people: love, desire, hope, 
courage, etc. Negative emotions lead us away from things and 
people, or against them: fear, dislike, anger, aversion, disgust. 
Joy and sorrow are true opposites, one positive, the other 
negative. Joy urges us to hold on to what we have and love, 
sorrow leads us to hang on to what we love and have lost. These 
two emotions, also, are active tendencies, but tendencies to 
hold rather than to obtain. 


Physiological effects of emotion 


Emotions have characteristic physiological effects. Fear is 
accompanied by adrenalin secretion which produces a contrac- 
tion of blood vessels, raising blood pressure and increasing 
heart beat. Adrenalin raises blood sugar by releasing sugar both 
from the liver and from muscles; but it prevents or retards the 
utilization of blood sugar by the muscles. Hence the feelings of 
malaise, weakness, and finally exhaustion that comes from 
chronic fear, as seen in anxiety neurotics. Cannon's (1929) 
notion that fear ‘energizes’ the organism is true only for sudden 
fear, and is the result of the strong urge to flee, not of adrenalin 
secretion. Indeed, as soon as the secretion of adrenalin begins to 
affect muscles and glands, the first access of strength is replaced 
by a feeling of weakness. When flight is not possible but the 
threat remains, chronically increased adrenalin secretion leads 
to the ‘nervous exhaustion’ felt by anxiety neurotics. 

Anger is accompanied by a secretion of noradrenalin which 
has different effects. Noradrenalin increases blood pressure and 
releases sugar from the liver, as does adrenalin. Unlike 
adrenalin, noradrenalin does not release sugar from the muscles 
and does not interfere with their uptake of blood sugar. This 
means that muscular strength is mobilized by the urge to attack 
felt in anger; and the secretion of noradrenalin does not detract 
from it. When anger becomes extreme, rage may result in 
muscular incoordination, an inability to act because of too 
intense muscular innervation. A man enraged may become 
inarticulate and lose the skills he possesses because he is intent 
only on slashing his way through anything that opposes him. 

The physiological effect of grief or sadness seems to be a 
general slowing of vital processes, a secondary result of the 
mourner’s unwillingness to take an interest in anything but his 
loss or misfortune. He does not want to do anything unrelated to 
his sorrow. Since he is not able to do anything to bring back 
what he has lost, his apathy and depression leads to a general 
slowing down. 

In contrast, positive emotions such as love, joy, interest, hope 
and courage have beneficial physiological effects. The muscles 
have optimal tone, the blood is circulating freely, giving a ruddy 
glow to the skin, digestion is good, all adding up toa feeling of 
general well-being. Any satisfaction in something well done, in 


the successful pursuit of a goal, will also promote such 
well-being and retard fatigue. The psychological and physiologi- 
cal effect of emotions reinforce each other. Love enhances a 
man’s well-being as well as his self-confidence. Fear lowers his 
physical resistance and also interferes with his ability to cope 
with new situations, particularly if fear is prolonged. 


Brain function in emotion 


If emotion is an action impulse, and is accompanied by various 
physiological changes, there must be brain areas and brain 
circuits to mediate them. Similarly, the appraisal that arouses 
emotion should be represented in the brain. Olds’ reports 
(1955) of ‘pleasure areas’ in the brain as well as a host of other 
research findings make it indeed likely that there are cortical 
areas that mediate degrees of pleasure or distress, as the result of 
an intuitive appraisal. Since appraisal complements sensory 
experience, the brain areas mediating it would have to be 
connected with the sensory projection areas. The limbic system 
(subcallosal gyrus, cingulate, retrosplenial and hippocampal 
gyrus, and the insula) are cortical areas that have such 
connections. On the basis of the vast research literature of the 
past few decades, Arnold (1960) has suggested that this system 
mediates the appraisal of things seen, heard, touched, smelled, 
tasted, and also the appraisal of movements. The emotional 
action impulse, according to her theory, is mediated via the 
action circuit (from limbic system via hippocampus, fornix, 
midbrain, cerebellum, ventral thalamus, to frontal lobe) and is 
experienced as emotion as soon as these impulses reach the 
premotor cortex. Branches from this circuit coursing through 
the hypothalamus initiate appropriate hormonal changes. 


Emotion and illness 


Because of the physiological effects of emotion, it can influence 
the course of any illness. Serious illness will lead inevitably to 
some sort of evaluation: feeling weak and in pain, the patient 
will appraise his condition not only as unpleasant but as 
dangerous. If he discovers that he has a serious disease, the 
uncertainty of its outcome will add to his fear. Adding the 
physiological effects of fear to the changes brought about by the 
illness itself, it becomes clear that immediate reassurance is not 
only a humane but a therapeutic measure. For this reason, a 
good ‘bedside manner’ is a prime asset for the physician. When 
he has genuine authority, when he is kind, sympathetic, yet firm 
and gives the patient confidence that the doctor knows what is 
to be done and has everything well in hand, then the patient can 
relax because he appraises his illness as an inconvenience 
rather than a deadly danger. Having confidence in his 
physician, the patient now knows that he will be taken care of 
and need not exhaust his strength by trying to cope with things 
himself. 

Ithas often been noticed that there are cases where the patient 
hangs on beyond expectation and finally recovers; and others, 
where the patient seems to give in and slip away although the 
prognosis was favourable. Here we are dealing with differences 
in appraisal. When the patient has something to live for, when 
he has hope that he may yet reach his goal, there is a chance of 
recovery. But when he has given up in despair, there is soon 
nothing more the doctor can do. So often, the patient’s hope or 
loss of hope seems to be the deciding factor. 


Emotion and mental disturbance 


Like physical illness, mental disturbance also can be influenced 
by emotion. In fact, it is usually the emotional disturbance that 
gives the first warning of a man’s mental state. 

Inneurosis, for instance, the main symptom is an abiding fear. 
The fear may be diffuse, spread out, ‘free floating’ as in anxiety 
neurosis, or sharply limited as in phobia (e.g. agoraphobia, the 
‘ear of open spaces; claustrophobia, the fear of closed places). 
In both cases, the neurotic appraises situations as dangerous 
which normally are indifferent. His fear urges him to avoid these 
situations at any price, so that he never makes an attempt to 
cope with them and has no chance to discover that they are 
harmless. So his fear grows and becomes chronic in a 
ull-fledged neurosis. 


Psychosomatic illness 


This is an illness that is not only aggravated by emotion as any 
illness may be, but that actually can be produced by emotion. In 
a tense situation, aman may become aware of his fast heartbeat, 
and so may begin to worry about his heart. The more heis afraid 
of having heart disease, the more will this fear (through its 
accompanying adrenalin secretion) speed up his heart; and the 
faster his pulse, the greater his fear so that he ends up with what 
is variously called heart neurosis, effort syndrome, etc. 

There are various other diseases that may also be caused by 
emotions. Amongst the most frequent are stomach ulcers and 
high blood pressure, connected with worry and anger. How- 
ever, these difficulties can also be caused by a variety of 
physiological malfunctions. In all too many cases, the magic 
word ‘psychosomatic’ is used as an excuse for ignorance. Inone 
memorable case, a middle-aged veteran was shuttled back and 
forth between the departments of psychiatry and internal 
medicine, with the internists insisting that he must have a 
psychiatric disability, and psychiatrists stating that the most 
exhaustive tests had shown nothing but worry over his state of 
health, understandable because of his malaise, lack of appetite 
and steady though not alarming weight loss. Within six weeks, 
the man was dead—of cancer. 


Depression 


In the same way as chronic fear can become neurosis, chronic 
sadness can become depression. Neither fear nor sadness in 
themselves are pathological. But if fear is given in to and so 
leads to avoiding more and more supposedly _ dangerous 
situations, it finally becomes disabling. If sorrow is indulged in 
too long, if what is lost remains the mourner’s central interest 
and nothing else can stir him out of his apathy, he sinks into 
depression. To such a man, nothing seems worthwhile because 
in comparison with what he has loved and lost, anything else 
seems less than nothing. At first unwilling to turn away from his 
lost love, he finally becomes unable to do so and needs help if 
he is to take up his life again. 


Psychosis 


Emotion also plays a role in psychosis. In schizophrenia, there is 
a disturbance of the thought processes; but there is also a 
noticeable distortion of appraisal. Whatever the patient's 
hallucination or delusion, whether he thinks the radio is 
shouting abuse or foreign agents are after him, whether he feels 
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that he is made of glass or that he is Christ or Napoleon, he 
seems to interpret something he sees, hears or feels as having 
some arcane significance for him. If others see or hear what he 
does and only his interpretation is different, he is said to suffer 
from delusions. If he experiences something nobody else does, 
he is said to suffer from hallucinations. But in either case, what 
he experiences is appraised intuitively as well as reflectively. 
His intuitive appraisal must be deviant to thinka hallucination is 
real or to interpret a real situation in a delusional way; and his 
deliberate appraisal seems to follow his deviant intuitive 
appraisal instead of correcting, it. This rationalization is eventu- 
ally elaborated into a psychotic thought system. Since the 
intuitive appraisal arouses the emotional action impulse, it is 
clear that the psychotic shows emotions nobody around him 
can understand. 

That the emotional disturbance is a basic factor in psychosis is 
even more clearly seen in the so-called affective disorders. 
Manic elation or psychotic depression are obviously emotional 
in nature, the one based on an optimistic appraisal of everything 
around, and particularly of the patient's own competence and 
resources, the other grounded in a pessimistic appraisal. The 
difference between a ‘reactive’ depression that is the result of 
grief and a psychotic depression seems to be the fact that 
psychotic depression is usually accompanied by abnormal 
experiences, hallucinations and delusions, which are appraised 
as unpleasant and contribute to the general sadness. It seems 
safe to conclude that all psychoses include not only deviant 
experiences (whether referring to the environment or the 
patient’s own body) but also deviant intuitive appraisals of his 
experiences. The ‘inappropriate’ emotions of psychotics or their 
‘emotional flatness’ result from one’s inability to interpret 
and evaluate his experiences normally. If a man can no 
longer grasp what the loss of wife or mother means to him, he 
may well show no emotion or even smile at the behaviour of his 
grieving family. 


Emotion and reason 


Since the first appraisal of a situation is immediate, intuitive, 
unwitting, the felt emotional impulse it produces cannot be 
prevented, even if it is recognized as inappropriate or unwel- 
come. Emotional control in the narrow sense, therefore, is a 
matter of not showing emotion or not acting according to the 
emotional impulse. A man may be afraid yet not show fear. Such 
suppression of emotion may be successful for a while, 
particularly if it has become habitual. If itis general, applying to 
positive as well as negative emotions, however, itwill resultin a 
loss of spontaneity; the reserved stiffness which Latins criticize 
in Englishmen. While such reserve may be an advantage in 
business dealings or diplomatic exchanges, it may seriously 
interfere with intimate relationships. In our culture, women 
have not been subjected to the same rigid discipline, and 
appreciate demonstrative affection from those they love. A 
man’s habit of appearing rigidly controlled may lead to 
misunderstandings and finally to a breakdown in communica- 
tions, giving rise to a great deal of unhappiness that could easily 
have been avoided. 


Education of the emotions 


Since emotion is so important for the human being both in 
sickness and in health, it seems imperative to see that emotions 
become a help and not a hindrance. Simply trying to suppress 
unwelcome emotions so they will not show, or to control the 
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actions to which emotions urge us, always exposes us to the 
possibility of an explosion, a break in the armour we have 
installed. A dam can break when the pressure becomes too 
great. Far better to channel the waters so that they will irrigate 
the countryside instead of destroying it in a flash flood. 

Emotions can be educated, but that education must be an 
education of the appraisal that leads to emotion, rather than an 
effort to control the emotion once it has been aroused. In a 
negative sense, education of the emotions means learning to 
accept something new and strange as a challenge rather than a 
threat, and so approach it courageously instead of withdrawing 
in fear. It means learning to tackle frustrations and other 
obstacles by concentrating on ways to overcome them rather 
than on the way they affect us here and now, and so cope 
effectively instead of hitting out in blind anger. It means 
developing a basic love and trust of life so that the loss of what 
we love will not overwhelm us but will be seen in perspective, 
in relation to the totality of life. 

In a positive sense, educating the emotions means learning to 
like the right people and things, those that really contribute to 
our personal development and well-being. The infant or small 
child loves those who are good to him, who provide comfort, 
food, shelter, comradeship. In adolescence, the boy or girl 
begins to love what he or she admires, but what they admire are 
often idols: a baseball or movie star, a rock singer, an 
anti-establishment rebel. Finally, in adulthood, what appeals is 
not another's public performance but his qualities of mind and 
heart. This development is often delayed. A grown man may still 
fall in love with a woman who is fashionable, attractive, 
sexually appealing, but a nonetity as a person. Since love can 
(but need not) be combined with sexual desire, the threat of 
maldevelopment or delayed development is particularly acute 
in this area. 


Sexual desire is an emotion based on an instinctive (not 
merely intuitive) appraisal and thus is more imperative than 
other emotions. But even an instinctive appraisal can be 
changed and educated, but also changed in an undesirable 
direction. Homosexuality is the most obvious example of 
intuitive appraisal changing the direction of instinct. In many 
cases, this is the result of early psychological influences, for 
instance, an early seduction, or an inhibition of heterosexual 
desires as the result of too close a mother-son or father—daugh- 
ter relationship. Unfortunately, such emotional deviation is 
difficult to eradicate. Once pleasure has been experienced in 
homosexual relationships, it will be sought again, so that there is 
no impetus to seek therapy or re-education. On the other hand, 
where satisfaction has been found in valuable human relation- 
ships with persons of the other sex, the awakening sex drive will 
add its impetus during adolescence without dominating the 
love relationship. We must remember that the instinctive- 
emotional appeal is strong and can be controlled best when it is 
absorbed in a sure inclination toward what is humanly valuable. 
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Encephalopathic Personality 


Characteristics 


W. VON BAEYER 


The study of personality changes caused by brain damage has 
lately assumed increased importance. Quite apart from the 
clinician’s need to recognize such states as early as possible 
there are considerations of social adjustment and at times 
forensic evaluation raised by personalities of this kind. The great 
number of brain damaged victims of two World Wars and those 
of traffic and industrial accidents provides the practical stimulus 
for research in this field. Scientifically, this has been particularly 
stimulated by concern with the sequelae of epidemic 
encephalitis. 

For the organic personality changes due to cerebral lesions, 
the term ‘encephalopathy’ is appropriate. This differentiates 
such patients from psychopaths thought to be in possession of 
healthy brains. By using the term ‘encephalopathy’ with its 
connotation of duration in time we also differentiate organic 
personality change from acute organic psychoses as well as 
from merely transitory personality alterations, e.g. those 
brought about by alcoholic intoxication. 

From the descriptive point of view, the most common 
symptoms to be found in encephalopaths are as follows: 

(1) Sticky slowness. 

(2) Lack of drive and spontaneity. 

(3) Impulsiveness. 

(4) Euphoria. 

(5) Irritability. 

(6) Incontinence of affect. 

(7) Lack of distance in social contact. 

(8) Suggestibility. 

(9) Poverty of deep feeling. 


These features are essentially supraindividual, that is, they 
may arise on any characterological foundation and indepen- 
dent of genetical constitution. 

As a rule one finds that the originally changed personality 
becomes poorer in individual characteristics; it becomes 
‘hypotypical’. 

The above features form the soil, as it were, from which 
abnormal modes of experience or behaviour spring, to mention 
only unrealistic evaluations (as in hypochondriacs) and demon- 
strative exaggerations (as in hysterics). 

A certain discrepancy between original personality structure 
and ‘excrescences’ attributable to brain damage is a general 
characteristic of encephalopathy, e.g. when an originally 
prosaically sober person becomes sentimentally emotional and 
hypersensitive. 

It is of biological interest that in the changes we are 
concerned with here certain neurodynamic principles can be 
seen at work: (1) disinhibition, as seen in the easy arousal of 
tearfulness or anger, and (2) situational dependency, sometimes 
resembling imitative echo-reactions. Both are, strictly speaking, 
primitivizations of behaviour. In short, the personality dynamics 
of the encephalopath appear to be strongly influenced by 
neurodynamic principles. 
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Environment and Mental Health 


LORD TAYLOR 


In a troubled world, changing at breakneck speed, psychiatric 
research may seem a quiet backwater off the main stream. Yet 
most of the disorders of modern society can be traced back to 
thought processes which are emotionally rather than rationally 
determined. The ‘madness of crowds’ is no new phenomenon, it 
lay behind such cruel deceptions as the Children’s Crusade. The 
Dancing Mania of the Middle Ages, which left starvation in its 
wake, the witch hunts of yesterday and today, the tyranny of the 
dictator, whether fascist or communist, and the cry for ‘student 
power’, are all much a piece. When, spurred on for whatever 
reason, men and women embrace hysteria as a way of life, 
psychiatry must have something to contribute, far beyond the 
psychiatric ward, the biochemical laboratory and the animal 
house. 

But research is often inevitably a slow process. In what may 
be called ‘physical psychiatry’, advance comes almost by 
accident, and in unexpected places, as when an absent or 
distorted chromosome is discovered, or a drug, used for a 
physical disorder such as tuberculosis, exhibits beneficial 
psychiatric effects. In social psychiatry, the fruits of research can 
provide us with plans and patterns for action. But often they 
come late, or even too late, when things done cannot be 
undone. 

On the other side of the fence, it is a general political 
experience that action has to be taken when the opportunities 
present. All too often, the politician cannot wait for the scientists 
to investigate. There is a moment when public opinion is 
favourable to, or prepared for action. If it is not taken then, the 
chance of a lifetime may be lost. 

The best hope, then, for research in social psychiatry to make 
its full impact in a changing society is to have one’s research 
done in advance. This involves guessing at what is likely to be 
needed by society, investigating ahead of time as it were, and 
presenting the politician with scientifically based plans in 
advance. Strangely enough, the presentation of the plan may 
itself create the appropriate climate for its implementation. 

In my lifetime, physical methods of treatment have trans- 
formed the outlook for the mentally ill. | have no doubt that 
research into the physicak basis of psychiatric disorders and 
emotional states will yield rich dividends in the future. 
Methodologies are certain to get increasingly difficult, since the 

brain is likely to provide far and away the most complex set of 


problems in biochemistry and biophysics which have yet been 
tackled. 

Can we hope for similar advance in social psychiatry? | hope 
to produce some evidence here to suggest that we can. If this 
can be done, real preventive psychiatry, as opposed to early and 
late diagnostic and supportive psychiatry, becomes possible. 
We may be able to provide the politicians and administrators 
with an increasing number of guide-lines, to help them in 
building a psychiatrically healthier society. This in itself 
presupposes one condition: that environmental factors play a 
substantial role in the production of psychiatric ill-health, and 
conversely in the maintenance of mental health. 

| propose to start with the neuroses, simply because they 
present the biggest single problem in ordinary medical practice. 
In 1938, | wrote a paper entitled ‘The Suburban Neurosis’, in 
which | sought to show that wives living in the suburbs of 
London showed an excessive incidence of neurotic illness, 
characterized by unreasonable anxiety and somatic conversion 
symptoms. This appeared to be related to social isolation from 
neighbours, and a poor sense of values based on respectability 
and keeping oneself to oneself, and one-child ‘microfamilies’. It 
was certainly a common enough clinical picture in Bri- 
tain—until the war came. Then, with the onset of bombing, 
fire-watching, and rationing, neighbourliness was enforced and 
real danger displaced spurious anxiety. Almost overnight, the 
suburban neurosis as a Clinical picture disappeared. Here then, 
was an apparent example of an environmentally produced and 
environmentally relieved neurotic syndrome. Unfortunately, 
we had no survey methods then available to confirm these 
observations. 

In World War 1, shell-shock or battle neurosis was a major 
cause of disability. Before World War Il, a committee of 
psychiatrists from the London teaching hospitals advised that, as 
a result of bombing, there might be up to four million acute 
psychiatric casualties in the first six months of air-raids. Tens of 
thousands of country mental hospital beds were evacuated in a 
vain attempt to meet some of the expected need. But, when the 
blitz came, there was virtually no increase in psychiatric 
admissions. Where had the prognosis gone wrong? 

| was at this time in charge of Home Intelligence, watching 
and recording civilian morale and public opinion for His 
Majesty’s Government, so that | had the opportunity to see the 
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whole story. By a fluke of censorship regulations, among the 
targets hit in an air-raid, only churches and hospitals were 
permitted to be mentioned. Asa result, a typical air-raid bulletin 
would read thus: ‘There was an air-raid of moderate severity 
over Southern England last night. Three churches and four 
hospitals were hit.’ 

So it soon became clear to the potential neurotic that to 
become a hospital in-patient was to deliberately enter a target 
area. Instead, they retained the use of their legs and sought 
safety in the underground tubes or trekked out nightly into the 
countryside. At its maximum, this nightly trek from the smaller 
provincial blitzed cities amounted to about 10 per cent of the 
population. 

Then years later, in 1952, | carried out a detailed survey of the 
work of 94 good general practitioners, well distributed over 
England and Wales. | noted that neurosis made up between 5 
and 10 per cent of new cases seen by the GP. In small country 
towns, the figure was 2 to 3 per cent, in London suburbs about 
10 per cent, and in areas of social decay within great 
conurbations up to 20 per cent. 

It would be nice to be able to say that the small country town 
is a very ‘unneurotic’ community. Ina sense, this is true. But the 
potential is still there. What appears to have happened is that, in 
a well-knit community, neurosis excites neither sympathy nor 
interest. Neurosis pays no dividend as it were, either medically 
or socially, So the patients learn to live with their symptoms and 
appear to be the better for it. 

More recently, in 1959, Dr. Sidney Chave and | carried out a 
survey to determine the size of the ‘neurotic potential’. We 
found, among people who were not necessarily attending their 
doctors, a sub-clinical neurosis syndrome. The symptoms, 
which tend to cluster, are: mild depression; undue irritability; 
‘nerves’ or excessive nervousness, and insomnia. 

This group constitutes about 30 per cent of the population, 
and the figure is virtually the same whatever the environment. It 
appears then to bea real entity, generally and evenly distributed 
through the population. It may be likened to the bottom of the 
iceberg. How much sticks out and reaches the attention of 
doctors and social workers is determined by the environment. A 
good environment, psychiatrically speaking, is one which 
keeps most of the iceberg submerged. 

Within the syndrome, the annual incidence of overt neurosis 
in a typical urban community is about one third, i.e. about 10 
per cent of the total population. Among the remaining 70 per 
cent of the population, the incidence is one in fifteen. A quarter 
of those in the syndrome dislike their environment; among the 
rest, only one in twelve dislike it. More important still, the 
incidence of physical disease is substantially higher in the 
subclinical neurosis group than in the rest. 

The best explanation | can offer of these observations is that 
overt neurosis is environmentally determined. By creating good 
communities, in which a full social life is possible and in which 
clinical neurosis yields no dividend, in interest, prestige, cash or 
any other field, it can be reduced to a 2-3 per cent incidence, to 
the advantage of all. But the potential is still there. Some thirty 
per cent of us all are ‘weaker brethren’ in this respect; our 
incidence of physical illness will be above the average. We 
have to learnto live with our symptoms and to avoid exposure to 
situations beyond our capacity. How to remove this potential, | 
do not know. It may be genetic, biochemical, or built in by 
improper infantile upbringing. The detailed study of the 
subclinical neurosis syndrome by precise scientific methods, 
and with proper controls, seems to me to offer a profitable field 
for future research. 

I turn now to thepsychopaths. According to the British Mental 
Health Act of 1959, a psychopath is a person showing 
‘persistent disorder or disability of mind which results in 
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abnormally aggressive or seriously irresponsible conduct on the 
part of the patient, and requires or is susceptible to medical 
treatment’. This is a cautious and, | hope, not unreasonable 
definition in which | have a vested interest, since | helped to 
draft it. Psychopaths may be aggressive or feeble and ineffectu- 
al. They differ from the neurotics and most psychotics almost 
fortuitously in that they do not normally seek medical help. One 
may say that their conceit appears to be such that they are 
toughly convinced that their way of life is right. 

Imagine for a moment a simple transition from neurosis to 
psychopathy, The potential neurotic can be pushed into good 
social behaviour by real danger or by neglect in the good 
society, by making neurosis a non-paying proposition. The 
psychopath can sometimes be, with difficulty, brought to 
behave properly, but the degree of environmental coercion 
required is much greater, and, as with neurosis, there will bean 
intractable residuum, which is proportionally larger. The prince 
of all psychopaths, Adolf Hitler, needed a world war and the 
death of 12,000,000 men to eliminate him. The harm to 
mankind done by psychopathic killers in the USA cannot be 
estimated. | am sure these people are very ill indeed. My guess is 
a genetic biochemical disorder. Infantile upbringing does not 
seem to explain it. The psychopath, like the mentally retarded, 
crops up apparently spontaneously like the genetic sport of 
genius in reasonably normal families. 

The environmental coercion of the psychopath reaches its 
peak at Herstedvester, in the Danish Criminal Psychopathic 
Prison run by Dr, Stürup. With the indeterminate sentence, if 
necessary for life, Dr. Stürup is able (even without castration or 
its threat) to return up to 40 per cent of criminal psychopaths to 
the community. From this prison, there is no escape, save by 
continuing good behaviour. Here is a rather bizarre ‘Erehwon’, 
where ‘straightening’ is compulsory, and the straightener even 
tougher than his subjects. 

Most psychiatrists avoid dealing with psychopaths, They 
leave this to the law, when it can get hold of them, To his eternal 
honour, Dr. Maxwell Jones is an exception. | hope one day that, 
at the Memorial University of Newfoundland, we may have ina 
far corner of our campus, a research prison for psychopaths, 
where the nature of evil behaviour may be investigated by the 
full armamentarium of modern science, particularly by geneti- 
cists and biochemists. How nice to find, as | suspect will be the 
case, that evil is the product of no more nor less than a broken or 
twisted chromosome and a consequently disordered enzyme 
system, What interesting theological problems this will present, 

Lastly the psychoses. Karl Marx once predicted that the last 
country in the world to go Communist would be Russia. How 
wrong can you get? Forty years ago, anyone who had predicted 
that psychosis would be defeated before any of the other great 
groups of mental disorder, would have been laughed out of 
court. Yet we now know that, by wise and skilful handling and 
the use of physical treatment, our mental hospitals can be very 
largely emptied, and, it seems, never again filled; and all this 
before the nature of psychosis has been elucidated. It seems 
certain that most chronic psychoses are environmentally 
induced by the barbarous treatment to which they have been 
subjected. | have fora long time thought that Kraepelin’s disease 
descriptions, ruthlessly applied by honest physicians, produced 
precisely the pictures it was desired to find. Depressions last two 
years, give or take six months. A third of all schizophrenics 
deteriorated from the start, and a further third invariably 
relapsed and deteriorated. We produced that which we had 
been taught to look for. 

Dr. Chave and | made a careful survey of all psychiatric illness 
occurring in the new town of Harlow, which | had been helping 
to build for 18 years. It is a town of 75,000 people, drawn from 
overcrowded London, and planned as well as we know how, 
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economically, socially and physically. There is work for all in 
good variety. There are good homes for all, Social life is as rich 
as we can make it. Medical practice is carried out under ideal 
conditions from neighbourhood health centres. In our survey 
we made every appropriate correction for age, for lack of the 
social class five and for income group. We had expected a 
reduction in neurosis rate and a steady rate for psychosis. To our 
surprise, we found exactly the reverse. Neurosis was steady. 
Psychosis was drastically reduced. | understand that other social 
psychiatrists are finding the same thing elsewhere. A high 
psychosis rate, | would suggest, is a symptom of a sick society. 
Can psychiatry offer a tentative prescription for our social 
planners, to improve the psychiatric health of society?! can offer 
suggestions only. By very good social planning, such as we have 
achieved in Harlow, the psychosis rate can be reduced. But we 
have made no major impact on the neurosis rate. | attribute this 
partly to the general attitude in Britain towards neurosis, which 
is, | think, a little too tolerant, and partly to the overspread of this 


same attitude to our medical practitioners. | believe Samuel 
Butler had grasped something of real importance when, in 
Erehwon, he made illness something to be ashamed of. Of 
course, as the good science-fiction writer must, he vastly 
overstated the case. But, for our own good, | really think we 
ought to have a little healthy reticence about our neurotic 
symptoms; and we ought to encourage itin others. 

The evidence suggests, but it does not conclusively prove, 
that the excessive growth of great cities, with far-flung suburbs, 
and central cores of social and economic decay, is productive of 
psychiatric ill-health, just as it is certainly productive of 
time-wasting commuting and high crime rates. Common sense 
dictates the need for physical and social planning and the 
prevention of the excessive growth of urban communities by the 
creation of unbuilt-upon green belts and properly planned new 
towns. It may well be that common sense will win the day, and 
improved psychiatric health will come as an unlooked-for 
beneficial spin-off. 


Epidemiology of Mental Disorders 


K. RAWNSLEY 


Clinical Research in medicine and psychiatry has yielded rich 
dividends. The intensive and detailed study of individual 
patients constitutes a familiar and traditional method in 
psychiatry which is utilized for research and diagnosis and 
treatment. Increasing recognition, however, is being given to 
the importance of the epidemiological mode of thinking about 
psychiatric problems. 

This approach is concerned with the properties of cases 
viewed against the background of the population in which those 
cases arise. Some acquaintance with the extensive material 
which has been collected on the prevalence and incidence of 
various categories of mental disorder in populations, provides a 
valuable perspective and gives a sense of proportion. A glance 
at the many excellent studies which have been made inthe field 
of general practice reveals the enormous extent of psychiatric 
disorder in the general population and the relatively small part 
which the specialist plays in coping with this large volume of 
work, 

By the use of case registers and allied methods one may focus 
down to that fraction of the total pool of psychiatric morbidity 
which is actually dealt with by specialists. Material of this nature 
may be quite invaluable in monitoring the various services 
which are provided and in forming the basis for forward 
planning of future services. Close study of case register material 
may provide a balanced notion of the relative needs for 
treatment and care of various categories of patients by age, sex 
and diagnosis. More than this, however, the cumulative case 
register may be easily adapted to study the progress over a 
defined period of time of cohorts of patients, again divided up 
into categories of various kinds. In this way, for example, 
knowledge may be gained.of the vicissitudes and fortunes of the 
young schizophrenic patient in terms of his contact, either 
single or repeated, with the psychiatric services over the years. 
Although, of course, hospital data are of great importance to the 
epidemiologist, itis very necessary to keep in mind the broader 
canvas of the general population and to appreciate the hospital 
contact as merely one possible sector of care in a range of 
facilities which include both general practice and the social 
service organizations. 

In considering the pattern of psychiatric disorder in a 
population, account must be taken of the many surveys which 
have now been conducted with the aim of assessing morbidity 


irrespective of whether the patient has sought advice for his 
troubles or not. Close consideration of the methodology of these 
enquiries, with all the attendant difficulties, focuses attention 
upon certain very fundamental questions in psychiatry. In 
going beyond the bounds of the web of psychiatric and social 
services to find their cases, the epidemiologists have been 
greatly exercised by the problem of defining what is meant by a 
‘psychiatric’ case for the purpose of detection and assessment in 
particular surveys. These matters are of far more than merely 
technical interest and compel earnest thought about the nature 
of illness; about the borderland between abnormal and normal 
personality and about the distinction between the psychologi- 
cal reactions which are expected and understood by the 
community such as the mourning following a bereavement and 
the morbid depression which may arise in the same setting. The 
great importance of social and cultural factors in contributing to 
the definition of what is to be regarded as morbid or sick 
behaviour is also highlighted. The outlook of the sociologist and 
social anthropologist provides a refreshingly new slant upon the 
nature of psychiatric disorder. The ability to see the definition, 
recognition and disposal of psychiatric illness against a 
background of values, norms and expectations which prevail in 
a population and to understand this as a social process, is an 
important element in the education of the psychiatrist. 

The epidemiologist operating in the population at large is not 
content to make his estimates of prevalence upon the basis of 
rough clinical judgments nor is he happy to describe in 
imprecise terms the social variables which he wishes to relate to 
the pattern of psychiatric disorder. He is preoccupied with the 
reliable measurement of psychiatric illness and associated 
disability by the use of standardized procedures which may be 
described precisely and which may be applied impartially to the 
members of a defined population in a way which reduces the 
particular bias and prejudice of the observer to a minimum. 
Instruments of this nature may also be of value in clinical 
research but they are quite central to the development of 
effective epidemiological enquiries and a great deal of effort has 
been expended in an attempt to evolve such procedures. 

The social scientist members of the epidemiological research 
team will be concerned with the definition and measurement of 
what they regard as relevant social factors in the population. 
Work in this field has led to the development of theoretical 
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frames of reference linking psychiatric disorder and the social 
environment. Hypotheses have been derived and tested in 
population surveys. For this purpose useful refinements have 
been made in the concepts of social classification, social 
disorganization and social stress. In the search for aetiological 
factors, the use of cross-sectional, retrospective and prospective 
surveys may generate clues as to the importance of social, 
psychological and biological causes of mental disorder. These 
may be followed up by means of further, more refined, survey 
procedures or even by the setting up of more or less crucial 
experiments, 

Epidemiological methods are essential to the evaluation of 
health care practices, whether these are looked at as total systems 
or as particular therapeutic measures. It has become fashion- 
able to request the inclusion of a monitoring evaluative 
component in any new therapeutic endeavour although this 
requirement tends to be honoured more in the breach than in 
the observance. The epidemiologist will see the introduction of 
anew treatment, or a whole new service, as merely one variable 
among many which interact with the individual in the 
community to influence the progress and outcome of his morbid 
state, Other factors may be the social position of the individual, 
the constellation of family influences which surround him, his 
occupation and even the health of his mother during the 
pregnancy which preceded his birth. All of these factors and 
others may interact one with another and with the treatment 
regimen to contribute to the progress of the case in a particular 
social context. 

The epidemiologist tends to develop an ecological outlook by 
seeing forces operating in society in a dynamic balance and by 
being aware of the wide repercussions of anything which may 
upset this balance; thus the introduction of a contraceptive pill 
may ameliorate the problem of overpopulation in relation to 
food supply and thus improve certain aspects of the public 
health but may in turn generate other forms of sickness. 
Likewise, the introduction of a policy of early discharge and 
rehabilitation of psychiatric patients may have implications for 
the health and welfare of other members of the community who 
are brought into contact with the patient outside hospital and 
who must be caught up in the evaluative net. 

Prevention is better than cure and rational and effective 


preventive measures require a knowledge of causation and the 
possibility of intervening in the causal chain at an early stage. 
Knowledge of aetiology in psychiatry is sketchy and incom- 
plete. Psychiatrists are accustomed to thinking in terms of 
multifactorial causes and this is reflected in their approach to 
treatment which often includes biological, psychological and 
social measures. Measures which are thought to have preven- 
tive value in the field of psychiatry cover an enormous range, 
including care of the nutritional state of the mother during 
pregnancy on the one hand, to attempts to bring about changes 
in prevailing attitudes among the members of the general 
population on the other. The scientific assessment of the 
effectiveness of any such measures, however, must rest upon 
the application of epidemiological principles and methods to 
the problem. The introduction of any new measure, or 
measures, directed to the prevention of mental disorders into a 
population, must be studied in terms of the effect upon the 
pattern of prevalence and incidence of these disorders over a 
period of time. 

The epidemiological method has begun to take its place 
alongside the more familiar clinical approach and the experi- 
mental framework as an important avenue along which may be 
pursued matters of aetiology; natural history of mental dis- 
orders; prevalence and incidence of disease and the efficacy of 
health care programmes and treatment regimes in psychiatry, It 
is a necessary element in the education of a psychiatrist and its 
language is likely to become increasi ngly familiar in the years to 
come. 
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Eugenics 


ELIOT SLATER 


‘Eugenics is the science which deals with all influences that improve 

the inborn qualities of a race; also with those that develop them to the 
utmost advantage.’ 
This statement made in 1904 by Sir Francis Galton, one of the 
founders of human genetics, represents the attitude of a 
scientist, more interested in finding out than in the application 
of his discoveries. In honour of Galton a Chair of Eugenics was 
established by the University of London at University College, 
with a strictly scientific orientation. Eugenical societies, 
founded in the USA and in Britain, with mainly social aims, 
have tended in recent years to become increasingly scientific 
and research orientated, and have renamed their journals as 
Social Biology, and the Journal of Biosocial Science. 

Nevertheless, for a long part of its history, ‘eugenics’ isa word 
that has denoted a social programme, the improvement of 
mankind as a genetic stock. Eugenic laws, such as those that 
permit or enforce the sterilization of the mentally subnormal, 
have at some time been applied in a number of countries. 
Rigorous enforcement in Nazi Germany casta slur on the whole 
concept of eugenics, which came to be regarded as incompati- 
ble with any humane or liberal attitude. The attack on eugenics 
as a social programme has been based on two main arguments: 
first, that ‘advantage’, as used in Galton’s statement quoted 
above, is itself undefinable; second, that the contribution from 
the genetical make-up of an individual to his psychological and 
psychosocial attributes is negligible in comparison with the 
contribution of the environment. Furthermore, any interference 
with people's breeding habits has been looked on as a form of 
tyranny. From the scientific aspect, human geneticists have 
seen but little biological advantage to be drawn from 
eugenic social programmes, so that they have become increas- 
ingly unwilling to defend them. 

Eugenics is thought of as operating in either of two directions, 
positive and negative. The sterilization laws of some States of 
the USA and of some European countries, were conceived as 
valuable contributions to negative eugenics, i.e. as measures 
which might help to reduce the incidence of illness and 
abnormality. The Utopian idea of improving the human stock 
has now largely lost its appeal; and investigations have shown 
that deviant individuals, the mentally subnormal, those subject 
to psychotic illness, etc. have reduced biological ‘fitness’, i.e. 
do not reproduce themselves (even in modern protective 


societies) proportionately with normal individuals. Natural 
selection, in fact, is still going on, which relieves us from the fear 
that the world will ever be overrun by excessive numbers of, 
say, schizophrenics or Huntington choreics. All wild species are 
able to carry a heavy ‘genetic load’ of lethal and sublethal genes 
without losing their racial vigour. 

If we want to get rid of phenylketonuria and Huntington's 
chorea, as surely our race will wish to do one day, this will not 
be for eugenic reasons, but to prevent human suffering. When 
the clinician suggests toa woman who has had a schizophrenic 
illness that, perhaps, it would be better not to have children, 
such advice will be given primarily for her own sake (because 
childbearing may be thought to carry with ita risk of relapse, or 
because rearing a family is particularly stressful for a woman of 
impaired stability); or, perhaps, for the sake of those who would 
be her children, since any child born into this world would seem 
to have a natural right to affectionate and stable family life. 
No-one now would be worried by the fear of spreading around 
the hypothetical schizophrenogenic gene or genes, though 
schizophrenics who are contemplating parentage should be 
informed of the enhanced risk of schizophrenia for any child 
they might have, in comparison with the general population. 

Another eugenic measure on the negative or preventive side, 
which has been suggested (by the late J. B. S. Haldane among 
others), would be a law against the marriage of first cousins. 
Rare conditions caused by the double dose of a recessive gene 
in a homozygote are much commoner in the children of 
blood-related pairs than in the general population. If one has a 
rare recessive gene, one is much more likely to mate with 
another heterozygote by marrying a cousin than by a marriage 
at random. These conditions include a number of inborn errors 
of metabolism, such as phenylketonuria. If first cousins were 
universally forbidden to marry one another, there would be an 
immediate (but once for all) drop in the incidence rate of such 
conditions to a new low. However, it seems that people would 
rather enjoy a more unrestricted freedom of marriage than carry 
social hygiene to this length. Although first cousins marrying 
one another do face a slightly greater risk of having a baby with 
one of these conditions, the total risk is not unacceptably large. 
One should, however, consider forgoing such a marriage when 
both the partners have in their families sufferers from the same 
inborn defect. 
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Positive eugenics, aiming to improve the human stock in 
respect of such qualities as health, vigour, intelligence, etc.. has 
come to be regarded as even more Utopian. The only racial 
quality which geneticists are quite sure is advantageous is 
heterogeneity in genetic make-up manifesting itself as variabil- 
ity in the phenotype. If one attempts to breed a stock in any 
particular direction (e.g. conceivably mankind, towards greater 
educability, or intelligence), then this will be at a cost in 
variability, and moreover at the cost of reducing variability in 
respect of a large number of unknown or unrecognized 
genetically determined traits, as well as in the target feature. 

It sounds a noble ideal to purge mankind of its excessive 


stupidity, to multiply the incidence of men of genius, to improve 
the general advantage of mankind in the spread and strength of 
mental abilities. Perhaps, if we had societies in which talents 
were used to serve the community instead of the material 
interests of the individual himself, this ideal would be so 
attractive that we would start to think of ways in which certain 
breeding habits might be gently encouraged, and other as gently 
discouraged. Unfortunately, as things are, the exercise of 
mental abilities seems to lead, not to any cultural plus, but only 
to an advance in material prosperity. And prosperity now is 
under fire from the conservationists, whose first thought is for 
the total world environment. 


Existential Psychology 


ADRIAN VAN KAAM 


The appreciation of existential psychology has gone through 
three phases. First, it was considered irrelevant, then it was 
exalted as the one approach that would make all others 
superfluous; at present it is coming into its rightful place: a form 
of metapsychology that offers a limited but fundamental 
contribution to the overall field of psychology, psychiatry and 
other social sciences. 

We may find it difficult to fit the existential approach into our 
conventional understanding of the psychological sciences 
because it does not fit the categories we are accustomed to. Its 
concepts are less operational than the categories we deal with 
either in the traditional experimental psychologies or in 
psychoanalytic and psychotherapeutic psychologies. In both 
traditions we tend to categorize in terms of experiments to be 
done, symptoms or syndromes to be diagnosed, techniques to 
be applied. Although existential psychology can make mean- 
ingful contributions to these areas, it is not essentially a new 
experimental or diagnostic device or a new therapeutic 
technique. Itis a metapsychology that can help us to gain insight 
into structures of experience and behaviour so fundamental 
that they are not directly open to techniques. Such insight may 
enable us to integrate the partial findings of different schools of 
psychology and psychotherapy; it may deepen our understand- 
ing of the clients we deal with and influence our attitudes 
towards ourselves and others. 

What the human sciences have been missing is a consistent 
underlying structure of thought about man: a theoretical 
structure rooted in man’s fundamental self-experience that 
could give unity to the outcomes of the research and observa- 
tions of scientific. practitioners who concern themselves with 
the experience and behaviour of people. The existential 
approach in psychology is one attempt to work out such an 
underlying structure. 

Evidently, the existential approach in the human sciences is 
related to an analogous approach in philosophy. There is, 
however, a difference between existential philosophy and 
existential psychology. 

Existential philosophers have developed concepts that rep- 
resent fundamental aspects of man’s self experience in his life 
situations. A psychologist interested in the development of a 
framework for the fundamental psychological understanding of 
man finds it therefore practical to borrow such already existing 


philosophical concepts and to make use of them as quasi- 
hypothetical constructs within his own framework. Obviously, 
these constructs assume a different meaning in a fundamental 
psychology of man than they have assumed as concepts in the 
context of philosophy. 


Integral experience 


The existential approach is based on the insight that man’s 
fundamental way of knowing is not sensation or reasoning but 
his integral experience. Our knowledge is not simply and 
exclusively or even primarily a result of sensation or reasoning. 
It is due to our continual pre-reflective interaction as whole 
bodily persons with the situation in which we find ourselves. 
The world in which we live and which we experience in our life 
situation is nota fixed world. Our world of experience is created 
by us in accordance with the basic characteristics of what offers 
itself to our bodily human presence. What we consider 
commonsense facts are really aspects of cultural views we have 
developed about reality under the influence of our culture, Our 
experience is formative; it shapes our view of man and world in 
our culture. We learned these meanings when we were taught 
as children to identify aspects of reality and to name them. This 
explains why people of different cultures experience reality in 
different ways. 

Thus our ordinary language and the commonsense that 
underlies it are not necessarily giving us a reliable understand- 
ing of the distinctively human characteristics of man. Any 
scientific language or ordinary language is necessarily limited 
by the conceptual system that it embodies and represents. This 
does not mean that ordinary and scientific language do not give 
us worthwhile information about reality. It means that this 
information is limited and can lead to short-sightedness and 
distortion when we make it absolute. Existential psychology 


“stresses that every piece of psychological information, every 


scientific theoretical statement about man is shaped by man 
himself as a result of some specialized involvement with the 
human reality. There is not simply one real, factual psychology 
which must be singled out from other supposedly less real or 
less factual psychologies. The world of behaviouristic psycho- 
logy, for example, is a world in which behaviour has a special 
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kind of meaning. It is a world of psychological meaning 
construed by certain psychological abstractions such as 
stimulus-response, reinforcement and conditioning in conjunc- 
tion with a world of experiments devised in the light of these 
abstractions. To suppose, however, that a system of 
behaviouristic psychology, for example, is a world in which 
behaviour has a special kind of meaning. It is a world of 
psychological meaning construed by certain psychological 
abstractions such as stimulus—response, reinforcement and 
conditioning in conjunction with a world of experiments 
devised in the light of these abstractions. To suppose, however, 
that a system of behaviouristic meaning contains the exclusive 
final and total meaning of human behaviour is to make absolute 
one perception of behaviour and one framework of psychologi- 
cal meaning over against other frameworks of meaning. 
Existential psychology respects all valid frameworks of 
psychology; it tries to provide an underlying structure of 
concepts in which a psychologist or psychiatrist can root and 
locate his own frame of reference as well as those of others. 
The only way to discover the most essential and distinctive 
characteristics of the psychology of man is to focus on the 
primary datum of human experience itself. Human experience 
is not merely a subjective or merely an objective datum. It 
partakes of both. For primary experience is a process of 
interaction between man and his environment. Human experi- 
ence means a man’s communion, dialogue or interaction with 
people, events and things within a certain situation. This 
interaction makes the world in some way meaningful for him. 
We can study this primary integral experience by making that 
experience phenomenologically explicit (explicitation). 


Phenomenological approach in psychology 


The phenomenological approach in existential psychology can 
be understood as a methodical concentration upon psychologi- 
cal experiences as they are given, Its methodological rigour can 
be assured by a systematic holding in suspense of our 
commonsense notions and our scientific constructs and by a 
rigorous intersubjective validation of the results of the 
phenomenological elucidation of the experience concerned. 
Phenomenology in psychology thus seeks to disclose and 
elucidate the phenomena of experimental behaviour as they 
manifest themselves in their perceived immediacy. At this 
pre-experimental and pre-theoretical level, the scientist sus- 
pends temporarily his theoretical constructs, methods, and 
theories. In this phase of his research his immediate task is to 
make explicit, describe, and interpret the originally given 
behaviour. The function of this fundamental phase of scientific 
exploration is to provide a conceptual clarification of behaviour 
by making explicit its constitutive structures. 


Phenomenological psychology as attitude 


We can distinguish phenomenological psychology as a funda- 
mental attitude and as a method which emerges from this 
attitude. The attitude of phenomenological psychology is most 
relevant for praxis, the method for research. Attitude and 
method are interrelated. Let us first circumscribe and discuss the 
phenomenological attitude in psychology and then consider 
phenomenological psychology as method. 
Phenomenological psychology as attitude is fundamentally 
the attitude of a psychologist or psychiatrist who seeks first to 
understand human behaviour as it manifests itself with the least 


possible imposition of psychological theories or methods, 
cultural and personal views and language habits. 

Phenomenological psychology is primarily an attitude which 
the psychologist assumes toward human behaviour. Many 
practising psychologists such as diagnosticians, psychiatrists, 
psychotherapists, industrial and educational psychologists 
develop a phenomenological attitude in the encounter with 
their clients. 

This attitude aims at a knowledge of human behaviour that is 
different from naive every-day knowledge and from scientific 
theoretical knowledge. Naive descriptions of behaviour and 
experience are probably distorted by cultural and personal 
customs of perceiving behaviour and experience. The 
phenomenological practitioner is cautious, however, not to 
substitute immediately for this naive perception of daily life a 
scientific perception of behaviour. Otherwise he may 
immediately ‘see’ repressions, reinforcements, inferiority feel- 
ings, Oedipus complexes, that are not really there. Thus a 
training in the phenomenological attitude tries to neutralize a 
misunderstanding of behaviour that can result from two 
sources. One source is the naive everyday perception of 
behaviour guided by our cultural, social and personal pre- 
judices; the other source of possible distortion is the immediate 
perception of this behaviour by means of established scientific 
theories. 

Only afterwards will the phenomenological psychologist 
consider how scientific theory can elucidate experimental 
behaviour without distorting it; or how theory should be 
corrected, expanded, or renewed in order to keep it in tune with 
behaviour as it is given in reality. Both processes, the 
phenomenological and the theoretical, are necessary. The 
phenomenological knowledge of behaviour is thus insufficient. 
The practitioner must also draw on the rich fund of insight of the 
theories of psychology and psychiatry. He should select wisely 
from among these validated theories. But the selective activity 
should be guided by real behaviour as it reveals itself to his 
perception as elucidated by his phenomenological explicita- 
tion. The phenomenological approach will increase the proba- 
bility that he may select a helpful theoretical explanation and 
adapt it flexibly and realistically to the situation concerned. 


Phenomenology and introspection 


This openness for the structure and meaning of human 
behaviour and experience should not be confused with the 
characteristic concerns of introspective psychology. Introspec- 
tive psychology in its classical appearance displayed three 
characteristics: (1) it limited itself to reflexive conscious 
experiences of man; (2) it preferred the phenomena of 
sensation, perception and categorical thought to those of 
emotion; (3) and this is crucial, it turned exclusively to the 
experiencing subject as detached from his bodily-behaving- 
in-a-meaningful-situation. 

The phenomenological psychologist does exactly the oppo- 
site of the introspectionist. He sees behaviour as a ‘field’. This 
‘field’ does not reveal itself initially in reflective consciousness, 
but in pre-reflexive, pre-conceptual ‘lived’ behavioural struc- 
tures. His interest centres more in the behaviour—including 
language and dream behaviour—of a person than in the mere 
intellectual content of his words. Man is present in his 
behaviour not only as a rationalizing subject, but also as a 
living, feeling, suffering, loving, hoping, repressing, hating 
person who always behaves in a situation filled with meanings 
some of which he selects as meanings for him mainly in a 
pre-reflexive way. 


Phenomenological psychology as method 


Psychological phenomenology comprises not only an attitude 
and approach but also the scientific method which emerges 
from them. 

Psychological phenomenology as method is a constituent of 
the scientific psychological attitude; it emerges from the 
phenomenological attitude; it is a method which translates the 
means and ends implicit in the phenomenological attitudes into 
well-defined procedures and objectives within concretely 
delineated projects of research; it develops checks and controls 
which ensure the validity and reliability of the phenomenologi- 
cal procedures used within such projects; its purpose is the 
controlled explicitation of behaviour in order to prevent or 
correct subjectivistic distortions in the science of psychology. 

Phenomenology is concerned with behaviour in its given 
concreteness. Consequently, in the hierarchy of attitudes and 
methods, the phenomenological is fundamental, for it is 
concerned with that which other constituents of the scientific 
approach presuppose and have as their basis. On the other 
hand, phenomenology can never replace other scientific 
methods which embody the other necessary constituents of the 
scientific psychological approach, such as experimental and 
statistical research. 

The basic steps and aims of the phenomenological procedure 
are implicitly present in the phenomenological attitude and 
approach from which every particular phenomenological 
modus operandi originates. The systematized method makes 
these implicit means and ends explicit, concrete, and practical 
by adapting them to a specific object of research. 

Explicitation is the operation of making explicit that which is 
implicit in behaviour as it manifests itself to the psychologist. 
The phenomenological operation differs from both explication 
and explanation, Explication means a detailed description of 
behaviour, Explanation means an interpretation of behaviour, 
usually with recourse to theories, facts, and observations other 
than the given behaviour itself. Explicitation, on the contrary, 
connotes an operation of the phenomenologist by which he 
makes explicit what is already implicitly present in behaviour 
itself. Such explicitation aims at the discovery of the fundamen- 
tal psychological structure of a phenomenon of behaviour; it 
attempts to make explicit precisely what a specific behaviour is 
and means, and consequently what distinguishes it from every 
other phenomenon of behaviour. An authentic phenomeno- 
logical explicitation always starts from behaviour itself and 
not from any theory about behaviour. 

The first endeavour of the psychologist is to change naive 
perception implicitly or explicitly into a more detailed concep- 
tual knowledge. Psychologists often differ from one another in 
their conclusions because they formulate their original percep- 
tion without first involving themselves in a scientific explicita- 
tion of what they have perceived. This neglect of scientific 
rigour in the decisive first phase of research—the phase of 
explicitation—frequently stands in appalling contrast to subse- 
quent scientific investigations by means of statistical, experi- 
mental, and empirical procedures. In the latter, psychologists 
often use faultless scientific methods which nevertheless cannot 
correct the inexact or erroneous notions sometimes found atthe 
basis of their investigations. Differences in explicitation lead to 
fundamental dissensions among psychologists which cannot be 
bridged by subsequent scientific endeavours so long as they do 
not return to the first and decisive operation in their science, the 
explicitation of the behaviour concerned. 

Scientific methods differ in accordance with the nature of the 
subjects they have to be applied to. The essential demands of all 
scientific methods, however, could be reduced to two indis- 
pensable requirements: a certain methodical rigour and the 
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assurance of some form of intersubjectivity that makes the 
development of interpersonal checks and controls possible. 

In the case of phenomenological explicitation we may 
distinguish between intersubjective and experimental valida- 
tion. 


Intersubjective validation of the explicitation 


Intersubjective validation can be performed in a variety of ways. 
First of all, the psychologist himself can describe his spon- 
taneous perceptions of an identical phenomenon in different 
situations, and then carry out a phenomenological explicitation 
of each one of these perceptions. He can subsequently compare 
the results of his various explicitations in order to determine 
whether they essentially agree or disagree with one another. In 
the case of an essential discrepancy among his explicitations of 
the same phenomenon, he must repeat the explicitation in order 
to discover the necessary and sufficient constituents of the 
phenomenon concerned. 

Another method of intersubjective validation is to obtain 
naive descriptions of spontaneous perceptions of the phenome- 
non from samples of untrained subjects. The phenomenological 
explicitation begins with these naive perceptions. Explicitation 
of the fundamental structures which appear in the descriptions, 
systematically compared with one another, may uncover the 
underlying constants. Untrained subjects usually produce a 
great number and variety of situations in which they engage in 
the behaviour under study. The variety of situations enables us 
to distinguish that which is constant from that which varies in 
the different situations. In this manner we may discover the 
foundational structure which appears in all behaviour of the 
same kind. An added advantage is the fact that other scientists 
may control our procedure and repeat it, because the naive 
descriptions of the original subjects can be made available to 
them. In all these instances only the naive descriptions—and 
not the subsequent phenomenological analyses—are provided 
by subjects other than the phenomenological scientist who 
performs the validation. A number of phenomenological 
scientists may independently describe their spontaneous per- 
ception of the phenomenon. After this procedure, they may 
make critical comparisons of their descriptions and explicita- 
tions. 

Another possible method is to collect naive descriptions of 
the phenomenon under varying conditions from random 
samples of unsophisticated subjects. After various 
phenomenologists explicate these reports independently, they 
may make critical comparisons. 


Experimental validation of the explicitation 


The phenomenological explicitation may also be validated 
indirectly by means of scientific experiments. Such validation is 
called indirect because it does not directly verify the 
phenomenological description itself; rather, it tests certain 
hypotheses which can be deduced from the description. These 
hypotheses show a typical ‘if ... then’ relationship: if this 
phenomenological description is true, then this or that must 
happen when this scientific experimental situation is set up. 
Thus the results of the subsequent experiment can affirm or deny 
the precision of the phenomenological explicitation. In the case 
of non-affirmation, the experiment will result in a new attempt 
at phenomenological explicitation. Phenomenology maintains, 
for example, that man on the proper level of his existence is 
always in some kind of dialogue with reality. From this 
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phenomenological statement, we may deduce the testable 


hypothesis that if we expose man experimentally to conditions 
of sensory deprivation, then he will maintain some kind of 
dialogue with reality by means of imagination, emotionality, or 
even dreamlike, illusory, or hallucinatory activities. 

Ideally, the psychological phenomenologist should make use 


of as many validating procedures as possible. 


Existential psychology as fundamental 
comprehensive theory 


Existential psychology does not stop at the phenomenological 
explicitation of various structures of man’s experimental 
behaviour. It is not satisfied to be a collection of such 
explicitations. It wants to offer a coherent and consistent 
dynamic theory of human behaviour on basis of these explicita- 
tions. Existential psychologists try to develop an existential 
theory fundamental enough to do justice to the validated 
theories and researches in the social sciences. As we have 
already indicated, this development of an existential meta- 


psychology implies the development of a theoretical apparatus 
whose concepts are rooted ina phenomenological explicitation 
of the most fundamental structures of human experience and 
behaviour. 
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Family Psychiatry 


JOHN G. HOWELLS 


Definition 


Family Psychiatry is a new theoretical and practical system for 
the clinical practice of psychiatry, whereby the family group 
replaces the individual as the functional unit. Thus, individual 
psychiatry taking the adult as the functional unit (adult 
psychiatry), the child as the functional unit (child psychiatry), or 
the adolescent as the functional unit (adolescent psychiatry), is 
made obsolete by this new system. 

Family psychiatry in its clinical application is an approach 
which takes the family as the unit for the organization of 
practice. Taking the family as the unit, applies to the referral 
plan, to the explanation of symptomatology, to the procedures 
of investigation, to the recording of data, and to the processes of 
therapy. The family is the focus of endeavour of data and to the 
processes of therapy. The family is the focus of endeavour 
throughout; the aim of therapy is to produce a harmonious, 
healthy, well-adjusted family. 

Interest in the family and its psychiatry does not always 
coincide with the system of family psychiatry—the two should 
not be confused. For instance, in the movement to understand 
the individual in terms of his family dynamics, the emphasis is 
on the individual. But in family psychiatry the emphasis is on the 
family group as a single unit, the individual is only one of its 
many elements. Again much has been written about the 
technique whereby an individual may be treated within his 
family group, i.e. family group therapy, but in family psychiatry 
the family group itself is the object of therapy and this technique 
is only one of a number of techniques of a larger system of family 
therapy. Interest has also concentrated on the possible associa- 
tion of schizophrenia with family dynamics. But in family 
psychiatry schizophrenia is one part only of the whole spectrum 
of clinical disorders which are considered on the principle that 
the family should be the unit of study. 

Family psychiatry is a revolt from the present tendency to 
overconcentrate on individual intrapsychic events alone. It 
restores balance by giving significance to events outside the 
individual: the most cogent are within the family, and others lie 
in society; thus account is taken of the individual intrapsychic, 
family and social events. 

Family psychiatry does not overlook intrapsychic events and 
individual procedures; it embraces both. The individual is an 


element in the family and all aspects of his structure and 
functioning must be encompassed. He gains new significance 
when seen against the background of family and society. 
Individual procedures of referral, investigation and treatment 
are elements in the system of family psychiatry, but, again, given 
new significance when related to the whole. 

Family psychiatry does not impose a rigid conformity in 
interpreting phenomena, e.g. the Freudian or Jungian system can 
be retained by its adherents, But, by revealing a larger canvas it 
exposes traditional views to a new scrutiny. Re-evaluation may 
lead to new philosophies which can be embraced in family 
psychiatry. Nor does it limit psychiatric practice to one clinical 
syndrome. All are embraced: delinquency, psychopathy, 
psychosomatic disease, neurosis, psychosis, and mental retar- 
dation. The core of the system, the essential principle, is that the 
family is always the functional unit. Thus any existing psy- 
chiatric service, whatever its case material, system, facili- 
ties, location or philosophy, is capable of adaptation to and 
gaining from family psychiatry. 

Like the ‘individual psychiatrist’, the family psychiatrist is 
dependent upon the findings of the basic scientists, but in 
addition he must absorb the relevant work of sociologists, social 
workers, developmental, experimental, industrial, cultural and 
social psychologists, cultural and social anthropologists, eth- 
nographers, and historians. 


Advantages 


Family psychiatry pays attention notonly toi ntrapsychic events, 
but also brings into prominence extrapsychic events in the 
family and social environment of the individual. Individual, 
family and social psychiatry are indivisible. The door is opened 
to new outlooks, procedures of investigation and methods of 
treatment. 

An outstanding advantage of family psychiatry is the 
economy of the procedure. The information so carefully 
garnered to help one member of the family is precisely the 
information required, with small additions, to assist all the 
members of the family. Often the same measures of treatment 
will help the whole family group. 

Again, within families there are ‘see-saw’ movements; as one 
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member of the family improves so another deteriorates. It is 
possible to treat one member of the family to the disadvantage 
of the remainder. What profit to a family if one member 
improves while the others become liabilities? Such happenings 
will not be apparent unless attention is paid to the whole family. 

Furthermore, when the co-operation of the whole family is 
obtained, there are no impediments introduced by absent 
members who often feel criticized by implication. 

Lastly, a new area for research has emerged. It becomes 
apparent, for instance, that the infantis born and nourished ina 
group situation; much more attention is given therefore to the 
evaluation of the group forces bearing on the infant throughout 
his formative years. Light is thrown too on those members of the 
family who are often neglected e.g. father, siblings, etc. The 
family is a subunit of the community, and increasing attention is 
given in research to the family’s involvement with the commun- 
ity, culture and society. Other areas thrown into relief include 
the reason behind the referral of a particular individual patient; 
the family’s contribution in the aetiology of clinical conditions; 
the generation to generation spread of family psychopathology 
pointing to the familial rather than the hereditary transfer of 
neurosis; anomalies of family functioning which throw up new 
areas for investigation (e.g. one healthy member in an otherwise 
unhealthy family). 


Clinical application 


The referral service allows for the acceptance of patients of any 
age group and of any clinical category. The presenting patient 
may be the least ill. Behind him are equally or more disturbed 
Eto family members. Family psychiatry does not neglect 
them. 

Symptomatology in an individual, a part of the family, or the 
whole family, is not explained in terms of obscure theoretical 
formulations, but as an inevitable consequence of the life 
experience of the whole family group. Clarity can replace 
concepts that hitherto. by their unreality have confused clinical 
practice. 

In the procedures ofinvestigation much more attention is paid 
to the stresses bearing on the individual than in traditional 
procedures. These invariably arise within the intimates of the 
presenting patient—often within the family. Thus all possible 
foci of stress are brought into the investigation. It is soon 
apparent that it is not a matter of individual psychopathology, 
but a situational psychopathology involving the whole family. 
This new investigatory approach has been an impetus to the 
development of new facilities for investigation, new 
psychometric techinques, and the useful family group diag- 
nosis. 


Family therapy 


Whenever possible, the whole family must be involved in the 
treatment process. This does not mean the employment of 
family group therapy alone, but applies to all the therapies 
appropriate to the task at that time. Treatment may have to 
proceed with an individual, or with only a part of the family; this 
may be so because of inability to involve the whole family, or 
because of the dictates of the treatment situation at that 
moment. But if only a part of a family is under treatment, the rest 
of the family is not overlooked, and the aim does not change; to 
adjust the whole family is still the target. 

Within family psychiatry, the term ‘family therapy’, treatment 
A te family, embraces any procedure employed to adjust the 
amily. 


Three main procedures are available in family therapy. 

(1) Family psychotherapy by various techniques, which 
seeks a direct change in the individual, the dyad or the family 
group psyche. 

(2) Vector therapy, which seeks to produce a more harmoni- 
ous pattern of emotional forces within the life space of the 
family. 

(3) Promoting a salutiferous community, which creates the 
optimum emotional environment for the family. 

Sometimes there is an emphasis on one, rather than another, 
but all forms of therapy can exist together; in the ideal case all 
three forms are in use. The treatment programme must at all 
times be flexible to meet the ever-changing demands of the 
family situation. This applies to the choice of individual, dyadic 
or family group approach in psychotherapy, or whether 
psychotherapy or vector therapy should be the approach to be 
employed at that moment. 


Psychotherapy 


Family psychotherapy means treatment of the psyche of the 
family. Family psychotherapy can be practised with an indi- 
vidual (individual therapy) a dyad (dyadic therapy or joint 
therapy), as a whole family (family group therapy or conjoint 
family therapy), a number of families treated together (multiple 
family therapy), and a non-family group (group therapy). 
Multiple Impact Psychotherapy describes an intensive 
approach developed by the Galveston group of workers in the 
USA. 

In view of the attention given to the new technique of family 
group therapy, it should be emphasized that it is only one of the 
procedures of psychotherapy, which again is only one section 
of family therapy; its exclusive use leads to gross limitation of 
family therapy. 

Experience shows that the utmost degree of flexibility is 
required in selecting a therapeutic procedure. Sometimes one 
may start off with family group therapy, later fragment the family 
into dyadic therapy, or individual therapy, then bring the family 
together again. In another instance, one may start off with 
individual therapy and end up with family group therapy. 
Family therapy is still being undertaken in individual therapy as 
long as the target is the family psychopathology and the aim to 
produce a healthy family. 


Vector therapy 


A vector denotes a quantity which has direction. Force, 
including emotional force, is a quantity with direction and 
therefore can be represented by a vector. Furthermore, as 
direction is a property of a vector and direction implies 
movement, it results in a dynamic situation. 

Vector therapy effects a change of the emotional forces within 
the life space to bring improvement to the family within the life 
space. 

The forces in the life space can be thought of in terms of fields 
of force. Within these fields there are potent forces, continually 
bearing, for good or ill, on families. These forces if positive, 
harmonious and constructive promote well-being, but have to 
be counterbalanced, or removed should they be negative, 
disharmonious and destructive. These fields of force are (a) 
within the individual, (b) outside the individual and within the 
family, (©) outside the individual and the family and within 
society. 

Vector therapy can involve: 


(1) A change in the magnitude of the emotional force, e.g. 
father’s aggression may be diminished. 

(2) A change in the direction of the emotional force with no 
change in its magnitude, e.g. father abuses mother instead of 
child. 

(3) A change in the length of time during which the 
emotional force operates, e.g. father works away from home, 
spends less time at home and his aggression has less duration. 

(4) A change in the quality of the emotional force when one 
force replaces another, e.g. father treats his son with kindness 
instead of with aggression, 


A salutiferous society 


The third approach to family therapy calls for consideration of 
the present author's concept of a salutiferous, health promoting, 
society. In the long term this is the most effective help in the 
service of society, the family and the individual. 

The present author sees society as a vast field of forces in 
which elements are loosely defined: culture, community, 
neighbourhood, family, individual; these elements are indivisi- 
ble and essentially each element has equal significance. The 
emotional forces within the life-space produce degrees of 
well-being or harm and they can be repatterned to promote 
either, Understanding of this potential for change in either 
direction allows the conscious selection of repatterning of 
emotional forces towards bringing well-being to society and to 
the elements within it. Thus a reshaping over the generations of 
the emotional stratum of society has great opportunities for 
society’s emotional self-improvement. This is the ultimate goal 
of vector psychiatry of which family psychiatry is a part. 

How repatterning could succeed in the field of emotional 
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health is thrown into relief by comparison with an analogous 
field, that of physical health, A vast study of society over many 
generations has identified items that promote physical health, 
eg. uncontaminated milk, well-fitting shoes, clean air, a 
balanced diet, pure water, etc., and items that are antagonistic 
to it. Those items promoting health are retained, those 
antagonistic to it are changed. Thus a repatterning takes place. 

Similarly, a close study of the emotional stratum of society 
will reveal multitudinous items that can promote emotional 
health, e.g. non-guilt producing morality, less coercion, less 
destructive competitiveness, measures inducing group accep- 
tance of individuals, avoidance of isolation, secure family life, 
wanted children, etc. Items antagonistic to emotional health 
should be changed; those conducive to emotional health 
should be retained. Here again a repatterning can take place. 

Thus a vast study of society is required, embracing every 
aspect of its functioning: organizations, institutions, roles, 
standards and aims. Every one of its multitudinous facets should 
be examined to assess its value in promoting emotional health. 
Over the generations increasing self improvement will resultin 
a salutiferous society that supplies optimum conditions for 
emotional health in itself and its elements—culture, communi- 
ty, neighbourhood, family and individual. 
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Fatigue 


P. H. VENABLES 


Although a generally recognized concept, fatigue can only be 
defined loosely. The common usage of the term is well 
understood but when examined closely it is apparent that it 
covers a variety of concepts and the boundary between it and 
neighbouring ideas, such as stress and decline in vigilance, is 
diffuse. A strict definition used by such writers as Bartlett (1943; 
1953) would be deterioration in an activity as a direct result of 
being engaged in it. This definition, however, leaves out the 
possibility of fall in performance on a task resulting from 
long-term engagement in some other activity before the task is 
commenced. Welford (1965) attempts to provide a working 
definition by suggesting that the term should be used to cover 
‘those changes in performance that take place over a period of 
time during which some part of the “mechanism” involved in 
the performance whether sensory, central or muscular, 
becomes chronically overloaded’. 

This present-day operational definition in terms of decrement 
in performance stands in contrast to earlier ideas current at the 
turn of the century when work on fatigue was thought of as 
falling separately into the province of the physiologist who 
studied muscular fatigue as a function of long-term physical 
work, and that of the psychologist who was more concerned 
with the feelings of exhaustion which accompanied the 
muscular fatigue. It is clear now that such a distinction is 
untenable, although for purposes of exposition it is useful to 
examine the phenomenon of neuromuscular fatigue and mental 
fatigue separately. 


Neuromuscular fatigue 


The classic studies of neuromuscular fatigue employed a device 
known as the ergograph. In this, typically, the hand and arm are 
fixed so that only one finger is free to move. This finger is used to 
perform work in lifting a weight at a fixed rate signalled by a 
metronome. If the weight loading is small and the rate of work is 
slow the subject can continue responding over a considerable 
period. If, however, the loading is heavy and the rate high then 
performance will fall off and eventually the subject will be 
unable to move his finger. 

Welford’s (1965) use of the term ‘overload’ is clearly of value 
here, overload is either in terms of the weight lifted, or the rate at 


which work is done, or the interaction between these variables. 
A useful mnemonic model, but one which should not be taken 
as necessarily illustrating some factual mechanism, is that of a 
limited capacity system which may be depleted by taking from it 
random amounts of energy in terms of different work loadings 
and at different rates. Thus the reserves in the system may be 
used up by heavy loading at slow rates or lighter loading at high 
rates. 

The strict idea of a fixed capacity system is, however, 
erroneous as the amount of overloading possible can be 
demonstrably varied by motivational factors. Thus performance 
on the ergograph can be extended by urging the subject to try 
harder. A clear example of this phenomenon is contained in a 
report of an experiment which required subjects to hang from a 
horizontal bar for as long as they were able. With instructions to 
hang on ‘as long as possible’ the mean time before letting go was 
less than a minute. With strong urging and persuasion the time 
was extended to more than one minute. However, with a 
promised incentive of $5, subjects were capable of hanging on 
to the bar for nearly two minutes. 

Lippold (1967) provides a useful short review of some of the 
physiological factors underlying these phenomena. The electri- 
cal activity recorded from muscle alters as fatigue develops. In 
the case of isometric contraction electrical activity increases as 
fatigue occurs, although the tension exerted by the muscle 
remains constant. More excitation thus seems to be required in 
order to maintain a given tension. Decline in neuromuscular 
performance can be shown to occur at several points. With 
heavy work lasting for short periods the main cause of fall-off 
appears to be a failure of the contractile mechanism. However, 
some evidence suggests that even after voluntary actvity has 
ceased, the muscle may be made to contract by direct electrical 
stimulation. In the presence of continuing efferent activity there 
is thus a suggestion of failure at the neuromuscular junction, In 
certain instances, however, it can be shown that failure to 
continue performance results from a cessation of central 
activity. The position is, however, complicated by the fact that 
central nervous reorganization may be involved in the mainte- 
nance of performance over time. Thus although electrical 
activity recorded from one muscle group may cease with 
continued activity the activity recorded from some other muscle 
groups taking over the function of the first, may increase with 
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time. This is a covert demonstration of the overt behaviour of 
standing first with the weight supported on one leg and then on 
the other to maintain an upright position, Changes in the nature 
of the electrical activity of neuromuscular systems with time 
underly the appearance of tremor which is often seen as a result 
of sustained activity. 


Skill fatigue 


Bartlett (1943, 1953) has suggested that it is useful to distinguish 
between fatigue resulting from hard physical work, and work 
calling for little muscular activity but requiring persistent 
concentration and a high degree of skill. Decline in such 
non-physical work has been labelled ‘skill fatigue’, a perhaps 
more useful term than the alternative of ‘mental fatigue’. In 
considering work on skill fatigue, however, the overlap with other 
psychological concepts readily becomes apparent. The most 
evident of these are boredom and monotony where although 
there is decline of performance the case may be seen to be in 
chronic understimulation rather than chronic overload which has 
been suggested as being responsible for fatigue. It is in this area 
that the considerable amount of work on vigilance has 
developed, particularly -because of its military importance. 
Another area of study which also interacts with, and has 
theoretical relevance to, work on skill fatigue is that on sleep 
deprivation. The emphasis on chronic overload in the operational 
definition of fatigue by Welford (1965), introduced earlier, is 
important here as the overload may lie in the effort of keeping 
awake and maintaining general activities over an extended 
period rather than specifically being engaged on some ‘fatiguing 
task’. Thus some of the components of decline in performance 
seen under conditions of ‘skill fatigue’ may also be apparent in 
studies of vigilance or sleep deprivation, and in certain instances 
the theoretical underpinnings of the phenomena may be similar. 

Paralleling work on decline of neuromuscular performance, 
classical studies have been carried out on visual fatigue and are 
summarized by Bartley and Chute (1947). In these studies the 
involvement of motor activity is trivial and decline in perfor- 
mance may be partly attributed to peripheral, and partly to 
central factors. Studies for instance show that settings of a 
Vernier caliper gauge deteriorates with time and also the ability 
to visually resolve fine temporal intervals (critical flicker fusion) 
falls off with repeated testing. Although it is a common 
experience that continued visual performance results in feelings 
of ‘eye strain’ it is doubtful that decline in performance may be 
largely attributed to changes in eye muscle activity. Work 
during World War II on simulated flying in the ‘Cambridge 
cockpit’ summarized by Bartlett (1943, 1953) showed that in 
addition to what might be sensory fatigue there were changes in 
perceptual and attentional activity. Adequate performance in 
the cockpit demanded attention to the whole display of 
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instruments; it was found, however, that there was a dramatic 
fall In the amount of attention paid to instruments at the edge of 
the display as time in the cockpit increased. 

Another major effect of fatigue on skill is concerned with the 
timing of performance. In general data show that performance 
becomes slower with fatigue, but the importance lies in the 
manner in which the slowness comes out. One characteristic of 
extended skilled performance is an increase in the irregularity 
of timing. This irregularity shows itself as a lengthening of 
certain interresponse intervals. Every now and then a gap 
appears in an otherwise regular performance and the frequency 
of these gaps or ‘blocks’ increases when the task is continued for 
a long time. If the subject is allowed to pace the task at his own 
rate these blocks merely bring about an overall slowing of 
performance; if, however, the subject is in a situation in which 
the timing of signals to which he has to respond is not under his 
control, then performance may be much more seriously 
disrupted. Other work has shown that performances which 
involve central processing of information, where the task is 
complex and stages of transposition have to be thought out 
between stimulus and response, are more prone to slowing with 
fatigue than those which involve little central processing. There 
are also data which suggest that fatigue results in a deterioration 
of short-term memory. These factors taken together indicate that 
fatigue can readily result in disruption of skilled performance 
which necessitates the perception of all relevant signals and 
cues, the retention of these cues over parts of the performance 
and the smooth running off of sequences of responses. 

While the study of fatigue in a laboratory situation enables the 
isolation of certain aspects of performance to be clearly made, 
the development of fatigue-like states in working conditions 
may be more complex. Crawford (1961) for instance has shown 
that the stressfulness of road conditions brought about by the 
performance of other drivers may interact with purely temporal 
factors to bring about a deterioration in driving performance. In 
factory situations other interacting factors are those of every-day 
working conditions and such long-term factors as time since the 
last week-end or annual holiday. 
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Folklore in Relation to Psychiatry 


C. A. SEGUIN 


Folklore psychiatry has been defined (Seguin, 1969) as the study 
of the ideas, concepts, beliefs and practices concerning 
psychiatric conditions and their ways of treatment and cure, 
maintained in each culture by popular tradition. 

Itis necessary to distinguish folklore psychiatry from what has 
been called ethnopsychiatry; the latter deals with primitive 
people in their own environment, while folklore psychiatry 
concerns itself with the part of folklore maintained in any 
culture, even the most occidental one, in relation to psychiatric 
conditions. 

Folklore psychiatry must also be differentiated from the 
universal quack, the fake, charlatan and so forth. The distinction 
is not, however, clear cut. Folklore psychiatry, historically 
linked to the cultural traditions of each society, maintains very 
definite relations with the ways of the quack, because, even in 
the most westernized of them, he has, as in the developing 
countries, some connection with the folklore of his cultural 
region. 

It is possible to envisage a broad study of folklore psychiatry 
including: 

(1) History. 

(2) Folklore psychiatry from the anthropological point of 
view. 

(3) Sociology and folklore psychiatry. 

(4) Pathogenesis and ethnology from the point of view of 
folklore psychiatry. 


(5) Folklore psychiatry nosography. 

(6) Folklore psychiatry and medicine. 

(7) Folklore psychiatric therapy. 

(8) Plants and drugs used in folklore psychiatry. 

(9) Transcultural and comparative folklore psychiatry. 

Folklore psychiatry has been neglected in the field of modern 
psychiatry. This should not be, since it is in a way a synthesis of 
cultural anthropology and social psychiatry, both in the 
forefront of today’s psychiatry. It offers, on the other hand, the 
possibility of close collaboration with sociology, anthropology, 
psychology, etc. 

From the point of view of the practice of psychiatry, it may be 
necessary to include in psychiatry text books a special chapter 
on folklore psychiatry. That chapter will be instructive for the 
developed countries and an essential one for the developing 
areas where the young residents, well instructed in modern 
psychiatry, find themselves completely at a loss when they have 
to face the realities of their own country. 
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Food Habits 


JOHN YUDKIN 


What we eat is determined by three groups of factors: factors of 
availability, social factors, and psychophysiological factors. 


Factors of availability 


Availability may be geographical, seasonal or economic. 
Geographic availability used to be responsible for a very 
restricted range of foods in most countries; it has however been 
largely eliminated in affluent countries because of modern 
methods of food preservation and transport. The same is true of 
seasonal variation; in Britain scurvy used to occur quite often in 
the late spring and early summer before the new crops of fruits 
and vegetables became available. 

But the geographical and seasonal availability of foods is not 
enough to ensure their consumption; people must be able to 
afford them, and it is still the economic factor that most 
effectively constrains the food habits of most of the world’s 
population. 

More subtle effects on availability also exist. The lack of 
suitable fuel may restrict the range of foods that can be prepared 
for consumption. It is said that patterns of food consumption 
changed quite considerably in Britain a hundred or so years ago 
with the introduction of simple kitchen cookers. 


Social factors 


The most frequently quoted social factors are varyingly consi- 
dered under such headings as religion, culture, superstition, 
prejudice and taboo. These partly overlap, but to some extent 
the particular classification depends on the views, if not the 
prejudices, of the classifier. This may be illustrated by the 
quotation: ‘I have food preferences; you have food prejudices; 
he is a food crank’. 

The strength of these attitudes varies considerably. It seems to 
be least strong for fruits and vegetables and most strong for 
meats. The best known religious examples are the prohibition of 
pork for observant Jews and Moslems, and of beef for observant 
Hindus. An obvious cultural ‘prejudice’ is the Englishman's 
aversion from frogs’ legs and especially horse meat. Whilst 
people in Western countries would consider it reasonable to 


object to toasted spiders, they may be a perfectly acceptable 
food in another country. 

It is often supposed that these food habits can be changed by 
education and by advertising. In spite of the vast amounts of 
money spent on these activities, it is doubtful whether they 
produce much increase in total consumption of commodities; 
they appear to change only the relative consumption of one 
brand as against another. 


Psychophysiological factors 


Food allergies and sensitivities are surprisingly common, 
affecting perhaps as much as 5 per cent of the population. A 
person who becomes ill after eating shellfish or strawberries will 
avoid them as part of his diet in future. Again, people will, with 
varying diligence, follow diets that have been prescribed to 
them by their doctor for the treatment of an illness. If this isa 
chronic condition such as obesity, diabetes or peptic ulcer, 
there is likely to be a permanent change in eating habits. 

It is widely held that there is a drive that leads us to eat those 
foods that ensure nutritional adequacy. | have elsewhere 
explained why this is undoubtedly true so long as the only foods 
that are available are those that are ‘natural’ in the sense that 
they are eaten in the form in which they ordinarily occur 
without being manufactured by extracting and mixing all or part 
of them to make new foods, Obvious examples of such 
manufactured foods are bread and confectionery. 

By these processes of food manufacture, itis now possible for 
us to eat foods that are highly palatable but have little or no 
nutritional value. The most important example is sugar, which is 
added in different concentrations to so many foods that it now 
accounts for a greater proportion of the caloric intake in many 
affluent countries than does any other single food item. 

The opposite is also true; there are many foods that, like 
broiler chickens, are of high nutritional value, but because of 
the economics of rapid production are less palatable than those 
produced conventionally. It is widely believed that the low 
palatibility indicates low nutritional value. 

A second factor that is related to physiological needs is what | 
have called specific satiety. One can eat a particular food, or 
range of foods, until one is sated, and yet one can now eat some 
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quite different food with renewed satisfaction. An obvious 
example is that, having had quite enough of the beef and 
vegetables, one is nevertheless able to eat quite a good helping 
of dessert. 

This phenomenon is closely related to the fact that restriction 
in the variety of food will restrict the amount consumed, even if 
this is now less than true caloric requirements. Conversely, a 
wide range of highly palatable foods will lead to consumption 
beyond requirements. The latter situation occurs in the affluent 
countries, and is one of the major reasons for the high 
prevalence of obesity. 


It remains true that there is almost no subject that lends itself 
to armchair discussion and theorizing than does the subject of 
food habits. Especially, the literature contains many anecdotal 
accounts of feeding behaviour that are alleged to be based on 
nutritional need, but little evidence is adduced to support this 
assumption. For this reason, | have tried to show that there is a 
complex of factors that determine both the amounts and sorts of 
the foods that we eat. So far, this subject has only just begun to 
be studied properly, so that we can do little more than 
enumerate the factors concerned. We are far from being able to 
determine their relative importance. 


Gambling 


J. COHEN 


Gambling is essentially an exchange. The gambler exchanges 
something which he has for the chance of receiving something 
which is worth to him much more. Much turns on his 
understanding and interpretation of ‘chance’, irrespective of the 
language in which this idea is expressed. Whether he considers 
a chance to be large or small may depend on the nature of the 
eventto which it relates. In this respect, the gambler’s reaction is 
a caricature, as it were, of a normal reaction. Furthermore, two 
small and separate chances of, for example, 1 in 100 each, are 
not necessarily treated by him as equivalent to a single larger 
chance of 1 in 50. Indeed, he may prefer two comparatively tiny 
chances to one objectively much larger chance, because, 
regardless of their magnitude, they do at least offer two 
opportunities of winning. Hence, not only is there a blurring in 
his mind of the distinction between possibility and probability, 
but he may also be insensitive to differences between small and 
large ‘objective’ probabilities. 

The practice of gambling is, and apparently always has been, 
all but universal. It reaches back into prehistory, and appears to 
derive from divinatory rituals which, in the course of time, 
became secularized. The kinship between divination and 
gambling is indicated by the fact that playing cards are still used 
for fortune-telling as well as for games of chance. This dual use 
of gambling devices in many different cultures points to the 
same conclusion with respect to origins. 

There is a fundamental difference between the punter, 
whether casual or regular, and the compulsive gambler. The 
former stakes a comparatively small amount of money in his play, 
and he does not find it impossible to’stop either after winning or 
after losing. While he enjoys the thrill of play, he is above all 
anxious to win and to retain his winnings. Experiments suggest 
that, as a rule, he tends to increase his stakes more often after 
winning than after losing. Moreover, in roulette, for example, he 
is more inclined to expect the outcome to change from red to 
black (or vice versa) after losing than after winning. 

The compulsive gambler, by contrast, is eager to lose as well 
as to win, for as his losses mount he becomes increasingly 
convinced that he will win. Accordingly a loss induces him to 
increase his stakes. But no success, however large, satisfies him, 
because it remains small by comparison with the amount he 
could potentially win. So he continues to play until disaster 
inexorably overtakes him. 


For such a person, gambling is a form of divination by ordeal 
and oracle. ‘How much will the gods allow me to lose?’ and 
“How much will they allow me to win?’ He tests their favour to 
the limit, rather like a child testing parental affection: ‘How far 
will they let me go?’ ‘How much can I count on their love?’. 

The gambler must therefore play for ever greater stakes. He 
resembles the alcoholic who must drink ever larger quantities of 
alcohol to yield the same effect. The path of both is, ata certain 
stage, irreversible. It is perhaps no coincidence that the 
voluntary organization Gamblers Anonymous runs on lines 
closely parallel to that of Alcoholics Anonymous. 

The gambler also shares something with the attempted 
suicide, who stakes his life on short or long odds, and whose 
oracular ordeal is an attempt to coerce or blackmail the gods to 
answer his question: ‘Do you want me to live or die?’. 

Psychoanalysts, starting with Freud, have attempted to trace 
compulsive gambling to infantile sexual experience, more 
particularly, to the so-called Oedipus complex. Winning is 
equated by them with orgasm and losing with castration. Some 
few case histories are said to support this view, but the evidence 
is far from conclusive, and there are indeed indications that 
losing may be equated with orgasm. 

The pathological element in compulsive gambling certainly 
appears to be a symbolic representation of an unresolved 
conflict of infancy or childhood. Such a conflict must unavoid- 
ably involve parents, and sometimes, perhaps, aspects of sexual 
development as well. In other words, the gambler’s life history 
holds the key to his compulsion. It does not follow that a conflict 
arising from the sexual impulse is the sole component. 

Whatever the ultimate nature of the gambler’s unconscious 
conflict, what seems evident is that it leads to a continual and 
insistent demand for symbolic reassurance, of which there can 
never be enough. For he can never win as much as he would like 
to win, and he can only hope to win more by hazarding his 
gains. And if he loses, his demands become more urgent than 
ever, thus compelling him to raise his stakes. 

Compulsive gambling thus has the character of a degenera- 
tive disease. Itis marked, not by dissolute distractions, but by an 
austere single-mindedness, coupled with a disregard for money 
as such. At some stage, the gambler reaches the point of no 
return. But before he reaches that stage, a hope for therapy 
remains, preferably in association with Gamblers Anonymous. 


195 


196 GAMBLING 


It is not simply a question of extinguishing a bad habit, but of 
reconstructing the gambler’s domestic and occupational life on 
new foundations. Unfortunately those in greatest need of such 
aid are precisely the ones who would repudiate it. 

Finally, gambling is commonly understood to refer only to 
betting and to games largely governed by chance, but it need 
not be restricted to situations where both stake and prize are 
financial. One can gamble with and for anything—health, 
reputation, life itself. A proper appreciation of this larger scope 
of the impulse to gamble may be very instructive in the practice 
of medicine. 
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Gender Identity 


ROBERT J. STOLLER 


Introduction 


This article will try to delineate the concept of gender identity: 
its meaning; earliest origins of the behaviour the term repres- 
ents; and its pathology. Neither a literature nor historical review 
will be attempted. 

Gender identity is that part of oneself—a set of convictions, 
an organization around life-long themes—concerned with 
masculinity and femininity. It should be distinguished from 
maleness and femaleness (sex). The latter has a biological 
connotation, while gender identity implies the psychological. In 
most people, sex and gender are congruent, that is, masculinity 
goes with maleness and femininity goes with femaleness. 
However, the two are by no means synonymous; sex and 
gender are not necessarily directly related. In fact, femininity of 
varying severity in behaviour or fantasy in males is not 
uncommon and masculinity in females likewise not rare. In 
most extreme form, one may even see biologically normal 
males or females who believe themselves members of the 
opposite sex. 


Core gender identity 


The earliest stage in the development of masculinity and 
femininity may be one’s sense of simply being a member of the 
male or female sex. This is a conviction, taken for granted, that 
the assignment to.one’s sex was anatomically and ultimately 
psychologically correct. This sense of maleness or female- 
ness—core gender identity—develops in the infant from earliest 
months on and seems rather fixed by age two to three. By this 
age, one can easily observe clear-cut masculinity in boys and 
femininity in girls. Even heroic attempts to change this aspect of 
identity in later years uniformly fail. > 

The core gender identity has biological and psychological 
origins. 


Biological forces 


(1)Embryological anatomy and physiology; (2) hormones; and 
(3) brain centres. 


To summarize supporting data briefly: embryological 
findings in lower mammals and humans reveal the basic quality 
of all the tissues to be female; the addition of male hormone 
(produced by the male fetus apparently in response to a signal 
originating in the male (Y) chromosome) is necessary to start the 
process of masculinization that results in the anatomical male 
(Jost, 1958). During the immediately pre-natal, and in some 
species post-natal, period in mammals (demonstrated as high 
on the evolutionary scale as monkeys), exposure to androgen is 
likewise necessary to masculinize certain brain functions. 
Without this modification of the brain, the animal fails to 
develop masculine, including reproductive, behaviour (Young, 
1965). For ,obvious reasons, experiments have not been 
performed to demonstrate such forces in man. Let us note, 
however, human ‘natural experiments’ (extended in report but 
rare in occurrence), which suggest the presence of biological 
forces which may contribute to the development of masculinity 
and femininity. 


FEMINIZATION 
Chromosomal abnormality: XO (Turner's Syndrome)* 


Missing a second chromosome and having no gonads to 
produce sex hormones, anatomic development is nonetheless 
in the female direction. In addition, such patients grow up 
feminine in behaviour and heterosexual in object choice 
(Money, 1969). 


Testicular feminization syndrome * 


With male (XY) chromosomes, the subject nonetheless 
develops to adulthood as a normal-appearing female. It is 
probable that the hormonal defect is in the target organs (the 
extra-gonadal tissues) which, different from normal, fail to 


*These are not yet highly suggestive. We need more information before 
we can decide if the adult femininity in these patients is related to their 
unandrogenized brains or simply to their having been raised from birth 
unequivocally as girls. 
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respond to circulating androgens. Subjects are feminine and 
heterosexual (Money, 1969). 


Constitutional male hypogonadism 


These males, who appeared physically normal at birth, are 
discovered in adolescence or later to have had testes markedly 
deficient in androgen production since fetal life. An unusually 
large number from early childhood on are feminine and state in 
words and behaviour that they believe they really should be 
girls (Money, 1969; Stoller, 1968). 


Temporal lobe disorder 


A number of reports (reviewed in Blumer, 1969) implicate 
paroxysmal temporal lobe disorder with cross-gender 
behaviour, oddly enough, only in males. The behaviour (usually 
dressing in clothes of the opposite sex) comes on with the 
paroxysmal electrical burst; remission of the brain disorder with 
treatment leads to immediate loss of the aberrant behaviour. 


MASCULINIZATION 


Progesterone effect 


Otherwise normal human females have been masculinized in 
utero by large doses of the female hormone progesterone 
(which is biologically closely related to androgens) given to 
their mothers to prevent spontaneous abortion. In addition to 
masculinized genitals (hermaphroditism) these little girls have 
developed into tomboys (masculine in behaviour but 
heterosexual in object choice) more than a control series 
(Money, 1969). 


Adrenogenital syndrome 


Fetal hyperadrenalism causes masculinization of the external 
genitals in females because the fetus’ adrenals produce excess 
androgens. While these girls are otherwise normally female 
anatomically and hormonally, they, like those influenced by 
prenatal progesterone, are often also ‘tomboyish’, though 
heterosexual (Money, 1969). 

These human ‘experiments’ are less convincing that biologi- 
cal forces guide gender behaviour than is the animal work. They 
are suggestive, but they represent the most unusual—and even 
then, the effects are at best minimal; they do not yet refute the 
evidence that in most humans psychological effects can quite 
overturn the biological. 


Psychological forces 


(1) Genital anatomy as a signal to the world, especially 
parents, that the infant is to be assigned to one sex or the other, 
and as a source of sensations (body ego) which confirm sex 
assignment. 

(2) Sex assignment and rearing. 

(a) Parents’ personalities. 
(b) Parents’ attitudes about this child's sex and gender. 
(c) Society's attitudes. 

(3) ‘Learning’: conditioning; shaping; imprinting; the effects 
of being raised from birth by a female (mother); the encouraging 
of identification with the parent of the same or opposite sex. 

Let us dwell a bit more on these. When an infant is born, its 
mother, by a simple scanning of the genitals, is informed as to its 


sex. Then, according to her own life experience—a confluence 
of attitudes derived from society, her parents, her own struggles 
to create her gender identity, and her interaction with the baby’s 
father—she shapes her infant's gender. 

Two ‘natural experiments’ can serve to underline the thesis 
that masculinity and femininity result primarily from psycholog- 
ical forces. First, infants with hermaphroditic (bisexual appear- 
ing) genitals. Regardless of the true biological status (except in 
those rare cases noted above), if an infant is unequivocally 
assigned to a sex it will develop the core gender identity (‘lama 
male’ or ‘lama female’) appropriate to what the parents believe. 
It is the labelling which starts the process of identity develop- 
ment, not physiology. However, if parents are uncertain to 
which sex to assign their child (which uncertainty almost always 
is the result of medical uncertainty), then the child develops an 
equivocal (‘hermaphroditic) identity: ‘| am both a male and a 
female’ or ‘lam neither a male nor female’. It has been found 
that core gender identity cannot be shifted after about two years 
of age except with the greatest difficulty, increasing with age. 
Only when the child has a ‘hermaphroditic’ identity can sex 
classification be switched without great psychic trauma (Money, 
1969; Stoller, 1968). 

A second ‘experiment’ illustrating the power of parental 
attitudes and rearing style on core gender development is the 
male transsexual. In this case, a biologically normal male 
nonetheless expresses his desire to be a female from the earliest 
period in which gender behaviour is expressed (by the first to 
second year). "This rare condition* seems to be caused by an 
excessively close, blissful intimacy between mother and infant 
son. The mothers are always quite bisexual, with a period in 
childhood of marked competitiveness and desire to become a 
male, followed by an adolescence in which a facade of 
femininity covers this earlier masculinity. The mother of the 
transsexual-to-be then marries a distant and passive man, who 
throughout this son’s early childhood will not be present in the 
household either as a model on which the boy could base 
masculine identifications or as a shield to protect the boy from 
his mother’s excessively close and loving contact. 

However, even when such a couple have a son, it is not 
inevitable that the boy will become markedly feminine unless 
he strikes his mother as beautiful. If she feels he is and senses 
him to be graceful and cuddly, then the symbiotic process 
unfolds; without a father who interrupts it, the boy does not 
learn where his mother’s body ends and his own starts. Once the 
femininity begins to be expressed, neither parent discourages it. 
In fact, each manifestation of femininity delights the child's 
mother, and thus she rewards the development of even more 
femininity. The end product is a person who believes he should 
belong to the other sex and requests that his body be so changed 
(Stoller, 1968). 


Later gender identity 


Threats to one’s sexual or gender integrity, once a firm sense of 
maleness or femaleness has formed, will produce anxiety and 
protective manoeuvres, while encouragement and appealing 
models of the same sex with whom the child can identify and 
strengthen identity development. A classic example of these 
processes is the Oedipal situation in a boy. Endangered by 
one-sided competition with his too powerful father for posses- 
sion of his mother (castration anxiety), he preserves his 
maleness and masculinity by giving up his mother; he defers but 


*Not to be equated with the hodgepodge of personality types who 
request ‘sex transformation’ procedures and who diagnose themselves 
as ‘transsexual’. 


does not abandon heterosexual gratification. In the healthy 
situation, while outdone by his father, the latter as an ally will 
ease that disappointment by teaching the boy how to be manly 
(Freud, 1905), 

Such later contributions to the typical boy's masculinity are 
thus a mixture of masculinity due to firm identification with 
masculine men and more brittle masculinity created from 
threats to his still developing gender identity. And we can note 
without elaboration a further complication that may impede 
development of firm masculinity: identification with females 
may make a battleground of the child’s identity. (Somewhat 
similar events to these above mark the development of 
femininity in girls.) 

Disturbances in gender identity commonly accompany the 
perversions, the latter often being attempts to preserve gender 
identity against the threat of its dissolution. For instance, one 
often finds the following history in fetishistic cross-dressers 
(transvestites), men who put on women’s clothes in order to 
become sexually excited. In childhood, after developing a 
sense of maleness and a masculinity so much himself that 
attacking these threatens his existence, the boy is dressed in 
female clothes by a girl or woman. She does this out of hatred 
(sometimes conscious, sometimes unconscious) for masculini- 
ty; she would not be thus inspired if he were already feminized 
as is the transsexual boy. Humiliation and threat to masculinity 
precede the perversion. In time, as may be the case with other 
perversions, the boy, now a young man, converts trauma into 
triumph—sexual potency. Then, whenever the formerly 
dangerous female clothes go on, the transvestite’s maleness, 
rampant beneath, unequivocally shows him it—and he—was 
not destroyed (Stoller, 1968). 

Similarly, some effeminate male homosexuals protect them- 
selves from a mother set upon destroying their already 
developing masculinity by layering over their sense of maleness 
with the (all too permanent) disguise of effeminate gestures and 
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inflections, But again triumph glints through: what shows is not 
femininity (a natural appearing identification with women) but a 
performance. This display memorializes not only manifest 
acquiescence in giving up masculinity at mother’s command 
but a hidden hatred of her, a caricature. This homosexual’s 
effeminacy is the cloak he wears to disguise his secret sense of 
maleness beneath. (His desire to withhold his love from those 
who are female also serves in this way.) 

Finally, we know that the need to preserve gender identity 
can also be a preoccupation of those not grossly aberrant; recall 
the dreadful consequences in the history of nations of the need 
to protect a threatened sense of masculinity by the stubborn 
assertiveness of warfare. By nodding in that way toward the vast, 
unmentioned, more typical (‘normal’) issues, especially in the 
later development of gender identity, we can close this article. 
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Gestalt Psychology 


O. L. ZANGWILL 


Literally ‘form’ or ‘configuration’, the term ‘Gestalt’ has been 
taken over from the German to denote the work and outlook of a 
group of experimental psychologists whose best-known mem- 
bers were Max Wertheimer (1886-1943), Wolfgang Kohler 
(1887-1967) and Kurt Koffka (1886-1941). Their main work 
was done between about 1910 and the advent of Hitler in 1933, 
after which all three settled in the USA, together with a number 
of their followers and former colleagues. Unfortunately, the 
movement never really took root in America and apart from the 
work of Kurt Lewin (1890-1947), who had trained with Kohler 
in Berlin, it cannot be said that it underwent any striking new 
development. Nonetheless, Gestalt theory made a contribution 
of real importance to modern psychology and although 
currently out of fashion may well re-arouse interest if an 
intellectual atmosphere more favourable to holistic thinking 
should recur. 

The originator of the Gestalt idea was the Austrian 
psychologist, C. von Ehrenfels (1859-1932), who had pub- 
lished in 1890 an important paper on what he called Gestalt 
qualities, i.e. the immediate awareness of complex perceptual 
attributes, such as melody or form, which in some sense 
transcend the sum of the elementary sensory units of which they 
are composed. Thus a melody can still be recognized when 
transposed to a different key. Ehrenfels regarded Gestalt 
formation as the outcome of integration at the neurophysiologi- 
cal level, thus anticipating the important variant of 
psychophysiological parallelism to which Gestalt psychologists 
later gave the name of isomorphism. 

Ehrenfels was not however an experimentalist and it was not 
till Max Wertheimer published his famous paper on the visual 
perception of motion in 1912 that Gestalt theory was truly born. 
Wertheimer was particularly interested in the impression of 
movement that is generated when two stationary stimuli a short 
distance apart are briefly exposed in close succession. To this 
effect—which incidentally can often be witnessed at traffic 
lights—Wertheimer gave the name of the phi-phenomenon. In 
spite of the fact that nothing moves in the external world and no 
moving image traverses the retina, the impression is indistin- 
guishable from that of real motion. Wertheimer therefore treated 
the experience of motion assui generis, asa primary, irreducible 

perceptual unit—in short a Gestalt. He regarded it as the 
outcome of a spatiotemporal pattern of excitation within the 
visual system as a whole. 


Before Wertheimer, perception of form and movement had 
been explained in terms of the traditional analysis of sensations, 
according to which elementary sensory impressions, each 
correlated with the activity of a discrete receptor unit, are 
brought together by selective attention and given meaning 
through association with past experience. As a result of 
Wertheimer’s work, it became clear that many aspects of 
perception are better approached in terms of higher-order 
activities which in some sense represent the perceptual field as a 
whole. For example, the apparent size of an object remains 
surprisingly constant in spite of changes in its distance from the 
observer, suggesting that the visual system can compensate 
automatically for changes in the size of the retinal image to 
achieve constancy in perceptual size. Again, the apparent 
speed of a moving object depends not only on its objective 
velocity but also upon its size and brightness. Thus the approach 
to perception shifted from the analysis of sensations to attempts 
to answer Koffka’s famous question: Why do things look as they 
do? This stimulated a variety of ingenious experiments, many of 
them devised by Koffka himself, which seemed to show that all 
the properties of a perceptual field are in some sense interde- 
pendent and are best explained in terms of dynamic principles 
of organization. It should also be said that Kéhler’s bold attempt 
to envisage ‘brain fields’ in terms of the physical properties of 
electrical fields provided a certain scientific rationale for Gestalt 
theory. 

Though the best Gestalt work lay in the area of visual 
perception, attempts were soon made to apply the Gestalt idea 
to a wide range of other topics, in particular memory and 
thinking. Of special interest is Kohler’s work on the mentality of 
apes, undertaken in Tenerife during World War |. His experi- 
ments were mainly concerned with the ways in which 
chimpanzees come to discover the use of tools in solving simple 
problems, e.g. to obtain food that is out of reach, and the results 
seemed to suggest that such problems are typically solved not 
through random trial and error but by true discovery. This 
Kohler referred to as ‘insight’ which he thought implied a 
restructuring of the problem situation in such a way as to permit 
rapid, effective and lasting solution. Similar ideas were later 
developed by other Gestalt psychologists, in particular Wert- 
heimer and K. Duncker, in studies of human thinking. Although 
the concept of ‘insight’ aroused fierce controversy, there can be 
no doubt that the Gestalt approach to learning and problem- 
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solving provided a useful corrective to the associationist and 
conditioning theories then (as now) so popular in the USA. 

A variant of Gestalt theory was developed by K. Lewin, 
always more interested than his colleagues in the emotional and 
dynamic aspects of mental life. Impressed by K6hler’s work on 
apes, Lewin tried to adapt ‘field theory’ to the study of children, 
being much concerned with the effects of rewards and 
punishments and the resolution of conflicts. Later, he extended 
his thinking to social issues, in particular to the organization of 
social groups and the analysis and control of social tensions. 
This ‘field theory’ has developed along mathematical rather 
than physiological lines, drawing much from classical 
mechanics and developed largely in terms of topology. While 
for a time enjoying a considerable vogue, itnow seems doubtful 
whether Lewinian ‘field theory’ amounts to more than rather 
elaborate re-description of the results of observation or allows 
specific predictions to be made and tested by experiment. 
Nonetheless, it brought freshness and social relevance into 
psychology and deserves a mention in the history of ideas. 

During and after World War |, Gestalt theory had some 
impact on neurology, largely through the work of K. Goldstein 
and A. Gelb on the psychological after-effects of brain injury. 
For the first time, an attempt was made to analyse disorders of 
perception caused by brain wounds by experimental methods 
and to interpret the results in terms of breakdown in higher- 
order organization. Although this did not prove wholly success- 
ful, at least it inspired many neurologists to think about the 
problem of agnosia along fresh lines. Further, Goldstein's 
conception of the ‘catastrophic reaction’ and of the defensive 
strategies evolved by patients to cope with challenges that 
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exceed their capacities, has been found extremely useful by 
many who have been concerned with the care and rehabilita- 
tion of the brain-injured. 

Gestalt psychology can in many ways be represented as a 
revolution against the analytical, mechanistic and associationist 
psychology of the late nineteenth century. It placed emphasis 
upon inborn principles of organization and totally rejected 
associationism. While the revolution succeeded up to a point 
and resulted in some important gains, it cannot be said to have 
transformed psychological theory. Its insistence on global 
organization failed to appeal to neurophysiologists, whose 
work owes so much to the intensive analysis of elementary 
sensory and motor units. Nor are psychologists generally so 
ready to dismiss the influence of experience on perception and 
behaviour, though it is true to say that psychology today is once 
again re-discovering the importance of heredity. Further, 
Gestalt theory suffered from an irritating imprecision and its 
experimental methodology left much to be desired. Nonethe- 
less, it embodied a fresh, stimulating and, up to a point, 
productive approach to psychological issues and the con- 
troversy to which it gave rise enlivened the psychological world 
for several decades. 
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Gesture and Expressive Movement 


P. SAINSBURY 


INTRODUCTION 


In our daily exchanges with other people and with our patients, 
we consciously or unwittingly take account of their expressive 
movements and gestures. Were we able to measure reliably 
these most readily observable aspects of the individual, it would 
then be possible to explore many aspects of non-verbal 
communication; to study their relations to personality and to the 
emotions and to add precision to the description of abnormal 
behaviour. 

As regards what is communicated by gesture, Wolff (1943) 
obtained records and films of his subjects’ voice and gait but 
disguising them so that they did not recognize themselves. in 
these circumstances, subjects rated their own expressive 
behaviour either more adversely or more favourably than that of 
their fellow subjects. It would seem, therefore, that some covert 
aspect of their personality was communicated by the style of 
their expressive behaviour. 

Freud, in his Psychopathology of Everyday Life also 
advocated the meaningfulness of a person’s apparently pur- 
poseless movements seeing them as a vicarious expression of 
unrecognized wishes. Krout similarly held that the form of 
gestures has symbolic meaning, and was able to show that 
‘autistic gestures’, as he termed them, consistently revealed 
specific attitudes of the individual. Only a few workers have 
since experimentally elicited the content of expressive move- 
ments. Dittman found an interaction between the parts of the 
body moved and mood, and Ekman demonstrated in a number 
of interesting papers that gestures during interview express 
changes in the interaction between two people, which are 
communicated to, and understood by, others. 

More recently, the ethologists have introduced a biological 
approach to expressive behaviour in man deriving their 
methods from those naturalists use to study the social behaviour 
of animals; they have identified and listed the units into which 
non-verbal behaviour can be analysed. Their meaning is sought 
by careful description of the situation in which the units occur, 
by their interrelationships, and by the responses they evoke in 
others. In this way, the ethologists have begun to discern 
patterns in man’s emotional expression that provide a code by 
which to decipher his gestural and non-verbal social communi- 
cations. 


Olson (1929). undertook a descriptive classification of 
nervous habits, and introduced a time-sampling method of 
assessing them; though this method is reliable, it is cumber- 
some. Allport and Vernon in Studies in Expressive Movement 
(1933) also drew up a classification of this type of behaviour. 
They were able to show that people’s expressive movements 
have a high degree of reliability as regards their speed, 
extension, and forcefulness. Luria, on the other hand, was less 
concerned with personality than with the relation between 
emotion and movements; he demonstrated that emotionally 
disturbing words disorganized expressive motor behaviour. 
Jones has also shown that stressful conditions increase spon- 
taneous movements; and Sainsbury that material evoking 
anxiety in psychoneurotics increases their gestures during 
interview; while Enke related body build, temperament, and 
gesture; the gestures of pyknics being more free and smooth 
than those of asthenics. Brengelmann (1960) has critically 
reviewed research relating measures of expressive movements, 
personality and abnormal behaviour; he ascribed the disap- 
pointing results in so promising an area to a lack of rigorous 
experimental procedure. 

Expressive movements are, to a considerable extent, a product 
of social and cultural custom; thus Effron and Foley depicted the 
differences in the form of gesturing Italians and Jews by the 
frame analysis of films. 


Measuring the amount of gesture 


The studies to be described next are concerned with measuring 
the amount of gesture and other expressive movements, in 
defined categories; because on the one hand, it is technically 
possible to enumerate gestures (whereas their content is very 
difficult to assess), and on the other, hypotheses relevant to 
personality theory and psychiatric disorder can be tested, even 
at this simple level. Moreover, the precise measurement of this 
aspect of behaviour have obvious practical and clinical 
applications. These include: 

Disorders of movement, e.g. Chorea or Parkinsonism, to 
investigate the psychophysiological mechanisms or effects of 
treatment. 
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Psychopharmacological: to provide an objective measure of 
tranquillizers and other psychotropic drugs on restlessness or 
agitated behaviour, of stimulants on retardation, and so on. 

In child psychiatry: to study factors affecting the play activity 
of children, the hyperkinetic syndrome, etc. 

Psychogeriatrics: a more precise approach is possible to such 
major problems as nocturnal restlessness, and overactivity in 
dementia. 

The expressive movements of psychiatric patients can be 
measured and thereby contribute to the clinical classification of 
mental disorders, their course, outcome, and relation to 
personality assessment. 

Clinical psychology: the potential applications to the meas- 
urement of personality, the processes of communication, and 
effects of culture on expressive behaviour have already been 
referred to. 


Classification 


Some of the ways in which gestures and other psychomotor 
activity are measured will be described; but to do this a 
classification and operational definition of the behaviour we are 
concerned with must be attempted. 

Only a passing reference will be made to the group of 
involuntary, co-ordinated, repetitive movements—tics and 
torticollis are examples—in which psychological and organic 
factors appear to interact. Our main interest is more with those 
movements that are concerned with the expression of feelings, 
emotions and ideas. We recognize at least two or maybe three 
categories: first, the apparently superfluous movements we all 
make, such as finger-tapping, pacing, or chin stroking, which in 
ourselves we speak of as ‘fidgeting’, but which in our patients 
we are more likely to call ‘restlessness’, ‘nervous habits’, or 
‘autistic gestures’ depending on how far we are prepared to 
indicate their supposed origin. However, designated, they are 
best observed when the person is alone and unoccupied; and as 
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itis under these circumstances that they are recorded, they will 
be referred to as ‘alone movements’. 

The second category will be referred to as ‘descriptive 
gestures’, because they are used as an aid to speech, to convey 
an idea or meaning. To elicit descriptive gestures we either give 
the subject a list of words to define such as: corkscrew, edge, 
chin, knock, elephant and so on, or ask him to give a detailed 
description of his living room at home and its contents. 

A third category, which tends to overlap with the previous 
one, we will call ‘communicative gestures’ or ‘interview 
movements’ because we observe them during an interview with 
the subject; they are used to punctuate conversation, to convey 
feelings and emphasis, but also meaning. 

Finally, the subject's ‘total activity,’ whether spontaneous or 
purposive, is another clinically relevant category. This is 
represented by the amount of movement made by a patient 
when left alone for an hour or more. We have found it possible 
to do this by providing an interesting jig-saw puzzle to occupy 
him if he wishes. The diurnal activity of depressive patients, for 
example, is being assessed in this way. 


Methods of measurement 


My first attempt at measuring expressive behaviour was with 
tiqueurs. Their tics were filmed using time-sampling to obtain 
their rate of tic-ing. The procedure is simple. The patient is 
filmed with a small light behind him which flashes every 5 
seconds to define the sample of time. When the film is projected 
an observer scored 1 if a tic or tics occurred in the 5 seconds and 
0 if not. Reliable scores were obtained (r=0.93), and it proved 
possible to demonstrate a reduction in the tic score during 3.5 
minutes of film in which the patient's attention was occupied in 
reading when compared with the 3.5 minute score when he was 
unoccupied (Sainsbury, 1954). 

The value of time-sampling with film is however restricted by 
its cost and laboriousness, but it is a useful way to investigate 
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factors affecting repetitive, discrete psychomotor events. Its 
advantage is that very reliable scores can be obtained by 
repeatedly projecting the film. Thus it has enabled us to validate 
the scores of gestural movement obtained using electronic 
methods of measurement. 

Haines has recently developed a way of recording a person’s 
activity under normal circumstances in an ordinary room. 
Ultrasound is transmitted at 40 kHz from a crystal transducer 
and is received in a similar one. Movements disturb the sound 
waves so that the received signals change in phase with respect 
to the transmitted one; the pulses thereby produced are 
counted. There is a close correspondence between the 
observed movements and the recorded counts; furthermore, the 
counts show a linear relation to distance, speed of movements, 
and their amplitude. The method is sufficiently flexible to apply 
to the different applications and types of expressive movement 
mentioned earlier. Thus, whether the subject is pacing about, is 
fidgeting his hands, or is tremulous, his acivity can be measured. 


Measuring muscle tension 


Electromyogram 


Figure 8 


The method, used in most of the experiments to be described, 
was developed by Shaw by modifying the electromyograph 
(Pearce and Shaw, 1965). It measures the gestural movements of 
the subject's upper limbs; this is shown in Figure 7. The subject 
sits close to a card-table upon which she tends to rest her arms, 
but movements of the legs are restricted by the table. Small 
silver electrodes are placed over the forearm extensors, and very 
light leads are passed beneath her clothes to the back of the 
chair. The wires are invisible and apparently are soon forgotten. 
The activity in the motor units due to postural tension or to 
movements are amplified and recorded as an electromyogram, 
but they are also fed to an electronic integrator (see Figure 8). 
Since movements recruit many motor units they produce signals 
of greater amplitude than those due to tension. The integrator is 
therefore set so that it only counts signals above a certain 
amplitude; that is, those signals accompanying movements. 

Figure 9 shows an electromyogram recorded from a subject 
with considerable tension in his forearms, and this is seen on the 
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record as an evenly sustained tracing of low amplitude; the 
superimposed bursts of high amplitude are due to movements. 
The tracings below show the pulses from the integrator: the first 
is counting all the activity; the second only that which is above a 
preset amplitude. The latter counts clearly coincide with the 
movements. 

The first question is how reliable are these movement scores? 
Table 1 shows the product-moment correlations between the 
movement scores of healthy controls obtained on two occa- 
sions separated by quite short intervals, and those of four groups 
of patients. The duration of the recordings varied between 5 and 
15 minutes, and three categories of gestural movements are 
included; the correlations are at a satisfactory level. 


TABLE 1 
Reliability of Movement Scores 
Interval 
N Expressive between Correlation 
movement sessions 
ee eS ee 

Healthy controls 22 ~— ‘Alone’ 1 day 0.75 
Psychoneurotics 30 ‘Alone’ split 1/2 0.84 
Psychoneurotics 30 ‘Descriptive’ 3 days 0.56 
Manics 22 ~— ‘Alone’ 15 min 0.82 
Manics 22 ‘Interview’ 3 day 0.88 


Personality and gesture 


Another question of more interest is how consistent are 
individuals in their use of gesture? Table 2 shows the correla- 
tions obtained between three categories of gestural behaviour 
recorded from three clinical categories of patients, manics, 
psychoneurotics and endogenous depressives, when the inter- 
val between recordings was at least four weeks. The relatively 
high values suggest that expressive movements are a surpris- 
ingly stable or constant attribute of the individual. 


TABLE 2 
Constancy of Expressive Movements in the 
Individual 
ee a a a 
Interval 
N Expressive between Correlation 
movement recordings 
Manics 22 ‘Alone’ 4 week 0.69 
Manics 22 ‘Interview’ 4 week 0.71 
Anxiety and 
neurotic 
depression 9 ‘Alone’ 30 day 0.65 
Depression, 
endog. 22 ‘Descriptive weeks till 0.64 
recovered 
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We have also obtained interesting findings of both the 
reliability of the ultrasonic method, and people's consistency as 
regards their use of gesture. Eighteen healthy French and English 
students’ gestures were measured sitting at the card-table; but 
this time they were within the ultrasonic beam. The Frenchmen 
were asked to describe their living room at home for seven 
minutes in French, and then in English—the order was 
randomized—and secondly, to describe in French the member 
of their household they got on with best and least well. Their 
movement counts were plotted every half minutes: the split-half 
reliability was 0.97, which gave no grounds for complaint. 
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Figure 10 Gestures of French and English students, Cumulative Y2 
minute mean counts under different conditions 


Figure 10 depicts the students’ mean half-minute cumulative 
scores; during the seven minutes in which they undertook these 
tasks. The lines are virtually straight, from which we deduced 
that there was little variation in gesture from one half-minute to 
another; and hence that level of gesturing tends to be a stable 
aspect of personality, This conclusion was confirmed by an 
analysis of variance of the half-minute scores of the 18 students: 
the within subject variance was negligible, but the between 
subject variance was considerable (p<0.01). Furthermore, the 
amount of gesture a student made, whatever the language or 
topic discussed, was found to be highly correlated (p<0.001). 
Again it would appear that expressive movements are a 
consistent and characteristic attribute of the personality. 

If this is the case, psychomotor measurements offer consider- 
able scope for psychological and clinical enquiry. In the 
previous experiment, for example, two other hypotheses were 
tested. First, that difficulty in communication would increase 
gestural movements, To test this, the gesture counts of the 
Frenchmen when speaking in their native tongue and when 
speaking in English were compared (allowing for amount of 
speech). They gestured much more when speaking English 
(p<0.01), and most of all when they spoke in English before 
speaking in French—the most difficult situation. Secondly, the 
postulated cultural effect on gesturing was strongly supported 
by the very marked differences between the two national groups 
(see Figure). 


Expressive movement and psychiatric 
disorders 


Costain studied the speech and gestural activity in mania in 
order to see whether outcome could be measured in this way or 
‘psychomotor types’ of mania differentiated, 

Recordings were obtained from 22 consecutive admissions in 
whom two psychiatrists agreed on a diagnosis of mania. Each 
patient's movements were counted using the electromyo- 
graphic method on two occasions before treatment was started, 
and again on another two occasions in the fourth week of 
treatment. His speech was measured electronically as a 
combination of verbal productivity and loudness of voice. 

The course of events was to leave the patient seated alone for 
10 minutes, conditions in which any movements made were 
superfluous. He was next interviewed for 15 minutes using a 
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standardized procedure in which he was asked how he felt and 
then left to talk. Following the interview the manic’s ‘alone 
movements’ were again counted for another 10 minutes. 

The correlations between the scores on the two occasions in 
the first and the fourth week were consistently high and 
significant; but tended to be higher in the fourth week when 
many patients had improved and had become less distractible 
and capricious in their behaviour. 

The validity of the gesture and speech scores were assessed 
by correlating them with ratings by two independent psychiat- 
rists; with the Venables Activity-Withdrawal Scale completed 
by the nurses, and with the patients’ self-ratings. The interesting 
fact emerged that recorded samples of only 10-15 minutes of 
the patients’ expressive behaviour corresponded surprisingly 
closely to the clinical assessments, particularly those of the 
nurses, who spentall day with the patient. 

Some of the clinical findings on mania are summarized in 
Tables 3, 4 and 5. 


TABLE 3 
Expressive Outcome of 22 manias: mean log scores 
behaviour First week Fourth week p 
Speech 4.56 4.34 <0.005 
‘Interview’ moves 3.66 3.10 <0.001 
(communicative) 
‘Alone’ moves 3.20 2.49 <0.001 
TABLE 4 
Outcome of 22 manias: mean log scores 
Manic Normal Depressed 
(5) (10) (7) Significance 

Speech 

week1 4.5 4.6 4.4 NS 

week4 4.7 44 4.1 <0.01 
‘Interview’ moves 

week1 3.8 3.8 3.3 N.S. 

week4 3.6 art 2.7 <0.01 
‘Alone’ moves 

week1 3,2 3.4 2.9 N.S. 

week4 2.8 Pets 2.0 NS 
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TABLE 5 

First Week Scores 
Outcome at ‘Alone’ ‘Interview’ 
4 weeks Speech movements movements 
Depressed (7) 4.46 2.88 3.32 
Manic and 4,60 3.36 3.82 
recovered (15) 

N.S. . p<0.025 p<0.025 


Table 3 describes the improvement in 22 manic patients 
when assessed on psychomotor measures. The decreases in 
gesture and in speech were all highly significant. After four 
weeks, 10 patients were clinically assessed as recovered, 5 as 
still being manic, and 7 as having swung over to a depression. 

Table 4 shows that the three categories of outcome are 
differentiated by the scores on our three measures of 


psychomotor activity being highest in those who are still manic, 
less high in the recovered and lowest in the depressed patients; 
and for ‘interview gestures’ and for speech the differences 
between the groups are significant differences between the 
clinical scores of the three outcome groups; but when the initial 
psychomotor counts of the 7 patients who became depressed 
are compared with those who recovered or remained manic, 
the difference between them is significant on all three measures 
(see Table 5). Thus it was possible to predict the group of 
patients with a depressive outcome from their initial 
psychomotor scores, although the initial clinical ratings were 
not able to achieve this differentiation. 

The measurement of psychomotor activity also provides a 
more precise method of measuring the effects of psychotropic 
drugs. Eleven of the manics were treated with chlorpromazine, 
7 with haloperidol, and the remainder with a combination of 
tranquillizers; assignment to treatments was at the consultants’ 
discretion. However, it was possible to compare the effect of the 
two principal drugs. In those patients treated with chlor- 
promazine there was a significant decrease on all three 
measures after 4 weeks; the group on haloperidol showed a 
smaller decrease; but on comparing the two groups they did not 
differ significantly. However, measuring expressive behaviour 
clearly offers an appropriate method for comparing tranquilliz- 
ers and for assessing treatment. It was able to show a marked 
decrease in ‘alone movements’ in 8 severely obsessional or 
depressed patients who improved clinically following 
leucotomy, for example. 

Pierce has studied 29 patients with an endogenous depres- 
sion and 29 matched controls along similar lines to the manic 
patients; but included measures of their ‘descriptive gestures’ 
made in response to the list of words intended to elicit gestures 
of this kind. 

First, he wanted to see whether depressed patients, when 
recovered, could be differentiated from the controls on their 
gesture movements. He found that patients’ ‘alone movement’ 
counts and their ‘descriptive gesture’ counts were both sig- 
nificantly less than the controls. It is not yet possible to say 
whether this is because the depressives were not, in fact, fully 
recovered in spite of the clinicians’ assessment that they were, 
or whether, when well, they are rather quiet, unobtrusive 


people. 
Before they began treatment the 29 endogenous depressives, 
who were all ill enough to be admitted to hospital and 


prescribed ECT, could be divided into two groups on the basis of 
their ‘alone movement’ counts: a restless or over active group, 
and a retarded one (the former also scored higher on Venables’ 
Activity Scale). He was able to show that gestural activity also 
differentiated the depressives into two personality types: the 
restless group who had high scores on neuroticism and on 
anxiety, and the retarded one whose scores did not differ from 
the controls. Moreover, the ‘alone movements’ of the restless 
patients decreased markedly on recovering from their depres- 
sion, though their movement counts still correlated highly with 
the counts obtained when they were ill. He therefore concluded 
that the person who develops an agitated type of depression is, 
even when well, a restless and anxious person; whereas the 
retarded depression, whose gestures increase with recovery, iS 
not abnormally neurotic. 

Another question is whether expressive movements affect the 
tendency for some patients to somatize more than others. It was, 
therefore, hypothesized that people who gesticulate a lot are 
unlikely to develop symptoms due to autonomic overactivity, 
because their emotions, instead of being pent up, are dis- 
charged in motor activity. The results have been consistently in 
the predicted direction but with P values below the 10 per cent 
level: the correlation between ‘communicative’ gestures for 


example, and number of autonomic symptoms was —0.37 
(p>0.1 <0.5); the ‘alone’ movements of the controls were also 
inversely related to number of somatic symptoms. 

Finally we postulated that ‘descriptive’ gestures would 
correlate with extraversion, but particularly in depressives as it 
is claimed they are sociable, pyknic characters. Pierce found 
that the controls’ ‘descriptive gestures’ correlated significantly 
with Eysenck’s extraversion dimension, though the value was 
rather low: 0.41. Furthermore, patients who were both 
extraverted and neurotic had the highest scores on descriptive 
gesture as well as on hypochondriases ratings; the tentative 
implication of which, seems to be that the hypochondriacal 
depressive tends to be a histrionic or, as some would say, an 
hysterical personality. 


Conclusion 


In conclusion, it is possible to obtain reliable and valid 
measures of certain categories of expressive movements. These 
movements are stable and consistent characteristics of the 
personality which relate in a theoretically consistent way to 
other personality attributes. The postulated effect of culture on 
expressive movements was amply confirmed; as also was the 
effect of impeding verbal expression in causing an increase in 
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gesture. Measuring expressive behaviour in psychiatric disor- 
ders has been used to assess clinical progress; the effectiveness 
of tranquilizing and stimulant drugs; and has given modest 
support to a number of clinical hypotheses, namely: that 
patients with endogenous depression can be differentiated by 
their psychomotor activity into agitated and retarded types each 
having its distinctive premorbid personality; that patients who 
readily express themselves in motor activity tend not to develop 
somatic symptoms; and that hypochondriasis in depressives 
tends to occur in those with a histrionic (gesticulating), 
hysterical personality. 


REFERENCES 


Brengelmann, H. (1960). ‘Expressive Movements and Abnormal 
Behaviour.’ In Handbook of Abnormal Psychology, Ed. by H. J. 
Eysenck, London; Pitman 

Olson, W. C. (1929). The Measurement of Nervous Habits. Min- 
neapolis 

Pearce, K. |. and Shaw, J. C. (1965). ‘Activity measurement using the 
integrating and cross-over counters’. Med. electron. biol. Engng. 3, 
189 

Sainsbury, P. (1954). ‘A method of measuring spontaneous movements 
by time-sampling motion pictures’, J. ment, Sci. 100, 742 

Wolff, W. (1943). Expression of Personality. New York; Harper 


Graphology 


THEA STEIN LEWINSON and 
ROSE WOLFSON 


Graphology is the study and analysis of handwriting, as a record 
from which the personality of a given writer can be derived. The 
main principle on which graphology is based is that virtually no 
two people write alike, and many deviate from the forms 
originally taught them. Historically, however, there has been 
little agreement as to how graphological conclusions are 
reached, though ultimately two main approaches appeared: the 
French school, led by Jamin-Crepieux, emphasizing isolated 
graphological signs, such as ‘t’ bars and ‘i’ dots, as indicators of 
single character traits; and the German school, established by 
Klages, a philosopher, innovatively assuming that the total 
handwriting is a record of two opposing forces in man, a 
destructive and a constructive one. As such, the writing 
movements, and not isolated signs constituted the graphologi- 
cal record. Thus, the concept of handwriting as an expressive 
movement began. Between these two approaches, com- 
promises and variations appeared, as Saudek’s method of 
evaluating and interpreting writing movements based on speed, 
or mechanical measurements of muscular movements to 
evaluate tension, and its implications for personality. Roman, 
an Hungarian graphologist, researched this method to establish 
developmental norms in writing and the physiological basis for 
organic conditions. 

The substance which graphology traditionally requires is a 
half page or more of spontaneous writing in ink; the age, sex, 
occupation and national elementary school of the writer so 
departures from early learned forms can be evaluated. 

The written sheet is considered the environment, and the 
writing represents how the writer, given what he is, makes his 
way socially, emotionally, intellectually and psychically. The 
writing field, or the sheet, is generally assigned symbolic 
significance: the top represents the intellectual, spiritual, and 
ideational sphere; left and right sides may symbolize the self or 
the past, and the future or the environment respectively; the 
bottom relates to instinctive and biological influences. Pulver, a 
Swiss graphologist, added depth and complexity to this 
symbolic scheme, insisting on the importance of a movement 
that theoretically went through the paper: pressure. 

For graphologists, the line space itself has three zones: the 
upper, the middle and the lower, each with its significant 


connotations. And each letter occupies one or more of the 
zones. Figure 11 illustrates the concept. 
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Figure 11 


Roughly, each zone follows the symbolism assigned to the 
written page, with, however, greater detailing and interrelation- 
ships. 

Despite the diverse methods followed by graphologists, 
Europeans ultimately considered it a respectable study, worthy 
of research, courses at universities, official recognition in courts 
and degrees at accredited institutes. Several doctoral disserta- 
tions have appeared since 1960, dealing with factor analysis of 
handwriting and related statistical subjects. In the USA, 
however, academic and intellectual institutions, immersed in 
statistical procedures and objective specifics, rejected graphol- 
ogy as a subjective practice much like fortune telling. The 
Montgomery and Hull study, with its negative findings, based 
on a matching of graphological signs to character traits, 
sustained the sceptics, and graphology was ignored or scorned. 

However, a few psychologists, influenced by European 
thinking and American psychology, thoughtdifferently. Thus, in 
1919 June Downey, a psychologist and probably America’s 
most versatile graphologist, influenced by James, published 
Graphology and the Psychology of Handwriting, which leaned 
heavily on graphological expression of inhibited and explosive 
types. She pursued her interest further by studying family 
resemblances, how judgments are made and the limits of 
variations in handwriting. In 1933, Allport and Vernon pub- 
lished their classical experiments in expressive movements, 
with serious consideration of graphology as a research vehicle. 
Gradually, after many independent matching experiments, 
studies of the disease process reflected in handwriting, etc., 
academic and clinical circles concluded that graphology 
merited more respectful attention, but as Murphy stated, the 
cardinal problem was not one of validation of analysis but of 
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‘how sound judgments are made and the ways in which they 
can be extended’, 

For purposes of analysis, handwriting consists of over twenty 
elements, some measurable, others yielding only to description. 
For example, measurable elements consist of size of letters, 
slant, distance between letters and between words, width of 
letters, space between lines, sharpness or pastiness of writing, 
etc. The obvious question—as Murphy indicated—is how to 
interpret a descriptive element under a system that evaluates 
measurable ones according to their quantitative results. For 
example, 1.50 to 3.5 millimetres is generally considered a 
normal size for letters. Whatever its meaning for the entire 
interpretation, how is the style of form of individual letters 
evaluated? What is the reference point or criterion for its 
evaluation since it is not a measurable element? Obviously, the 
graphologist is dealing with two different dimensions: the 
qualitative, and the quantitative. Unless the graphologist can 
objectify his criteria for the qualitative elements, he is open to 
the criticism of subjectivity. 

In 1942, Lewinson, a graphologist, and Zubin, a research 
psychologist and professor at Columbia University, devised a 7 
point scale based on signs of contraction and release in a 
handwriting, hoping thereby to provide a common yardstick for 
both the quantitative and qualitative handwriting elements. 
Thus, every element was assigned a numerical value of either 
constriction, release or balance—the point where each move- 
ment is equal to the other. Theoretically, the further away from 
balance in either direction an element is rated, the greater the 
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disturbance of the functioning in a specified area. The closer a 
handwriting evaluation, after detailed numerical measure- 
ments, recordings and totals, approached a bell shaped curve, 
the more normal the writer's personality make-up. The experi- 
ment with writings from diagnosed psychotic patients and 
writings from well functioning, constructive persons, was 
undertaken only after Lewinson assigned, from her consider- 
able experience, cut-off points ‘on the scale, which produced a 
curved distribution, at that time, the sine qua non of statistical 
requirements. Her ratings covered both the quantitative and 
qualitative elements, with explicit, demonstrative criteria forthe 
qualitative elements. 

Figure 12 illustrates how the scale provided similar units of 
value for both classifications. (Words for analysis were chosen 
from the beginning, middle and end of the specimen.) 

In 1949, Wolfson applied the scales to a delinquent and a 
non-deliquent group of subjects, with results that tended to 
confirm the usefulness of the scales as a unifying system for the 
diverse elements. However, though the four graphs resulting 
from the recordings of the L-Z scales suggested much regarding 
the writer’s functioning, the study established only that hand- 
writing can reveal greater or lesser normality. The question of 
validity of interpretation of elements and their dynamic 
interrelationships remained unanswered. 

In 1967, Saunders performed a factor analysis of the 147 
handwriting measures comprising the complete set of 21 
Lewinson-Zubin scales using a sample of 429 subjects. 
Quantitative data were available for a sample of 429 subjects on 
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the 147 handwriting measures comprising the complete set of 
21 Lewinson-Zubin scales. Analysis of this material yielded 21 
factors that 

. corresponded closely, but not perfectly with the 21 scales 
recognized by Lewinson-Zubin. Essentially, 12 of the a priori scales are 
confined as distinct factors by this analysis, 6 others appear to be 
redundant and can be replaced by only 3 factors, while the final 3 a 
priori scales appear to be more complex and can only be replaced by 6 
factors. . . . It is noteworthy, however, that as many as 21 independent 
measures may be reliably obtained from handwriting; if this were not 
the case, the prospects of deriving a reasonable comprehensive picture 
of an individual personality via graphology alone could be logically 
eliminated.’ 

In 1965, Lewinson began a series of studies relating the L-Z 
scales to the Wechsler Adult Intelligence Scale (WAIS) using 
hypotheses generated from J.W. Gittinger’s Personality 
Assessment System (PAS). The WAIS is recognized internation- 
ally as a reliable and valid measure of intelligence; significant 
relationships between the L-Z scales and WAIS subtests or 
between the L-Z scales and PAS constructs provide a method 
for validating handwriting. Preliminary results, presented at the 
Mainzer Kongress fiir Graphologie in October 1971, were very 
encouraging. 

Spontaneous handwriting samples were obtained from 186 
subjects (male and female of various ages and nationalities, high 
school graduates or higher), all of whom were given one of the 
Wechsler Intelligence Scales (WAIS or WB 1). All testing was 
done in the subject's native language and all handwritings were 
evaluated on the basis of the subject's national alphabet. 

Eleven independent multiple regression equations were 
generated to predict each of the ten Wechsler subtests anda 
total score from optimum combinations of the L-Z scales. The 
maximum values for shrunken R (R corrected for errors) are in 
the range 0.31-0.49; all are significant at the 1 per cent level by 
Fisher's F test based on the ratio between predicted value and 
residual error. 

Since 1942, other systems of analysis have appeared. Roman, 
the first graphologist to teach graphology in an American 
college, taught a system ‘in the round’ ascribing percentages to 
the writing elements in a wheel-like graph, marked at various 
points of the rim: intellect, ego, world directedness, emotional 


release, etc. In general, Roman’s graph followed the usual 
symbolism ascribed to the top, bottom, and sides of the written 
page. However, she stressed physiological indications in the 
writings and devised the graphodyne, to measure physical 
tension and release during a simple writing act. She specialized 
in differential diagnosis, distinguishing the hysterical stutterer 
from the organic one. She was consultant in the hospital for the 
deaf, and a guest speaker in Washington, as an expert in 
detection of criminal tendencies in handwritings. Her numer- 
ous activities represent not only her graphological skills but also 
the growing change in attitude towards graphology in the USA. 
Admittedly, the pace is still slow; yet more psychologists are 
involved in graphological clinical research, more graduate 
students are considering graphological theses; electronics and 
computers are available for graphological research; cancer, 
arthritis, tuberculosis, neurological involvements, psychiatric 
conditions, and delinquency are or have been under graphologi- 
cal investigation in funded institutes, hospitals or clinics. 

To those clinicians interested in graphology, the increased 
movement seems like a crawl. Yet it is a steady one that 
hopefully will become a flow. 
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Grief over Death: its Complications 


VAMIK D. VOLKAN 


An extended study (1966-72) of 58 patients from 17 to 46 years 
of age, all of whose psychiatric disturbance dated from the 
death of a loved/hated intimate provides typical examples of 
how the grieving process can become complicated in much the 
same way that a wound can become infected (Volkan, 1970, 
1971, 1972). Since Freud’s (1956) ‘Mourning and Melan- 
cholia’, similarities and differences between uncomplicated 
grief and depression have been studied, but complicated grief 
and the depression that follows a death are seldom differen- 
tiated in the psychiatric literature. Part of our study helped to 
describe the phenomenology of pathological grief as well as its 
psychodynamics. 


Initial response to death 


The manner in which an individual initially accepts the loss by 
death of someone close to him will be affected by how 
dependent he is, whether the relationship between the two 
persons had been ambivalent and stormy; whether the death 
came without warning or had been anticipated; its manner 
(violent, suicide, or natural); and the degree. to which the 
deceased had been the key person in the fantasized solution of 
an ongoing developmental problem or the provider of financial 
and social security. The termination of a mature relationship 
evokes deep sadness but seldom guilt; guilt is, however, likely 
to disturb the mourner who had ambivalent feelings toward the 
dead, and any element of violence attending the death will 
resonate with past anger. 

The following cases illustrate, the first exemplifying uncom- 
plicated grief reaction. On hearing of her father’s death a young 
woman felt numb, had a dry mouth, and rejected the news in 
spite of the fact that her father had suffered from heart disease 
and advanced age. Through the mechanism of splitting part of 
her kept him alive. She felt aimless for an hour or so, but was 
able to discuss her reactions with her husband. She cried the first 
night, and again from time to time during the first week. At the 
funeral she felt anger at an aunt who had been unkind to her 
father during his lifetime, but the anger was under control. She 


went through the funeral and took part in the burial rites, later 
returning to the graveside for a visit. Her crying spells 
diminished and became less and less disturbing, although they 
continued to occur occasionally. She remained preoccupied 
with the image of her father, who had visited her two days 
before his death, when she had taken him for a walk in windy 
weather. At first she felt guilty lest this walk had hastened his 
death, but after a short time this misgiving left her. When, two 
months after the death, she fantasized the decaying body lying 
in the earth, she thought of this as a bizarre fantasy from which 
she wanted relief; but by the second month she was no longer 
troubled by such thoughts, and by the end of two months she felt 
the return of free energy and an ability to become involved in 
new activities with new objects. 

Hers was an uncomplicated grief, moving as it did from an 
early: splitting of the ego, feelings of guilt, preoccupation with 
the image of the dead, and fantasies about the decaying body 
into an ultimate release of energy and attention. What she.went 
through descriptively fits what Parkes (1970) identified as four 
phases of mourning: numbness, yearning to recover the lost 
one, despairing disorganization, and behavioural reorganiza- 
tion. My patient's feeling of anger is characteristic of uncompli- 
cated grief; directed toward others (especially toward the dead) 
it marks the acceptance of death. 

When the initial grief reaction is exaggerated such anger may 
take exaggerated forms, as in the case of one of our patients who 
lost the grandfather who had been both father and mother to 
him during his childhood, and upon whom he remained 
dependent even after marriage; his anger led him to a mountain 
parkway where he planned to shoot passing motorists. He had 
been ambivalent toward the old man, depending on him but 
resenting his dependence. He went each nightto siton the grave 
to keep the old man down, but he had a shovel in his car in the 
event the dead man came to life and needed help in escaping. 

The failure to display any grief is an evidence of initial 
psychopathology. One young man came to our attention a 
month after his brother's fatal accident, maintaining that he 
need not grieve since it was only in his dreams that his brother 
had been killed. Except for this focal break with reality the 
patient was not psychotic at the time. With treatment the patient 
came into full realization of the death, manifested symptoms of 
acute grief, and gathered his family together for memorial rites. 
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Established pathological grief reaction 


It is evident that the threat or actual occurrence of loss may 
precipitate mental illness and account for neuroses, psychoses, 
and psychosomatic conditions of various kinds. This discussion 
is limited to the specific clinical entity of established pathologi- 
cal grief reaction following the specific stress of a loss by death. 
This diagnosis may be considered when, after a six-month 
period of adjustment, the bereaved maintains emotional denial 
of a death of which he is intellectually aware. The pathological 
mourner clings to thechronic hope of his lost one’s return even 
while dreading this possibility. Such chronic hope differentiates 
pathological grief from depression, in which the ego is in a 
helpless state; the fearful but eager search for the lost one 
undertaken by the pathological mourner testifies to the 
ambivalence with which he had regarded the one whose death 
he mourns. He typically speaks of his dead in the present tense, 
and has many repeating dreams (Volkan, 1970, 1971) in which 
the deceased is clearly recognized as engaged in some sort of 
life-and-death struggle from which the dreamer tries to rescue 
him, only to awaken short of carrying out his purpose. 
Preoccupation with the dead individual may increase to the 
point where the thread of daily living is lost. One patient 
changed his wife’s burial site three times in as many years, and 
was seeking afourth—so that she would be better suited—when 
we took him into treatment. The pathological mourner typically 
feels that the dead person is ‘buried’ in his breast as if a foreign 
object (introject), and some carry on inner conversations with 
such introjects. This is contrary to what happens in depression 
where there is total and symptomatic identification with the lost 
object. The historical knowledge of the death is there, but doubt 
nevertheless surfaces unexpectedly and with compelling force, 
particularly on ananniversary. Four years after his father’s death 
one patient saw on the street a man who reminded him of his 
father, and was compelled to run past him to peer into his face, 
in spite of his knowledge that his parent was dead. The concept 
of reincarnation is strongly fascinating to patients of this type, 
although it evokes dread as well as hope. They usually manage 
to deny the grave by staying away from it, and sidestep the 


responsibility of providing a gravestone, which represents 
evidence of death and burial in an unacceptable symbolism. 

One of our findings was that the pathological mourners use 
what has been designated a linking object (Volkan, 1971, 
1972), trying to solace themselves with it as a child tries to 
comfort himself for separation from his mother by treasuring a 
transitional object. The linking object may be something the 
dead person owned and perhaps wore; something the dead 
person once used as an extension of his senses, like a camera (an 
extension of seeing); a representation of the dead, symbolic or 
realistic (a photograph, for example); something at hand when 
the death news was received, or when the mourner saw the 
body (a last-minute linking object). The linking object is more 
than a keepsake. It is not put to use, but is carefully sequestered 
where itis available at all times but can be avoided. It serves asa 
place external to the self where magical reunion with the death 
can be achieved. By avoiding this place the mourner can reduce 
the anxiety generated by the thought of such reunion. The 
deceased is not resting in peace, but the mourner is engaged in 
the dilemma of killing or saving him. It may take the triggering 
effect of an external event such as an anniversary (Pollack, 
1970) to launch the patient on his active and fearful search for 
the one he has lost. 
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Group Psychology and Group 


Dynamics 


R. BATTEGAY 


The group 


The concept of group (derived from the Latin co-repare, to bind) 
is used in social psychology to denote a number of individuals 
who in a given situation are in closer reciprocal contact, both 
intellectual and emotional, with one another than with all other 
persons (Sprott) and thereby enact their individual roles through 
a combination of their own individuality and their group- 
membership. 

The basic assumption for group formation, then, is a higher 
degree of interaction* between individuals within the group 
than between those same individuals and others outside it, As 
Homans says, people who interact frequently with one another 
tend to like one another. He considers that the frequency of 
interaction as determined objectively and sympathy as indi- 
cated subjectively are proportional one to the other. These 
remarks embody the points already made, viz. that contacts 
internal to the group are closer than contacts external to the 
group and that ‘social distance’ between members of the group 
is closer than that between its members and those external to it 
(HOfstatter). 

We would like to extend these propositions by stressing that 
increased frequency of interaction can embody not only mutual 
sympathy but also mutual hostility or aggression. As the total 
number of interactions within a group increases, even more 
does the number of aggressive interactions. This implies an 
increased likelihood of friction within the group. 

Cooley introduced the term primary group to denote a 
relatively small group whose members are in direct face-to-face 
contact with one another. Examples are families, work-groups, 
football teams and school classes. Such groups should be 
distinguished from secondary groups, in which the members 
have only indirect contact with one another through a common 
purpose or an aim which is binding on them all (Battegay). 


* The term interaction has been used by American sociologists and 
social psychologists, such as Homans, Moreno, and others, to denote 
the mutual social relations and transactions between the members of a 


group. 


Examples are the citizens of the same city or nation or members 
of the same Church. In a secondary group, common member- 
ship induces a sense of community and uniformity of outlook 
among its members. 

To understand what goes on in a group, one can study it from 
a sociological (descriptive) or from a psychological (motiva- 
tional) point of view (G. Foulkes) and some understanding of 
both approaches is necessary. At the same time, one must 
appreciate that in ordinary social as in therapeutic groups, 
psychologital and sociological factors interact to produce what 
can only be described as group behaviour. In group therapy, 
further, purely therapeutic considerations are also involved, e.g. 
the need for members of a therapeutic group to achieve a degree 
of insight and maturity. 

In a group, tension may arise through conflict between the 
needs and expectations of the individual on the one hand and 
socially approved norms and standards of conduct on the other. 
Whether the aims of the individual or those of the group of 
which he is a member shall prevail depends upon the nature of 
both the individual and the group. The life history of the 
individual and his ego-strength on the one hand, and on the 
other, the established norm (or norm in process of formation), 
will determine the role of the individual group member. 
According to Dahrendorf, roles mediate between the claims of 
the individual and those of the group or community. They are 
the outcome of the needs of the participant individual on the 
one hand and the expectations of the group on the other. 
Whether the main emphasis is placed upon the individual or the 
group depends not only on the individual or the group per se but 
also upon cultural contacts and the historical period. In 
contemporary society, which is largely orientated externally, 
the main emphasis is usually placed on the group norm but in 
earlier times, in so called internally orientated societies, social 
roles—more particularly those enacted by prominent peo- 
ple—were determined by the particular characteristics of the 
individual (Riesman). 

If for any reason an individual is unable to adopt the aims and 
norms of the group, he will be in a state of ‘Anomie’ (Merton). 
He thus comes into conflict with the group norm and becomes 
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an ‘outsider’ (Höfstatter). The non-conformist plays the part of 
one who questions the accepted role. By so doing, he reinforces 
the internal cohesion of the group and gives greater reality to its 
aims and standards. In this way, the ‘outsider’ actually promotes 
group cohesion. Conversely, the more pronounced its cohe- 
sion, the more strongly is the non-conformist attitude rejected. 
Therefore, only ‘outsiders’ who have sufficient ego-strength can 
maintain their role, Ego-weak individuals come to grief in a state 
of ‘Anomie’. 

In every group, the distribution of roles is dependent on the 
personality characteristics of its members and the needs of the 
group. Benne and Sheats (in Hartley and Hartley, 1969) propose 
a three-fold classification of roles which enables particular 
individuals to adopt different roles at different times. They 
distinguish (1) roles concerned with the group tasks; (2) roles 
concerned with group stability and (3) roles concerned with 
individual needs. Under (1) we could have the initiator, the 
co-ordinator, the critic etc; under (2), the consolidator, the 
adjuster, the prescriber of norms, the fellow-traveller; and under 
(3), the aggressor, the restrainer, the dominator, the ambitious, 
the helper, and the representative of special interest. These latter 
roles not uncommonly prejudice the achievement of group 
aims. But it should be borne in mind that one and the same 
individual can assume different roles in different groups. 

In the structuring and distribution of roles, a specific order 
and hierarchy arises in every group (Fischer, 1962). Certain 
group members are the focus of greater attraction and relation- 
ship, as well as greater antipathy than others, such that a 
hierarchy of status within the group becomes established. 


Group dynamics 


The term group dynamics denotes the principles governing 
group behaviour. While certain authors take account of the 
social psychological aspects (Héfstatter, 1957), others include 
depth-psychological considerations (Schindler, 1971). Among 
social psychological issues may be numbered the distribution of 
roles, hierarchical structuring of groups, the relation between 
the group and its leader, social relationships internal and 
external to the group, feedback within the group, normative 
values, and the dissolution of the group into a mere aggregate or 
crowd in parvo. Among depth-psychological considerations 
may be mentioned the multiple and multidimensional transfer- 
ences and identifications within a group (Foulkes, 1964; 
Slavson, 1951; Stovkis, 1960) and also the reinforcing effect of 
the group upon emotional reactions (Battegay, 1963). 
Group dynamics can also be studied experimentally. The 
Turkish psychologist Muzafer Sherif (1957) has been able to 
demonstrate experimentally the effects of group membership 
upon a perceptual judgement. To this end, he employed the 
‘autokinetic effect’, which is observed when a small and weak 
light source is briefly displayed in a completely darkened room. 
Most subjects observe that the spot of light appears to move, the 
movement varying in speed and direction from moment to 
moment and also with the individual subject. This effect, which 
does not depend primarily on eye-movement, appears to be due 
to lack of a stable visual frame of reference. Sherif found that 
variation in extent of autokinetic movement proved relatively 
constant for a particular individual in repeated experiments. If, 
however, a number of subjects who on individual tests had 
displayed very marked variation in extent of movement, were 
asked to form a collective judgement, a marked convergence 
effect was noted. In course of time, the subjects tended, without 
themselves realizing it, to report an extent of movement 
approximating to the ‘group norm’. These norms were still 


maintained even when the subjects were later tested individu- 
ally and there was no return to the original individual values. 

These results indicate that there is a tendency to convergence 
within a group and to the formation of a uniform opinion. The 
longer a group has been in existence, the more likely are 
individual opinions and standpoints to converge towards a 
group norm. However, sometimes two sub-groups form which 
cannot then be unified. This Héfstatter (1957) has termed 
polarization. But this is only an apparent exception to the 
principle of convergence. Two daughter groups have replaced 
the parent group and neither can accept and share the other's 
opinions. Interchange of opinions within a group has two 
possible outcomes: either convergence or polarisation, the 
latter carrying the threat of break-up into sub-groups. By and 
large, a group is always likely to achieve a certain coherence of 
outlook, a group norm, but if polarisation occurs, those holding 
a contradictory view are exluded. Individuals who suffer this 
fate are known as ‘outsiders’ (Höfstatter). 

Some methods for the quantitative assessment of group 
dynamics have been developed, e.g. the sociometric method of 
Moreno (1954). This procedure enables the position of any 
given individual in the group to be specified by determining the 
mutual likes and dislikes of all members of the group by means 
of questionnaire or rating scale. In a school class, for instance, 
each child may be asked to write down the name of the 
classmate whom he would most like to sit next to and that of the 
classmate whom he would least like to sit next to. The results 
reveal the overall pattern of mutual likes and dislikes and hence 
enable one to determine the position (i.e. popularity rating) of 
any child in the group hierarchy. Other quantitative methods of 
analysing intra-group relationships have been described by 
Bales and Slater (1961) and Gottschalk, Haser and Springer 
(1963). The latter have described three ‘Hostility Scales’ which 
permit a degree of quantification of intra-group hostility. 


Group psychotherapy 


Group psychotherapy is a method of treatment in which two or 
more individuals collaborating under the leadership of a 
therapist make a common effort towards a therapeutic goal 
(Battegay). The members of the group are as a rule fellow- 
patients. Sometimes a second therapist helps to lead the group 
and, very occasionally, a number of therapists may treat a single 
patient (Lebovici, 1971). 

Group psychotherapy is directed not only towards the 
individual participants but also to the overall group situation. 
Authors such as Argelander (1968) and Stierlin (1966) have 
stressed that they are treating the group as a whole and not 
simply individuals in a group situation. We cannot accept this 
view as the phantasies of the individual group members are 
never completely co-ordinated. The phantasies described by 
Anzieu (1971), Stollberg (1971) and other authors as ‘group 
phantasies’ of the individual members of a therapeutic group 
represent regressive phenomena seen within the framework of 
the psychotherapeutic group process; they do not preoccupy 
completely all who display them and do not occur in all 
members. Were the group involved as a whole in the same 
phantasies, there is a danger that its members will no longer 
occupy their own differentiated roles. Indeed, if group phan- 
tasies were to predominate excessively there is a danger of the 
well-structured and role-differentiated group disintegrating into 
a ‘crowd in miniature’, 

Group therapy is not however a method of treatment 
exclusively centred on the individual but one that takes social 
relationships very much into account. In group therapy, it is not 


just the individual patient that must be kept in mind; it is not 
individual therapy conducted in a group setting. Rather must 
one take a ‘bifocal’ view, looking at both the participant 
individuals and the group situation. The latter can have an 
inducing effect on the individual, effectively bringing him into 
the therapeutic situation. Group psychotherapy provides for 
those who take part the possibility of both analytical insight and 
a social learning process. 

Following Slavson (1951), we may adopt the following 
classification of group psychotherapeutic methods. 


(1) Activity group therapy 


This is used with children. A special, secure and permissive 
environment is created in which the children can express 
themselves freely through a variety of activities under the 
observation of the therapist. Their verbal and non-verbal 
responses indicate when a start can be made with 
psychotherapy. 


(2) Analytical group psychotherapy 


This is used with patients of all ages and employs only speech as 
its mode of communication. As with individual psychoanalysis, 
it involves ego-analysis, transference, and the analysis of 
resistances, as well as dream analysis (Grinberg et al., 1960; 
Schindler, 1955; Slavson, 1951, 1958). In analytical group 
therapy, however, it is more a matter of analysing conduct 
within the here-and-now of the group situation than of 
traditional content-analysis, which seeks the origin of all 
psychological conflicts in the past history of the individual. 
Thorough ‘working through’ of all individual conflicts is 
scarcely possible in a group situation and it is more a matter of 
detecting and dealing analytically with typical and constantly 
recurring behaviour patterns relating to core-conflicts (Bat- 


tegay). 


(3) Directive group therapy 


This form of treatment embraces all forms of group treatment in 
which the therapist actively intervenes to influence, guide and 
lead his patients. It may thus involve elements of suggestion. 
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(4) Psychodrama 


The idea underlying this therapeutic procedure is that neurotic 
conflicts must be lived out not only through words but also 
through actions (Moreno, 1964). Lebovici (1971) and his 
collaborators have modified this procedure by requiring 
patients not merely to act out their conflicts but also to work 
through them analytically. 


Group activity 


There are various group methods which aim to modify or 
improve behaviour but which are not concerned with deeper 
psychological motivations or with the psychodynamic 
influence exerted by the group upon the individual. Such 
methods (among which may be counted ordinary instruction) 
do not aim primarily to influence the self-generated efforts (as a 
rule unconscious) of the group members but rather at the 
achievement of a didactic or social purpose. They are at the 
most only indirectly of therapeutic significance. 

For these reasons, Sensitivity Training (Garwood, 1967), 
which has its origins in applied group dynamics and the 
psychology of Kurt Lewin, cannot be regarded as a therapeutic 
method in the strict sense. Its purposes are to raise the level of 
social awareness and social contact, and thereby the capacity to 
communicate among members of a Training Group, and it is 
particularly well designed to increase the efficiency of those 
occupying responsible positions in society, Its aims are thus 
predominantly social rather than therapeutic. 

In the same way the Balint Groups, whose aim is to train 
doctors interested in psychotherapy but who are not themselves 
psychiatrists, in making relationships with patients are not 
therapeutic in the narrow sense. Certainly such groups tend to 
disclose false attitudes or psychologically conditioned 
scotomata among the doctors taking part, but their attitudes are 
directed externally rather than internally, as is required in a 
traditional analysis. 

Likewise, a training group in which individual or group 
therapy is taught by an experienced psychotherapist is not in 
itself a psychotherapeutic group. Certainly, false attitudes 
arising from unconscious sources may be detected in the 
beginner working under supervision but here again, as in the 
Balint groups, attention is directed towards understanding of the 
patient rather than the motivation of the trainee, While it is true 
that membership of a training group and supervision by an 
experienced therapist can in themselves have a therapeutic 
effect, itis the didactic task which constitutes the prime object of 
the exercise. 


Group Psychotherapy 


S. H. FOULKES 


Since the dawn of history, all sorts of activities in groups have 
been practised in countless ways as part of the tribal inheritance 
of man, More recently they have been increasingly used under 
the name of ‘group therapy’, thus reflecting the discovery of the 
inherent therapeutic potential of joining a group in active 
co-operation, belonging to it, and being accepted as a member 
with a special role to play. This must be distinguished from 
‘group psychotherapy’ in which the group is constructed in the 
service of psychotherapies of various kinds. 

Midway between the two, stand the so-called ‘encounter 
groups’ that promote get-togethers of suitably selected people, 
under conditions where free and frank human contact and 
interaction is made possible. These range from free discussion 
groups to common bathing, exercising and so forth, with no 
holds barred to physical contact, supplemented by subsequent 
meditating, reflecting and so on. Such groups also use so-called 
psychodramatic techniques, deliberate role-playing and acting 
out of inhibited or otherwise conflict ridden mental provinces, 
combined with talking over-the problems. 

The most consequential types of modern group 
psychotherapy are developments from psychoanalytic 
approaches (especially Freud’s), best described as group 
analysis, or more specifically as group analytic psychotherapy 
from its most methodical and theoretically most far-reaching 
representative. Its principles have been applied to the intensive 
psychotherapy of the following. 

(1) Groups in their natural interaction, e.g. family group. 

(2) Groups treated for the group’s own sake in industry, sport, 
education, etc. 

(3) Larger groups and institutions, so-called therapeutic 
communities, such as hospitals, schools or factories. 

(4) The group analytic group itself which each individual 
joins for his own problems’ sake but in which he can share, 
contrast and work through his experiences in active co- 
operation with the others, under the care and guidance of a 
trained and competent therapist-conductor. 

These groups consist of strangers with no outside contact and 
are composed in view of more general or sometimes more 
specific common background. 

Such analytic groups differ from all the foregoing by their 
comprehensive existential orientation, by taking unconscious 
meaning and relationship fully into account. Though they only 


use verbal means of communication they result in radical and 
lasting changes and in emotional growth. These groups number 
from 5 to 8 people, meeting in an informal circle, regularly for 
one and a half hours, not less than once, optimally two or three 
times weekly. The average duration of a completed course is 
two years, and should only exceptionally exceed three years. 

Multiplication of sessions allows for greater depth and 
intensity but does not appear to shorten the total duration. Those 
who stand the course—with good method and an experienced 
analyst about 90 per cent—often benefit greatly in their inner 
freedom as individuals, overcome much of their disturbed 
behaviour and are able to lead a richer, more satisfactory and 
competent life. The present writer has never in his own 
experience seen anyone who was harmed in any way, including 
the ‘drop outs’ (3-5 per cent). 

Indications are all human problems; psychosomatic and 
behavioural disturbances, unless too severe or acute, For 
certain categories of people or types of problems, specially 
selected groups or in-patient treatment are indicated. 

Group therapy and group psychotherapy are the most 
far-reaching development in modern psychotherapy and of 
particular social significance because they open up the way for 
providing real treatment on a broad scale. In the training of 
psychotherapists, hospital personnel, managers, educators and 
others, it is of great value. 

The most important scientific consequences of all serious 
group psychotherapy is that human problems can be studied 
profoundly as being social, i.e. multipersonal, interpenetrating 
individuals, ‘transpersonal’. The fact that man is a social animal 
has for the first time become amenable to an operational 
approach in psychotherapy. 
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Hallucinogens 


JOHN BUCKMAN 


Hallucinogens are chemicals which produce a disruption of the 
central nervous system resulting in changes in perception, 
mood, thinking and behaviour. Stronger hallucinogens are also 
called psychedelics (meaning mind-expanding or mind- 
manifesting, a term coined by Aldous Huxley). In pharmacolog- 
ical rather than toxic doses, this is accompanied by clear 
consciousness; in stronger doses, the condition may resemble 
psychoses or delirious states. The experience varies with the 
personality of the user, nature of the drug, quantity of the drug 
and setting in which the drug is used. The exact site of action in 
the central nervous system is not known. Some hallucinogens 
are chemically related to synaptic conductors. Sites of action 
seem to be in relation to the collaterals of the reticular formation 
and also the limbic lobes. Thus, the overall effect is a flooding of 
sensory input into the central nervous system accompanied by 
greater vividness and immediacy of all sensory experience. 
There is, at the same time, a heightened emotional response to 
me aon and a conviction of validity of all that one feels or 
thinks. 

Mandell and West (1967) divide hallucinogens into four 
major chemical classes: 

(1) The indole alkaloid derivatives which include tryp- 
tamine, harmine, ibogaine, LSD (lysergic acid diethylamide)—a 
synthetic product of ergot, and psilocybin—from the Mexican 

mushroom. 

(2) The piperidine derivatives which include belladonna, 
atropine, scopolamine, hyoscyamine and phencyclidine. 

(3) Phenylethylamines which include mescaline (from the 
peyote cactus), amphetamine and adrenochrome. 

(4) Cannabinols. These are chemical substances, one of 
which tetrahydrocannabinol has been isolated and syn- 
thesized in recent years and which can be found in a group of 
plants called cannabis which in a different part of the world go 
under the names of marijuana, hashish, bhang, chara and kif. 

The cannabinols are somewhat of a chemical puzzle, having 
properties of hallucinogens, euphoriants and depressants and 
thus not falling clearly into any one of those categories. 


Physiological effects 


(1) Most of the drugs mentioned above are sympathomimetics. 


The overall effect is similar to stimulation of the sympathetic 
nervous system with frequent increase in blood pressure and 
pulse rate, dilated pupils, sweating, palpitation and increased 
tendon reflexes resulting in some ataxia. With marijuana, all 
these may be minimal and there may be no increase in blood 
pressure or pulse rate. LSD produces considerable rise in body 
temperature. 

(2) Many of these drugs are related to chemical conductors 
across the synapses in the central nervous system adrenaline, 
noradrenaline and serotonin). Drugs affect collaterals of the 
reticular formation. The overall effect being overloading of 
sensory pathways into the central nervous system so that the 
person is much more aware of all input such as visual, auditory, 
gustatory, tactile and olfactory. 

(3) As the limbic lobe or the visceral brain plays a part in this 
experience, there is an extra dimension of emotionality 
attached to all sensory stimuli. 

(4) There is inhibition of the more recently acquired path-- 
ways in the central nervous system which are concerned with 
memory, judgment, correlation of information, inhibition of 
sensation, ego defences and postponement of gratification. 
Thus, these drugs have been called primitivizing agents. While 
increasing sensory awareness to the point of sensory overload- 
ing, they decrease the mature functions of the brain and thus the 
individual behaves, feels, thinks and responds much more like a 
small child than an adult, with accompanying increase in 
intuitiveness and spontaneity but with impaired judgment and 
labile mood, 

(5) Hallucinations, if present, are primarily visual from 
simple flashes of light to structured three-dimensional scenes. 

Activity of these drugs varies with different groups of 
compounds. The weakest of the hallucinogens, marijuana, 
which is primarily smoked but may also be eaten, remains 
active in the body for two to three hours. The strongest of these 
compounds, LSD (25 yg may produce a significant psychologi- 
cal response in a normal adult), is active in the body from six to 
eight hours with some physiological and psychological changes 
such as anxiety or passivity persisting for 24 to 48 or more hours. 
The major psychological experience is during third and fourth 
hour which is at the time when the greater part of the drug has 
already vanished from the central nervous system. 
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Psychological effects 


Psychological effects will depend on the following variables: 

(1) Nature of the drug. 

(2) Dose of the drug. 

(3) Personality of the user. 

(4) The setting or the geographical and human environment 
in which the drug is used. 

(5) The purpose for which the drug is used and the user's 
expectations. 

(6) Whether the user is a novice or an experienced user. 

(7) Whether any contaminants are present. 

The unprepared novice may have unpleasant experience at 
the beginning which may be characterized by anxiety, depres- 
sion, nausea, sometimes vomiting, restlessness and increased 
suspiciousness. For the experienced user, the onset of the 
experience with marijuana or a small dose of a strong 
hallucinogen (such as 25 pg of LSD) may be accompanied by 
pleasurable tingling, mild sedation, some euphoria, uniformly a 
disturbance of the sense of time, keener awareness of all sensory 
input such as colours and music, flight of ideas with conviction 
of validity, immediacy and importance of all thoughts accom- 
panied by a great need to communicate them to others, laughter 
and giggling often quite devoid of humour. 

Characteristically, the hallucinogens do not lead to aggres- 
sive behaviour nor indeed do they normally lead to much 
purposeful activity. Rather, they produce often lasting and 
profound attitudes of passivity and dependence, There is a 
subjective feeling of more intuitive communication with others 
and of ability to share thoughts and feelings without verbal 
communication. With larger doses, or with using stronger drugs 
such as hashish or LSD, the user experiences more profound 
disruption of the central nervous system with emergence of 
more bizarre thought processes. There is dissolution of ego 
boundaries and ego defences with emerging primary process 
thinking, disturbances or body image. Sometimes there are 
transcendental, mystical or religious experiences accompanied 
by depersonalization, derealization and oceanic feelings. 


Kinaesthesia and synaesthesia 


Two interesting psychological phenomena based on the 
physiological disruption are kinaesthesia and synaesthesia. 
Kinaesthesia is a feeling of subjective movement of part or 
whole body without objective movement taking place in space. 
A person, while lying still, may be convinced that a limb has 
been moved away from his body and functions autonomously. 
There are also out-of-the-body experiences in which the user 
may see himself floating under the ceiling observing the other 
half of himself lying in bed. In the psychological sphere, the 
same may happen: feelings of parts of one’s mind being 
detached and functioning independently or feelings of 
influence when a user may report his thoughts being controlled 
by an outside agency. There may be feelings of deadness of 
parts of one’s body and even of disappearance of parts of one’s 
body. As the state is fluctuating, the person may experience a 
feeling as if his body were shrinking down to the size of a small 
child or infant. Synaesthesia is a phenomenon of mixing of 
modalities of perception. A person under a hallucinogen drug 
may report seeing smells, tasting sounds, etc. 
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The relation of hallucinogens to neurosis, 
psychosis, delirious states and religious 
experience 


Psychological phenomena produced by hallucinogens have 
been most extensively studied with regards to LSD; Hofmann 
(1968) gave the first description of this type of experience. There 
are also numerous descriptions of the experience produced by 
marijuana; many of these are summarized by Grinspoon 
(1971). 

Regression due to the drug experience is dependent on the 
underlying personality, type and strength of the drug, degree of 
preparation and support during and after the experience as well 
as the setting and expectations, With a weaker drug such as 
cannabinols or with small doses of the stronger psychedelics 
such as LSD, the average normal person will still retain insight 
into the nature of the altered state of consciousness. With the 
stronger hallucinogens and with larger doses (250 pg LSD and 
more), there is greater impairment of reality testing with 
increased delusional thinking. Swings of mood may vary from 
mania to suicidal depression. There may be disorientation in 
time, place and person. If the anxiety produced by this 
disruption is overwhelming, a brief or indeed a prolonged 
psychotic break may be the result. The danger seems to be 
greater if any one of these drugs is taken in combination with 
some of the amphetamines and then the risk of a paranoid 
psychosis is indeed considerable. 

Masters and Houston (1966) described numerous religious, 
mystical and transcendental experiences induced by 
halucinogens. 


Potential for abuse 


Jaffe (1965) distinguished between drug experimentation, drug 
abuse and drug addiction, Although this group of drugs are not 
addictive, the hallucinogens possess some potential for depen- 
dence in susceptible individuals. There may be numerous 
reasons why any one individual may be tempted chronically to 
use some of these substances. Among the reasons are a sense of 
belonging, of heightened awareness and of group identity, 
Other motivational factors are rebellion, self-exploration, 
escape from reality or search for a religious experience, Others 
use them to mask underlying neurosis or psychosis. 


Potential for therapy 


Cannabis has been used for several thousand years as an 
allegedly efficient method of treating a host of conditions such 
as migraine headaches, labour pains, bronchitis, malaria, 
absentmindedness, depression, loss of appetite, listlessness and 
sleeplessness. 

Some of these claims are obviously unfounded but further 
research is contemplated to assess the value of these com- 
pounds in some conditions such as depression, anxiety and 
insomnia. LSD and other hallucinogens have been used in 
psychiatry, and Buckman (1968) has described the use of LSD as 
an adjunct to psychotherapy either through uncovering of 
unconscious material or through producing a transcendental or 
mystical experience. 
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Heredity 


JOHN SCOTT PRICE 


In the rather limited space allocated to this chapter | can dolittle 
more than give an illustrated bibliography, and I shall make it a 
personal one, concentrating on those books which | have found 
helpful or stimulating. For those who have not yet studied 
genetics, the book by Carter (1962) will be helpful, as with that 
by Clarke (1964); these are both by medical men and give an 
account of basic genetics first and then relate these fundamen- 
tals to human disease. 

Having mastered the elements of genes and genetic variation, 
the reader should not delay too long before reading the work of 
the guru of psychiatric genetics, Eliot Slater. Together with his 
co-worker, Valerie Cowie, he has summarized the whole field 
of psychiatric genetics (Slater and Cowie, 1971) with great 
lucidity; fortunate indeed is the student of psychiatric genetics 
who is born after this book was published. More for the 
connoisseur are the collected papers of Eliot Slater (Shields and 
Gottesman, 1971) among which the autobiography is of 
particular interest. | am not sure to what extent the book by 
Slater and Cowie has made The Biology of Mental Defect by 
Penrose (1966) redundant; | suspect not very much and that 
future readers will find Penrose as illuminating as | did. 

A little extra material may be found in the first volume of the 
International Journal of Mental Health (1972) edited by Nikki 
Erlanmeyer-Kimling. This contains an account by David 
Rosenthal of the Americo-Danish studies of adopted children, a 
method which modern birth control is likely to render unique. 
Initiated because of persistent American disbelief in any genetic 
influence on human behaviour, these investigations have not 
only confirmed the evidence derived from twin studies but have 
provided a unique opportunity to study the effect of parental 
handling on personality development, separated from any 
genetic connection between parent and child. At the present 
time Scandinavia may be said to be the psychiatric genetic 
workshop of the world, and that remark cannot pass without 
mentioning Norway and recommending the best twin study so 
far carried out in psychiatry (Kringlen, 1968). nile 

In the classical psychiatric genetic studies, the beginning is a 
population of patients characterized by a particular type of 
mental disease. Some investigators choose severe and typical 
forms of disease, and ensure that the results are not bedevilled 
by the difficulties of classification in psychiatry; more recent 
workers have adopted an epidemiological approach, and 


studied samples of all patients classified in a certain way. These 
latter studies inevitably include some milder illnesses and in 
general they have found the influence of heredity to be less, 
although still appreciable in most illnesses. 

In psychological genetics, samples of the general population 
are studied, These are of interest to the medical psychologist 
because, of course, there are few members of the general 
population: who are free from psychopathology; estimates 
depend on the definition of that word, but rise as high as 85 per 
cent and average out at about one third—and if one includes 
such foibles as touch aversions and déja vu experiences it must 
be just about universal. The individual with a neuroticism score 
of zero is an extremely abnormal human being. Studies in this 
field have concentrated mainly on the dimensions of neureti- 
cism and extraversion. 

An unusual insight into the effect of genotype is provided by 
identical twins reared apart. There have been three studies, all 
of good quality (Newman, Freeman and Holzinger, 1937; 
Shields, 1962; and Juel-Nielsen, 1965). | find that the best way 
to read these books is to keep them by the bedside and read 
about one pair of twins every night. 

Dogs, too, are far from stable, and have the advantage that 
their instability can be studied experimentally and their 
breeding controlled. The outstanding work in this field is by 
Scott and Fuller (1964). So far there have been no genetic 
studies on monkeys. Large-scale experiments have been 
carried out in rodents, so that it has been possible to bring to 
bear on the data the formidable armoury of quantitative genetic 
theory. The Birmingham school is foremost in this field (e.g. 
Broadhurst, 1967). A certain mathematical flair is necessary 
here, and | am not one of the fortunate ones: therefore | will 
make no further comment except to point out that the American 
and English schools use a different mathematical notation, 
which makes a difficult subject even more confusing. Regard- 
less of how much mathematical ability the reader may have, | do 
not think he will regret at least skimming through Fisher's 
classical work Genetical Theory of Natural Selection. He 
emphasizes the fact that genetics is the study of variation, for he 
was not only one of the pioneers of genetic theory, but also 
invented the elegant statistical method known as the Analysis of 
Variance—use of which is, after fifty years, slowly passing into 
medicine from agriculture. 
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The analysis of how much variation in any given population is 
due to hereditary factors is only one of many fascinating 
questions in the field of genetics. How did the variation arise in 
the first place? How is it maintained? How is it changing over 
time? How does it interact with environmental variation? This 
latter is one of the most important questions in psychiatry today. 
In his Sketches of Moral Philosophy Sydney Smith wrote in 
1850: 


‘If you choose to represent the various parts in life by holes upon a 
table, of different shapes—some circular, some triangular, some square, 
some oblong—and the persons acting these parts by bits of wood of 
similar shapes, we shall generally find that the triangular person has got 
into the square hole, the oblong into the triangular, and a square person 
has squeezed himself into the round hole. The officer and the office, the 
doer and the thing done, seldom fit so easily that we can say they were 
almost made for each other.’ 


If all the parts were round, but a proportion of the players 
were square, and mental illness were due to square pegs in 
round holes, then mental illness would be entirely genetically 
determined. If, on the other hand, all the players were round, 
but a proportion of the parts were square, mental illness would 
be entirely environmentally determined. In either case we 
would be in great difficulties. But if each shape of player 
equalled in number each shape of part, and the players were 
scattered randomly among the parts, then in our analysis mental 
illness would be found to be due to genotype/environment 
interaction. This means, of course, that if some Great Caster 
were to allocate players appropriately to parts, mental illness 
would be eliminated. We do not know at the moment how 
much, if any, of mental illness is due to genotype/environment 
interaction, but it is clearly important to find out, and to identify 
the personality or other human traits which correspond to 
roundness and squareness, and likewise the environmental 
factors which are their complements. 

Does it pay to vary? In genetic terms this means, does it 
increase one’s chances of bearing children and rearing them to 
maturity if one deviates from the mean of the population in any 
characteristic? Probably it pays to be left-handed if everyone 
else is right-handed, and there may be many more examples; 
today, of course it pays to be of low social class, but the 
conditions of today are rather exceptional. The classical 
examples of ‘it pays to be different’ are the mimetic butterflies, as 
on the whole mimics are more successful if they are rare. | 
cannot help at this stage recommending Wolfgang Wickler’s 
book Mimicry in Plants and Animals (1968) whose message 
can be summed up in the phrase ‘If a species has developed a 
useful adaptation, look hard and you will find a mimic’. 

Variation from the mean may not be advantageous to the 
individual but it might be vital for groups’ survival. For instance, 
it must be good for a group if the members look different so that 
they can recognize each other. For various reasons there are 
probably advantages to the group arising from variations in 
physical attractiveness. Variations in idealogy are probably 
important for group splitting, which is a necessary condition for 
the operation of natural selection between groups. This concept 
of group selection is a very controversial one in biology, and at 
the moment the weight of opinion is against it. 

Regardless of its status in zoology, | think it is an important 
and heuristic concept in human psychology. It is expounded in 
a fascinating book by Keith (1968). Sir Arthur Keith was a 
surgeon, and he may seem a surprising choice of author for an 
important book on human behaviour, but he was Curator of the 

Museum of the Royal College of Surgeons, and travelled widely 
in the primitive world in search of specimens. Formerly it had 


been thought that primitive tribes merged imperceptibly into 
each other, but Keith observed that the boundaries were very 
distinct and that neighbouring tribes were often divided by 
marked differences in language, ideology and custom; 
exogamy occurred only within these tribes. 

These observations led him to suppose that whereas the 
competitive tendency -of man has been evolved through 
selection between individuals within groups, the co-operative 
tendency has been evolved by selection between groups. In 
order for this to occur, two things are necessary; whole groups 
must perish spontaneously or be massacred very frequently, 
possibly as often as once per generation; and the remaining 
groups must divide equally frequently to replace those that have 
perished. If this theory is correct, the mechanics of group 
division must be just about as fundamental as the mechanics of 
cell division, and in groups such as our own which are not 
allowed to divide it is interesting to speculate whether these 
mechanisms might be operating abortively. 

Another supporter of group selection is Wynne-Edwards, 
whose book Animal Dispersion in Relation to Social Behaviour 
(1952) must rank high on any psychology reading list. Wynne- 
Edwards has made what may well be the greatest advance in 
evolutionary theory since the discovery of the gene. Moreover 
his contribution is very relevant to psychology, and to 
psychiatry in particular. Basing his arguments partly on data 
from fishing and partly from his own observations on the 
Scottish Red Grouse, he postulates that, far from competing for 
food in the remorseless evolutionary struggle of the Darwinian 
model, animal species control their numbers in the midst of 
plentiful natural resources, They do this by competing in a 
conventional way for conventional goals; that is, the competi- 
tion consists of conventional behaviour and the goals are only 
such because of the psychological attitude of the members of 
the species towards them. 

Wynne-Edwards also suggests that the winners of his 
conventional competition enjoy good mental health while the 
losers are particularly liable to mental disorder. He considers 
that this behavioural mechanism is fundamental to the whole 
vertebrate subphylum, and probably extends even more widely 
in nature. Personally | find Wynne-Edwards’ arguments cogent 
and stimulating, and | should think his general thesis is so 
important for the mental health field that his work should be 
studied carefully, if only so that the student can explain why he 
thinks the arguments are wrong. 

T. H. Huxley, the great nineteenth century biologist and 
proponent of Darwinism, remarks in his memoirs that he 
suffered at one time from a spell of severe depression which he 
successfully treated by walking in the Alps. He says that 
although the depression had no apparent cause, he felt morally 
(which in those days meant psychologically) defeated for the 
first time in his life. Perhaps he was suffering from a spontaneous 
attack of Wynne-Edwards’ conventional defeat. 

Another very eminent biologist to suffer from depression was 
Francis Galton. He commented that depression was to the brain 
what a sprain was to the ankle—incapacitating. It would not be 
amiss to end this article with a recommendation to read the 
work of Galton, who founded the study of human genetics and 
statistics among other things. It is strange to think that before 
Galton mankind had no concept of correlation, although it was 
Galtgn’s student and friend (and most detailed biographer) Karl 
Pearson, who worked out our present correlation coefficient. 
Pearson, a keen geneticist, also carried out around the turn of 
the century what is probably the best study of the effect of 
parental alcoholism on children’s school performance. Return- 
ing to Galton, it cannot really be said that any of his books is not 
worth reading, but the uninitiated might well start with Enquiry 
into Human Faculty published in 1883. 
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Hope 


EZRA STOTLAND 


The power of hopefulness to inspire action is evident in the 
language and behaviour of every man. Yet the significance of 
hope for human behaviour and experience has been noted only 
by a few theorists in psychology or psychiatry. This paper will 
sketch out some of the determinants and consequences of hope 
which | have documented in the Psychology of Hope (1969). 

The degree of hope means a person's expectations of 
attaining a goal. In this definition, the goal may be important or 
trivial, immediate or future; a positive one or one consisting of 
escape from or avoidance of a negative situation. With hope, a 
person will act to attain a goal and will experience positive 
effect, joy, in direct proportion to the importance of the goal and 
to the person’s degree of hope. As a goal is approached and the 
person becomes increasingly confident of attainment, his 
activities and joy will increase. (An apparent paradox occurs in 
which a person strives for a goal mainly because of the difficulty 
in attaining it. The actions of such a person are not, however, 
really contradictory to our theme because the ostensible goal is 
merely a step towards the ultimate goal of enhanced pride or 
self-confidence.) On the other hand, without hope people may 
not even act to live. 

If an individual is hopeless about an important goal, he 
experiences anxiety. His motivation to escape the anxiety 
sometimes leads him to reduce the psychic importance of these 
goals. If these now unimportant goals were originally very 
important to him, he may become less anxious but apathetic 
and depressed. If something then occurs to increase his 
hopefulness somewhat, he may then regain them as goals but 
become anxious again, unless his new hope becomes very 
great. Ironically, then, a little hope can lead to anxiety. The 
violence that has often occurred in the world-wide revolution of 
rising expectations may be a result of increased anxiety resulting 
from small increases in hope. Another way of escaping anxiety 
is to turn to more attainable goals, such as subgoals which might 
ultimately lead to the attainment of the long-range goals; or to 
turn to extremely short-range, even momentary goals, as do the 
impoverished or moribund. Ironically, such an absence of real 

hope for the attainment of long-range goals may sometimes 
paradoxically lead to the expression of wild, completely 
unrealistic hopes—so wild that they can only bespeak an 
escape from a hopeless reality (Fromm, 1968). 

An individual’s degree of hope about his goals in general or 


about a particuar goal stem in part from his perception of his 
previous degree of attainment of similar goals. He may have 
perceived his past attainments or failures as the outcome of his 
own efforts, or of other people’s actions, or of still other factors, 
such as fate or a deity. Accordingly, in order to understand how 
past success or failure have influenced a person's present 
degree of hope, it is necessary to know how he interpreted his 
past degrees of success. Nevertheless, in Western society, 
people most frequently base their expectations of future goal 
attainment on their perceptions of the efficacy of their own 
actions. Consequently, the more effective a person has been in 
the past, the more likely he is to attempt to attain goals, and set 
higher goals, since high hope leads to more action to attain 
goals. For many goals increased effort raises the likelihood of 
attainment. In such cases, success will breed success, and 
failure will breed failure. A person who has been successful, 
especially if his successes have followed failures, will react to 
setbacks as temporary and will persist. Setbacks are catas- 
trophic for a person with a history of failure. Benign or vicious 
circles of success or failure may be at the core of many shortand 
long-range episodes in life, including the totality of life itself. 

Vicious circles of failure can be seen in the careers of chronic 
schizophrenics. Regardless of whether the cause of schizo- 
phrenia is ultimately found to be physiological, experiential, or 
both, initial failures due to schizophrenic behaviour lead to 
increased failures, providing more withdrawal and inappro- 
priateness. 

Since for most people action, especially action with 
immediately perceivable consequences, has been associated 
with goal attainment, an individual tends to feel more hopeful 
when he acts effectively, even when he acts in a way which is 
not directed at attaining his most important immediately salient 
goal. In order to escape anxiety, a person might thus engage in 
one or more of a whole range of possible actions depending on 
his past experiences. Hope can be reduced and anxiety 
increased by perceived inability to act, even in inconsequential 
ways. Thus, anxiety is increased by confinement, restriction of 
physical movements, irresolvable intrapsychic conflict, great 
ambiguity of external cues for action, etc. Hospitalized patients 
whose freedom is restricted may become hopeless partly 
because of the constraints and ambiguities of their situation. 

A person's hopefulness can also be influenced directly by 
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communications from other people. Encouragement or dis- 
couragement from others can directly influence motivation to 
act to achieve goals. Persons with emotional difficulties are 
especially vulnerable to communicated expectations, since 
they have so little confidence in their own abilities. Reactions of 
family and friends, public agencies, hospital staff, etc. both 
subtle and explicit, can deeply influence one’s degree of hope. 
The person’s sensitivity is especially significant since many of 
the people around him often react with fear or loathing. 
Sometimes hopeless expectations are inadvertantly communi- 
cated by the application of the medical patient role to mental 
patients since this role entails passivity, reduction of personal 
responsibility, dependency, etc. Thus ‘helping’ a patient may 
just lead him to despair of ever being able to help himself. 
Accordingly, many of the reactions of hospitalized patients, 
especially those who are forcibly kept in hospitals, reflect a 
great hopelessness. 

One extremely important type of goal about which a person 
may vary in his degree of hopefulness is the goal of overcoming 
some emotional problems, i.e. the goal of therapy. This goal is 
notin any basic way different from the goals implied above; and 
the factors which influence the degree of hopefulness with 
respect to goals in general also influence the goal of freedom 
from psychic disturbance. Thus, any process which increases a 
patient’s hopefulness while confronting his problems will assist 
therapy. For example, the patient's hopefulness while confront- 
ing his problems will assist therapy. For example, the patient's 
active involvement in the therapy or in even only indirectly 
related activities can enhance its effectiveness. The patient's 
perception that he has made some progress or that he has 
resolved even a small part of his problem will encourage himto 
move toward a solution of the major problem. 

In addition to the effects of others’ expectations, hopelessness 
can be influenced by a person’s perception of the degree of 
attainment of goals by others who are similar to him or who are 
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members of the same group as himself. One patient's seeing 
other similar patients improve or regress can directly influence 
the former’s hopefulness and therefore his progress. A 
therapist's communication of sincere hope, combined with full 
awareness and appreciation of the patient's felt difficulties, is 
effective, provided it does not raise false hopes of an easy route 
to cure. The power of such therapists’ expectations was 
recognized by Freud, and attested to by observations of 
primitive psychiatry, ‘faith cures’, and placebo effects (Frank, 
1961). The effectiveness of many new forms of therapy is often a 
result of the enthusiasm of its pioneers. In hospitals the 
hopefulness of the staff can greatly affect patients, and can be 
communicated in numerous direct and indirect ways, such as 
through administrative procedures, like granting of the freedom 
of the open door, the genuine giving of responsibility, placing 
heavy demands on the patients, allowing them to succeed at a 
variety of tasks, etc. On the other hand, no one type of success, 
no one type of encouragement can successfully instil a high 
general overall level of hope-only a variety of hope-instilling 
experience can do so. The ways of instilling hope may entail a 
certain degree of harshness. Yet, the patient does better if treated 
with more respect than sympathy. Also these ways of giving 
hope sometimes ‘avoid’ direct confrontation with a patient's 
difficulties. After the person has begun to enjoy the fruits of his 
self-fulfilling hopefulness, he is better able to face difficulties 
directly. 

In sum, hope is a powerful factor in many, if not most aspects, 
of human experience and action. 
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Humour 


JEFFREY H. GOLDSTEIN 


Humour is the process by which an individual finds the 
relationship between two or more physical or psychological 
elements amusing. The amusement is most often accompanied 
by laughter or smiling. Since humour is an intra-individual 
psychological process, it follows that stimuli in and of them- 
selves do not possess the quality of being funny. A joke is a 
stimulus configuration, consisting of two or more elements, in 
which a person finds amusement. 

According to current cognitive theories of humour (Berlyne, 
1964; Goldstein and McGhee, 1972; Koestler, 1964; Shultz, 
1972), a stimulus can only be seen as humorous if it contains 
two or more elements which, in relation to one another, are 
ambiguous, novel, surprising or incongruous, or, if a stimulus is 
ambiguous, novel, surprising or incongruous in relation to some 
psychological, cognitive element provided by the percipient. 
Once an ambiguity, novelty, etc., is perceived, the individual 
will, according to cognitive theory, be motivated to seek to make 
maximal simplicity and meaning from the elements. Upon 
achieving this meaning (that is, upon reducing the ambiguity, 
novelty, etc.), a feeling of mastery and pleasure will ensue. 

These processes are similar to those involved in most types of 
non-humour problem-solving. In working a crossword puzzle, 
for example, an individual is confronted with an ambiguity, 
such as having to find an additional word for a given meaning. If 
the answer is known to him, he should feel pleasure at having 
met the challenge. The answer, if unknown, may be surprising 
or novel once it is looked up, and the individual must somehow 
assimilate these various elements into his cognitive structure. 

Humour differs in at least one primary respect from such types 
of problem-solving, and that is in the way in which the feeling of 
mastery is expressed. When there are environmental cues 
presentwhich suggest that the particular problem to be solved 
should be perceived as humorous, then the resolution of the 
problem will be accompanied by laughter or smiling (McGhee, 
1971). 

When such cues are absent, the resolution of the problem is 
not perceived as funny and no smile or laugh occurs, although a 
positive emotional feeling may still be experienced. 

Unambiguous cues which indicate that a particular stimulus 
is to be perceived as a joke may be verbal or situational. If 
someone began a conversation by saying ‘Have you heard the 

one about... ”, it should be fairly clear that a joke is forthcoming. 


If one encountered a line drawing with a verbal caption beneath 
it in Punch, it would indicate that this particular stimulus 
configuration should be perceived as a humorous one. 

In situations in which such cues are ambiguous, the 
percipient is likely to seek additional information before 
responding, perhaps by asking ‘Are you kidding?’ or ‘Is that 
supposed to be funny?’ 

While the above interpretation is largely cognitive, a number 
of non-cognitive theories of humour are also prevalent in the 
psychological literature, the most notable being psycholanaly- 
tic theory (Freud, 1905). The several forms of humour discussed 
by Freud represent various means of economically expressing 
psychic and repressed energy, thought or feeling. 

Psychoanalytically, humour is seen as a functional process 
aimed at the maintenance of conative, cognitive and affective 
equilibrium. For example, since societies tend to regulate the 
expression of aggressive and sexual drives, aggressive and 
sexual humour serve to reduce the strength of these drives and 
keep them at a socially acceptable level. Sexual and aggressive 
humour, then, serve as a secondary outlet for sexual and 
aggressive repressions and maintain an equilibrium of psychic 
(sexual and aggressive) energy. 

Research on these two major theoretical interpretations of the 
dynamics of humour (cognitive and psychoanalytic) is 
equivocal at present, empirical support having been obtained 
for both explanations (Berlyne 1964, Chapman and Foote, in 
press, and Goldstein and McGhee, 1972, for reviews of the 
literature). The primary difference between the two schools of 
thought lies in their emphasis on different aspects of the humour 
situation. The cognitive school tends to focus attention on the 
formal structure of the stimulus, (its novelty, incongruity, 
ambiguity or complexity) whereas the psychoanalytic school 
concentrates on the thematic content of humour (emphasizing 
the importance of sexual and aggressive themes) and the 
psychological and motivational states of the percipient. 

Since humour is a perceptual-cognitive or perceptual- 
cognitive-motivational process, according to the cognitive and 
psychoanalytic schools, respectively, it most often entails a 
unique or atypical means of looking at an object, situation or 
experience. Because of this characteristic, humour has been 
seen as a ‘liberation’ from the more usual and formal modes of 
mental activity (Mindess, 1971). The self-disparaging humour of 
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oppressed people, for example, may function to minimize 
feelings of oppression by finding in the situation some 
incongruity which may be perceived as funny. While the 
psychoanalytic school tends to interpret such humour as a form 
of masochism or identification with the oppressor, it may 
instead represent an attempt to lessen one’s burdens by seeing 
them from a different perspective, thus temporarily releasing 
people from their intolerable situations. 

The question of intrapsychic dynamics aside, humour also 
functions ina larger social context. Itis a means of communicat- 
ing information about one’s thoughts and feelings to others in a 
fairly subtle fashion. Humour serves to temporarily offset more 
formal modes of interaction by breaking down social barriers 
between those sharing a humorous experience. At the same 
time, humour may erect barriers between those who share a 
joke and those towards whom itis directed. Humour functions, 
then, to increase in-group solidarity while disparaging an 
out-group (see Marineau, in Goldstein and McGhee, 1972). 
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Hypnosis 


LEON CHERTOK 


Hypnosis has been known to man from the earliest historical 
times, when it was mainly employed by the priests for 
therapeutic purposes. For the general public it has always been, 
and still remains, shrouded in mystery, and the magical aura 
with which it is thus invested arouses at the same time both 
fascination and fear. 

Hypnosis is a special state of consciousness which, in spite of 
the numerous experimental studies undertaken since the late 
eighteenth century, has not as yet been satisfactorily explained. 
Some of its aspects are, however, now better understood in the 
light of more recent research. The relationship established 
between the hypnotist and the subject is in fact the oldest 
form of interpersonal psychotherapeutic relationship. 
Psychoanalysis was very largely founded on the critical study of 
this relationship, and has in turn contributed to the elucidation 
of the determining psychological mechanisms here involved. 
The hypnotic state, which is specifically psycho-physiological 
in its nature—situated as it is at the conjunction of body and 
mind—provides a fertile field for research on the part of 
investigators in various branches of medicine and the human 
sciences, e.g. physiologists, psychologists, psychiatrists, 
psychoanalysts. 

When the nature of hypnosis has been fully elucidated, it may 
well provide a valuable means of investigation, contributing toa 
better understanding of many psychosomatic, psychological 
and psychopathological problems. 


From animal magnetism to the Nancy and 
Salpetriere Schools 


In the absence of any satisfactory explanation of hypnosis, an 
exact definition is obviously impracticable. Of the various 
descriptions of the hypnotic state that have been advanced, the 
most detailed appears to be that formulated in 1955 by a 
Subcommittee of the British Medical Association as follows: 

A temporary condition of altered attention in the subject which may 
be induced by another person and in which a variety of phenomena 
may appear spontaneously or in response to verbal or other stimuli. 
These phenomena include alterations in consciousness and memory, 
increased susceptibility to suggestion, and the production in the subject 
of responses and ideas unfamiliar to him in his usual state of mind. 


Further, phenomena such as anaesthesia, paralysis and rigidity of 
muscles, and vasomotor changes can be produced and removed in the 
hypnotic state. (Br. med. J. (1955). Suppl., 23 April, p.191). 

In spite of its great antiquity, however, it was not until 1776 
thathypnotism (under the name of ‘animal magnetism’) was first 
subjected to experimental study by Franz Anton Mesmer. He 
came to believe in the existence of a universal ‘fluid’ which 
could be transmitted by one person to another: by means of 
‘magnetic passes’, the operator induced convulsive attacks, 
thus effecting a more harmonious and curative distribution of 
the fluid in the patient's body. While these theories of Mesmer’s 
were without any scientific foundation whatever, they neverthe- 
less for the first time raised the question of a dynamic 
interpersonal relationship between the patient and his therapist. 

In 1784, in the midst of impassioned debates on animal 
magnetism, Louis XVI appointed a commission of eminent 
scientists to inquire into the validity of Mesmer’s assertions. In 
two famous reports, based on a very detailed and thorough 
investigation, the members of the commission condemned 
animal magnetism; they concluded that the ‘fluid’ was non- 
existent, and attributed to imagination a certain number of 
physiological and therapeutic effects obtained by this method. 
Thus, in emphasizing the power of imagination, they unwit- 
tingly anticipated the advent of psychological medicine. In the 
same year one of Mesmer’s pupils, de Puysegur, described 
artificially induced somnambulism without convulsive attacks, 
which allows verbal communication with the subject. He 
thereby introduced verbal psychotherapy. 

The inception of a new, more scientific period was due to the 
work of a Manchester surgeon, James Braid (1843), who 
introduced the word ‘hypnotism’ (from the Greek hypnos, 
sleep). He definitively rejected the theory of a ‘fluid’ and gave a 
new interpretation of the observed facts in terms of 
neurophysiology. For the induction of the hypnotic state he 
replaced the technique of ‘passes’ by that of fixing the gaze ona 
bright object; and he later conceded the possibility that 
induction could also be achieved by verbal suggestion. 

It fell to a French country practitioner, A. A. Liébeault, to 
carry still further Braid’s line of reasoning, when (from 1860 
onwards) he was experimenting with hypnotism in Nancy. He 
emphasized the psychological aspect of hypnosis and the 
fundamental importance of suggestion. His work, unrecognized 
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for many years, eventually (in 1882) aroused the interest of H. 
Bernheim, a professor in the Faculty of Medicine at Nancy, who 
himself proceeded to experiment in this field. Together with 
Liébeault, Bernheim established in 1884 the Nancy School, the 
first to undertake in a strictly scientific spirit the systematic 
clinical and experimental study of suggestion and hypnosis. In 
opposition to this School's psychological orientation, J. M. 
Charcot and his School of the Salpetriere propounded a strictly 
physiological approach and a somatic theory of hypnosis, 
asserting that objective physical signs were present in the 
hypnotic state. 

During the decade 1880-90, which was marked by the bitter 
conflict between the two Schools, a profusion of nascent and 
fruitful ideas, and a vast expansion of research, attracted to 
France a large number of foreigners. Amongst these was Freud, 
who was able to derive benefit first from Charcot’s lectures (in 
1885-86), and later from those of Bernheim (in 1889). The 
teachers of both Schools exerted upon him a decisive influence, 
which led him on his way towards the discovery of 
psychoanalysis. 

Charcot’s death in 1893 heralded the decline of hypnosis: in 
France, where this amounted to all but a total eclipse, Pierre 
Janet alone continued to show interest in the subject. In other 
countries, this decline was less pronounced; there was in facta 
limited revival following World War I during which hypnosis 
had proved of some value in the treatment of certain neurotic 
reactions in combatant soldiers. Further research on hypnosis 
was subsequently undertaken, principally in the USA, and by 
the Pavlovian School in the USSR. It was not, however, until the 
end of World War II that there occurred, again mainly in the 
USA, an appreciable increase in the number of investigations 
carried out in this field. 


Contemporary theories 


It is possible to distinguish three main trends in the search for a 
theoretical explanation of hypnosis, based respectively on 
physiological principles, experimental psychology, and 
psychoanalysis. 


Physiological theories 


The physiological theories are centred on the Pavlovian 
School's views on the relationship between sleep and hyp- 
nosis—the latter being regarded as a state of ‘partial sleep’. It is 
postulated that, while in normal sleep there is a generalized 
inhibition of the cerebral cortex, specific ‘waking points’ remain 
responsive in certain areas, thereby permitting selective com- 
munication with the external environment; for example, a 
mother who, fast asleep, does not react to loud noises in 
general, is nevertheless promptly awakened by the (even feeble) 
crying of her baby. In hypnosis, on the other hand, itis assumed 
that ‘waking points’ which are artificially induced allow 
communication (‘rapport’) between subject and practitioner. 
Hypnosis is thus regarded as a state intermediary between 
waking and sleep—a state of partial sleep or partial cortical 
inhibition—comprising ‘hypnoidal stages’ of suggestibility, 
which may be accompanied by various physiological changes 
such as are not normally seen in the waking state. T. 

According to the Pavlovian School, the existence of waking 
points’ is confirmed by experimental animal physiology; for 
example, a dog conditioned to respond to a specific sound 
alone, and remain insensible to all other sou nds, irrespective of 
their intensity. 
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It would, at all events, certainly seem difficult to extrapolate 
the results of experiments on non-human vertebrates, as to their 
possible relevance to human experience. Indeed, as Pavlov has 
himself frequently emphasized, although human speech 
undoubtedly constitutes one kind of signal or ‘stimulus’, its 
nature is neither quantitatively nor qualitatively comparable 
with that of a physical stimulus. Moreover, electroencephalo- 
graphic data have provided no evidence in support of a similarity 
between hypnosis and sleep. 


Experimental psychology 


The absence of physical signs in the hypnotic state obviously 
led eventually to the rejection of Charcot’s somatic theory, in 
favour of Bernheim’s contention that everything in hypnosis is 
attributable to suggestion. Starting from their acceptance of this 
viewpoint the experimental psychologists, particularly C. L. 
Hull in the USA about 1930, applied themselves to the study of 
suggestibility as a single dimension. They regarded it essentially 
as a form of ‘learning’; it could be said that hypnosis was in fact 
about to lose its specific status. Subsequently, however, 
researchers in this field were compelled to modify their earlier 
view, and to concede a certain qualitative difference between 
suggestibility and hypnosis, and that suggestibility is not the 
cause, but a consequence, of the hypnotic state. Innumerable 
investigations are currently in progress in the USA, with a view 
to determining the behavioural characteristics specific to 
hypnotized subjects. Orne believes that by eliminating all 
‘artefacts’ by which he means all that derives from the 
socio-cultural influences of a given period and from the 
elements communicated consciously or unconsciously by the 
hypnotist, we shall be able to isolate and identify the very 
‘essence’ of hypnosis. 

Experimental psychologists have been particularly con- 
cerned with the question of individual variations in hypnotiza- 
bility (hypnotic susceptibility). Broadly speaking, there are three 
main stages of hypnotic trance: light, medium, and deep. Only a 
relatively small number of subjects (less than 5 per cent of the 
general population) are susceptible to induction into the deep, 
or so-called ‘somnambulistic’, trance, in which the subject 
retains the ability to keep the eyes open, and to walk about and 
behave apparently normally, but responds obediently to the 
suggestions made by the hypnotist. No correlations have been 
found between hypnotizability and physical or psychological 
constitution (e.g. extraversion-introversion, race, Sex, social 
status, intellectual capacity, etc.). The study of superficial 
behaviour patterns cannot in itself hope to elucidate this as yet 
unresolved mystery. Some experimental psychologists, notably 
E. R. Hilgard, are beginning to take into account the subject's 
personal history and his unconscious motivations. They are in 
this way starting to establish lines of communication with the 


psychoanalysts. 


Psychoanalysis 


Since Freud's day, the application of psychoanalytic theory to 
the study of hypnosis has of course undergone further evolution. 
Originally, the hypnotic state was explained in terms of the 
instinctual needs of the subject. Its various aspects were 
attributed essentially to ‘transference’, i.e. the process by which 
emotions experienced by the individual in infancy in relation to 
parents and parent substitutes (‘figures of authority and protec- 
tion’) can later be transferred to another person by unconscious 
identification. 

In the present context, the subject transfers onto the hypnotist 


230 HYPNOSIS 


an attitude of absolute submissiveness and obedience. The 
psychoanalytic concept of transference represents an important 
contribution to the understanding of the interpersonal hypnotic 
relationship (between subject and hypnotist) and its 
psychotherapeutic application, although it has failed to provide 
the key to the specific nature of the hypnotic process. 
Subsequently, several psychoanalysts have attempted to formu- 
late a theory of hypnosis which takes into account both 
psychological (unconscious motivational), and physiological 
(sensorimotor) factors. On the basis of experimental evidence, it 
has been postulated that the hypnotic state can be induced not 
only by ‘psychological’ (interpersonal) means, but also by 
impersonal, purely ‘physical’, sensory-motor procedures, i.e. 
without a hypnotist, and therefore without transference. This in 
turn led some investigators to make a clear-cut distinction 
between the process of hypnotic induction and the hypnotic 
state itself, which differ on both psychological and physiologi- 
cal levels (Kubie and Margolin, 1944). 

The possibility of the interpersonal relationship raises the 
controversial question of the role of transference in the hypnotic 
state, Thus, while Gill and Brenman (1959). maintain that 
transference is an essential component of true hypnosis, Kubie 
(1961) contends that it is but a secondary, concomitant 
phenomenon—the consequence and not the cause of the 
hypnotic state—which may or may not be present. According to 
Kubie, the specific nature of hypnosis is not confined to the 
purely psychological level, but is essentially psycho- 
physiological. When its mechanism is understood it will, he 
believes, provide ‘one of our most important tools for the study 
of normal sleep, of normal alertness, and of the continuous 
interplay among normal, neurotic and psychotic processes’, 


Technique and therapeutic applications 
Technique 


The technique of hypnotic induction comprises several different 
procedures whose effectiveness varies according to the prac- 
titioner and to their adaptation to the subject's personality. 
Generally speaking, however, it is necessary that certain basic 
conditions are wholly or in part fulfilled. 

(1) Attenuation or exclusion of external stimuli, in order to 
provide for the patient a situation conducive to relaxation and 
sleep (whether he is lying down or seated in an armchair). 

(2) Fixation of the patient's attention visually on an object. 
(Fixation by ‘fascination’ or eye-gaze, well known to the public 
through its use by stage-hypnotists, belongs to the realm of 
folklore, and is not employed in scientific research or in medical 
practice), 

(3) Auditory stimuli: these are usually pure verbal sugges- 
tions, repeated in a monotonous voice. (The authoritarian 
intonation and attitude widely employed in Bernheim’s day has 
been replaced by a more flexible approach, appropriate to the 
individual case.) 

(4) The establishment of a satisfactory doctor-patient rela- 
tionship, especially where it is intended to employ hypnosis 
therapeutically. 


Therapeutic effect 


The therapeutic effect of hypnosis is usually brought about by 


verbal means, although it may sometimes be implemented 
non-verbally. Indeed, the very fact that the patient has been 
hypnotized without any verbal communication on the hyp- 
notist’s part may prove beneficial in certain individual cases. 
This has led to the clinical trial of prolonged hypnosis, in which 
sessions are continued over a period of several days or even 
weeks, on the grounds that it may on occasion prove effective as 
a method of ‘prolonged sleep’ therapy. Whichever theoretical 
explanation (psychological or physiological) is accepted, in 
practice hypnotherapy is usually effected through verbal 
communication. While the latter consists very largely in direct 
suggestion oriented towards the removal of symptoms, some 
authors, particularly in the USSR also advocate its use, in the 
form of explanation and persuasion, as a means of effectively 
inducing in the patient a better, more adequate adjustment in 
his approach to the social and interpersonal demands of 
everyday life. In this process the patient retains a passive role. 
Another form of hynotherapy, requiring a certain degree of 
cooperation by the patient, is the cathartic method (which in fact 
opened the way to psychoanalysis). This method enables the 
patient to relive repressed emotional experiences of a traumatic 
nature, a process which may lead to the disappearance of the 
symptoms. Hypnotherapy must on the whole be classed with 
the superficial, ‘recovering’ and short-term types of 
psychotherapy. These are of a very different order from the 
long-term, ‘uncovering’ forms of psychotherapy in depth (such 
as psychoanalysis) which demand the patient's full and active 
cooperation, and instead of attempting to deal directly with 
symptoms, bring about their resolution by helping the patient to 
restructure his personality. 

Hypnosis can never be a panacea, for it has but limited 
applicability. It is important to realize that, while it may be 
successfully employed in the removal of one particular present- 
ing symptom, in the absence of deep psychotherapy directed at 
the cause of the illness another (different) symptom may, 
although not always, arise in its place. The indications for 
hynotherapy must therefore be most carefully evaluated in the 
light of the patient’s personality assessment. As a general rule, 
this method is suitable for the treatment of patients who are not 
accessible to long-term psychotherapy in depth. Occasionally 
hypnotherapy may be the method of choice, in cases where the 
removal of symptoms is a matter of some urgency. Used with 
discrimination in judiciously selected cases, hypnosis can 
constitute a valuable therapeutic method, or a most useful 
adjunct to other forms of treatment, in psychiatry and in 
psychosomatic medicine. 
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Hypochondriacal States 


F. E. KENYON 


Definition and terminology 


The predominant feature of any hypochondriacal state is a 
morbid preoccupation with one’s body or state of health. 

The term ‘hypochondria’ is derived from the Greek with a 
literal meaning of ‘below the cartilage’, thus referring to an 
anatomical area housing various viscera under the ribs. But the 
Latinized form of the name came eventually to be accepted as a 
feminine singular substantive noun. This transference of mean- 
ing paralleled changing concepts of pathology especially in 
relation to the four humours, until eventually, various mental 
states became associated with changes in the organs of the 
hypochondria, notably the spleen and the liver. The suffix -iasis 
denotes a process or the condition resulting. 

It was not, however, until as late as the nineteenth century 
that hypochondria became specifically associated with a 
morbid preoccupation over health. A cognate term sometimes 
used synonymously is atrabilious—literally black bile. Val- 
etudinarian comes from the Latin (valetudo—state of health) 
and has been in use since the sixteenth century. 


Different usage 


Because of its ancient derivation, hypochondria has been used 
in many different ways, some of which are now of historical 
interest only. 

(1) Synonymous with mad or senseless. 

(2) A mental disease due to a disorder of the digestive tract. 

(3) Term of abuse, i.e. actually malingering or complaints 
simply imaginary. 

(4) General sense of preoccupation with bodily or mental 
health or functions. 

(5) Personality trait or attribute. 

(6) A mechanism of defence. 

(7) Neurotic manifestation, especially in lower social classes 
or in those of poor endowment. 

(8) An anxiety substitute or affective equivalent. 

(9) An actual neurosis. s 

(10) Closely allied to or a manifestation of neurasthenia or 


depersonalization. 


(11) The same as hysteria only in the male. 

(12) Transitional state between hysteria and psychosis. 

(13) A nosological entity, primary or essential hypochondria. 

(14) A symptom of almost any of the commonly recognized 
psychiatric syndromes, especially depression. 

(15) Prodromal stage of another illness, e.g. schizophrenia. 

(16) A form of schizophrenia. 

(17) A disorder of the body image or a form of coenaes- 
thesiopathy. This term was introduced by French workers and is 
derived from the Greek meaning ‘general sensation’; it refers to 
the sum total of all organic sensations which are normally vague 
and in the background but which give us the feeling of our 
existence. 

(18) Part of a symptomatic psychosis or exogenous reaction. 


Psychopathology 


Freud originally classed hypochondria (with neurasthenia and 
anxiety neurosis) as an actual neurosis which resulted from a 
physical process arising from the toxic effects of damned-up 
libido. Hence it had no primary symbolic meaning and was not 
amenable to psychoanalysis. This theory has never been 
satisfactorily explained nor developed by later analysts. Freud 
also postulated a partial link between the actual neuroses and 
the psychoneuroses in the idea that hypochondria bore the 
same relationship to paranoia as anxiety neurosis did to 
hysteria. 

Other workers have variously stressed the importance of 
anal-erotism, masochism, regression oF defence against 
psychosis. Some studies have singled out infantile narcissism, 
unconscious hostility or guilt, dependency needs, secondary 
gain or the combination of a wish to be loved and to suffer at the 
same time. But differences in terminology and psychodynamics 
bedevil much of this work and the introduction of other terms, 
such as organ neurosis, pregenital conversion, erotization of 
organs, vegetative neurosis, somatoneurosis or pathoneurosis, 
does little to clarify the situation. 
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Socio-cultural factors 


Fashions in diagnosis change as well as what is regarded as 
illness and within the purview of medicine. Hypochondriacal 
manifestations have presented in many guises over the years, e.g. 
‘the vapours’, ‘the spleen’, and were once considered to be 
common in this country, hence the ‘English Malady’. 

The epidemiological problems are manifest, the difficulties in 
diagnosis and measurement being two important ones, so an 
exact prevalence rate and the answers to such questions as ‘is 
hypochondriasis on the increase?’ are almost impossible. The 
same applies to the alleged vulnerability of certain groups, e.g. 
Jews, medical students, athletes. The young, especially adoles- 
cents, the very old and males are also held to be especially 
prone. 

Sociological theories, e.g. the concept of the sick role, have 
not been very helpful in understanding mental disorders. 
Cross-cultural studies have highlighted certain features; for 
instance comparing the manifestations of depression, when the 
incidence of hypochondriacal symptoms was quite different. 
More fundamental still was the hypothesis used to explain the 
relative rarity of such symptoms in non-European cultures, viz. 
that the patient must have a special concept of health and a 
specific relationship with his doctor in order to develop 
hypochondriasis. Such peoples may feel threatened by evil 
spirits or other magical beliefs but not by ill-health. 

However, in our culture it is a common belief that doctors are 
primarily interested in physical symptoms so that patients may 
present with these as a way of establishing contact and a 
dialogue. On the other hand physical symptoms may be 
iatrogenic, caused by doctors either by injudicious history 
taking, examination or overinvestigation. Other powerful 
influences are. modern advertising techniques and the mass 
media. 

Fashions in treatment also change and in recent years there 
seems to have been an increase in self-medication. The 
rediscovery of the placebo response highlights again the 
importance of the patient's attitudes and expectations in the 
context of the patient-doctor relationship. After all, the vast 
majority of pills and potions prescribed in the past have lacked 
specific pharmacological actions yet many patients not only 
survived but got well again. But those with fears centring around 
their bodies are peculiarly vulnerable to exploitation, especially 
if rejected by orthodox medicine and may fall prey to all manner 
of quackery. 


General symptomatology 


In a series of 512 patients (Kenyon, 1964) somatic complaints 
were classified in three different ways: by distribution in 
different parts of the body, system involved and whether 
unilateral or not. In the first the three most common regions 
involved were head and neck, abdomen and chestin that order. 
By bodily system it was musculoskeletal, gastrointestinal and 
CNS (headaches included here). On average, 16 per cent had 
predominantly unilateral symptoms and of these 73 per cent 
were left-sided. This may relate to the symbolical significance of 
the left (sinistral, sinister, morbid, evil) or be due to the relatively 
less well developed right cerebral hemisphere. But curiously 
enough the pictorial representations of Melancholy all show 
him leaning to the left side! 
In 295 patients who were subsequently admitted no sig- 
nificant physical abnormality was found in 47 per cent. The 
most commonly associated psychiatric symptoms were depres- 


sion, anxiety, tiredness and weakness. Pain was a prominent 
symptom in nearly 70 per cent. 


Pain 


Pain can either be localized or diffuse but muscular aches and 
pains are particularly common and may get labelled as ‘growing 
pains’, ‘rheumatism’ or ‘fibrositis’. The current vogue of wearing 
copper bracelets and such like is an eloquent testimony of this. 
Other commonly occurring pains are headaches, backache 
(‘low back pain’), atypical facial pain and abdominal pain. 
Associated psychopathology may be concerned with guilt, 
aggression, sexual conflict, depression or secondary gain. 


Monosymptomatic hypochondria 


Pain, and indeed most of the other symptoms enumerated, can 
present as the one and only complaint which may well 
preoccupy the patient's whole attention and dominate his life. It 
can also be used to explain all his difficulties rather than 
personal inadequacies. The symptom can vary from a mild 
preoccupation to a frank delusion. If other symptoms are 
present, e.g. anxiety, depression they are either minimal, 
atypical, difficult to detect or explicable as secondary 
phenomena. 


Smell 


Delusions of smell may be the predominant complaint, often 
attributed to the bowels and usually associated with either 
paranoid or depressive features. Sometimes it is halitosis or a 
more generalized odour perhaps in conjunction with excessive 
sweating and anxiety. Much modern advertising is concerned 
with bodily hygiene, e.g. BO (body odour), the popularization 
of deodorants, perfumes etc., often with explicit sexual over- 
tones. Indeed recent work on pheromones has again 
emphasized the sexual significance of olfaction. 


Bodily appearance 


Many shy, sensitive, self-conscious, narcissistic individuals 
become preoccupied with some supposed defect of their 
appearance, to the exclusion of all else. This is common during 
adolescence. Features complained of may be associated with 
the nose, chin, ears, hair, skin or breasts. Plastic surgery may be 
sought. The term dysmorphophobia was introduced in 1886 for 
this type of disorder. One point of contrast is that these patients 
wish to appear normal but feel that others notice that they are 
not, whilst hypochondriacs want to draw attention to them- 
selves by saying they are not normal. 

It is important that these patients be carefully evaluated 
before recourse to surgery as they may be deluded, depressed or 
severely disturbed personalities. Otherwise symptom substitu- 
tion may occur, deterioration in a psychotic condition or a 
suicidal attempt. But there is some evidence that correction of 
some minor blemishes, e.g. acne, squint, crooked nose can help 
the maladjusted, particularly the young delinquent. 


Sexual hypochondria 


This may involve anxieties over appearance or size of penis, or 
potency. Guilt and other problems concerning masturbation are 
still encountered. In the female there may be excessive concern 
over the quality of her sexual response and orgasm. More diffuse 
and possibly more serious fears may be about general virility, 
sexual orientation or even the possibility of changing sex. 


Gastrointestinal hypochondria 


Symptoms referred to the gastrointestinal tract are common and 
can present as vague complaints of ‘indigestion’, nausea, 
dysphagia, regurgitation, ‘biliousness’, bad taste in the mouth, 
flatulence or pain. Aerophagy can be an unrecognized 
aggravating factor. Preoccupation with bowel function can 
reach extreme degrees. It is sometimes difficult to prevent those 
patients from undergoing repeated investigations and some- 
times unnecessary surgical intervention. 


Cardiorespiratory hypochondria 


Many anxious and introspective patients complain of ‘palpita- 
tions’, their hearts ‘turning over’ or missing a beat. They 
sometimes have vague ideas that they have a ‘tired heart’ or 
have been too severely restricted in the past because of 
rheumatic fever or the finding of a cardiac murmur. Left-sided 
chest pain of characteristic type and not associated with any 
serious physical pathology, may well form part of the so-called 
‘effort syndrome’. They may also experience a type of inspira- 
tional dyspnoea when they feel they can never take a really 
deep and satisfying breath. Other patients are for ever feeling 
their pulses or worrying over their blood pressure. 


Psychiatric syndromes 


Hypochondria 


The nosological position of hypochondria has long been 
controversial. Is there such an entity as primary or essential 
hypochondria which is not part of another syndrome? The best 
known British protagonist of this view was Gillespie (1929) but 
the cases he quotes in support, when closely examined, do not 
in fact do so. If it exists at all, at least as defined by him, it is a 
rarity. 
Apart from theoretical speculations or the exhaustive analysis 
of very few cases there is a paucity in the literature of large series 
of unselected cases. Two of the largest published series do, 
however, demonstrate that such a heterogeneous group can be 
broken down into various other syndromes but no clear-cut 
primary state emerged (Ladee, 1966; Kenyon, 1964). Another 
smaller series showed some differences between ‘primary’ and 
‘secondary’ hypochondriasis with regard to clinical presenta- 
tion, course and treatment required (Pilowsky, 1970). But all 
assessments were made by the author which is a disadvantage 
when so much hangs on the estimation of the degree and 
relevance of affective changes, such as depression and anxiety. 
Others have tried to overcome this difficulty by postulating 
some sort of dichotomy which in most cases comes down to the 
old argument of neurosis versus psychosis. Another 
modification would be a continuum of increasing ‘seriousness 
of concern over health e.g. overawareness of bodily sensations, 
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mild apprehension, phobic concern, over-valued ideas, delu- 
sional conviction. 

The nosological confusion is further exemplified by the 
different usages and terminologies adopted in various clas- 
sificatory systems which have been used both nationally and 
internationally. The writer’s view is that the best way would be 
to use the term adjectivally so that one could then speak of 
hypochondriacal states, symptoms, reactions, ideas, traits, 
delusions and so on. 


Personality disorders 


Two general aspects are the pre-morbid personality characteris- 
tics of patients diagnosed as suffering from a hypochondriacal 
state and the use of the term itself as a personality trait or 
attribute. For the latter it is often used in a very general way 
(when not simply pejorative), e.g. overconcern with physical or 
mental health and judged by such behaviour as overindulgence 
in patent medicines, food fads, frequent visits to the doctor with 
vague somatic complaints, preoccupation with bowel function, 
extreme interest in physical culture or exaggeration or overreac- 
tion to trivial or commonplace ailments. But perhaps a common 
characteristic here would be concern over avoiding disease 
rather than fear of having one. 

There is little agreement on pre-morbid personality type, from 
the classical Freudian triad of orderliness, obstinacy and 
parsimoniousness or the wider concept of the obsessional or 
anancastic type to those who find no characteristic type or stress 
the paranoid traits. Simply calling them ‘body-sensitive’ is not 
helpful. Nevertheless it does seem true that certain types are 
more vulnerable than others in this respect and these can be 
summed up in the largely descriptive categories of the 
anxious—obsessional, immature-hysterical and cyclothymic. A 
recent follow-up study (average 5.6 years) of a group of 
untreated psychopaths found that one-quarter had become 
chronically hypochondriacal with a paranoid attitude. 


Phobic—anxiety states 


Fears of illness are common and may become the subjects of 
hypochondriacal concern. In general the phobic patient can be 
reassured that he has not got the dreaded disease as opposed to 
the firmly fixed unshakeable belief of the deluded. Popular 
phobias are of cancer, heart disease or of going mad. A general 
fear of disease has been called nosophobia and various types 
have been described. Phobic symptoms are accompanied by a 
variable amount of ‘free-floating’ anxiety but some of the 
physical autonomic symptoms may become the focus of 
attention, e.g. tachycardia, palpitations. Another commonly 
associated manifestation is depersonalization, when there is a 
subjective feeling of unreality often with strange bodily 
sensations. 


Obsessional neurosis 


Phobias can become the source of obsessional ruminations and 
rituals may be used to ward off supposed contamination and 
infection. Preoccupation with cleanliness, hygiene, bowels and 
such like offer fertile ground for the growth of hypochondriacal 


symptoms. 


234 HYPOCHONDRIACAL STATES 
Hysteria 


The chequered history of hysteria is closely linked to that of 
hypochondria and at one time it was commonly believed that 
the two conditions were basically similar with hypochondria 
regarded as hysteria in the male. Hysterical conversion symp- 
toms may prove a diagnostic trap as may the ‘hysterical overlay’ 
in organic illness. The borderlines between malingering, 
dissociation, primary (unconscious) and secondary (conscious) 
gain are not always clear cut. Nor is there always agreement on 
the basic characteristics of the hysterical personality. 

Recent work, using operational definitions, statistical 
analyses and in some cases psychophysiological measure- 
ments, has helped to delineate various subgroups. One such 
was a chronic group with various characteristics including 
multiple somatic complaints, complicated medical and surgical 
histories and a failure to habituate to experimental stimuli. 


Depression 


Here again the position has been confused by endless argu- 
ments as to how many ‘types’ of depression there are, with 
hypochondriacal symptoms sometimes being used to distin- 
guish between them. What is clear, both from the writer's own 
series and from others, is that a depressive affect is a frequent 
accompaniment of hypochondriacal symptoms and in many 
cases the condition is primarily an affective one. In Schneider's 
concept of ‘vital depression’ a characteristic feature is the sense 
of a physical localization of the ‘depression’, e.g. a sense of 
pressure in the chest. 

Other workers, when they were comparing two groups of 
depressed patients, one with and one without somatic symp- 
toms, were hard putto find a series without physical complaints. 
They eventually showed some differences comparing a 
depressed-hypochondriacal group from a general hospital with 
a matched group of depressed patients without hypochondriasis 
from a psychiatric clinic. The main differences were that the 
former showed poorer sexual and marital adjustment, fluctuat- 
ing course often precipitated by death or other external causes, 
greater chronicity, less disruption of social, family and occupa- 
tional activities, relative lack of depressive affect and less 
evidence of anxiety (Kreitmanet al., 1965). 

Hypochondriacal delusions, e.g. bowels blocked, are fre- 
quently found in cases of so-called involutional melancholia. 
Delusions can sometimes be of extreme nihilistic type, e.g. in 
Cotard’s syndrome, when the patient says his body no longer 
exists or he is dead. 

In morbid (atypical) grief reactions hypochondriacal symp- 
toms can occur similar to those suffered by the deceased during 
their last illness. But what may be missed are the much less 
obvious forms of depression, which may be entirely masked by 
somatic symptoms. 

It is important to recognize these both because of the 
potentially good response to antidepressant therapy and the 
possible risk of suicide. It has been stated that there is an inverse 
relationship between hypochondriasis and suicide but this was 
based on the study of very special subgroups and from a 
different culture. Indeed the agitated patient who is concerned 
he has some fatal or incurable disease should be regarded as 
very much at risk. 


Paranoid psychosis and schizophrenia 


The psychotic forms of hypochondriasis have been of particular 
concern to French and German workers. The relationship to 


paranoia depends on how narrowly this is defined; if used for 
the presence of paranoid delusions with virtually no other 
symptoms, it is in any case a very rare condition. Perhaps the 
syndrome of morbid jealousy comes nearest although this is 
usually in the setting of an abnormal personality. Paranoid traits, 
however, were found in about 10 per cent of the writer’s series 
of patients. Patients may feel persecuted by their symptoms or 
illness or, indeed, by their doctors. 

One frequently quoted case is that of Schreber (extensively 
studied by Freud but not by personal examination) who went 
through a long hypochondriacal phase, but he suffered from 
paranoid schizophrenia. Late onset schizophrenia or para- 
phrenia may well present with a prodromal stage of hypochon- 
driacal preoccupations later becoming more frankly delusional. 
To avoid possible confusion in terminology it has been 
suggested that these be referred to as somatic delusions rather 
than hypochondriacal. 

It is not surprising with the inherent difficulties in diagnosis 
and definition that divergent views exist as to the co-existence 
and interrelationship of paranoid and hypochondriacal symp- 
toms. Apart from Freud, most authors think the occurrence with 
paranoia is rare and that as the essential psychopathology is 
based on projection symptoms, is not seen as emanating from 
the body but as external, but when they do occur together, a 
definite schizophrenic process has developed. 

In one Scandinavian series only 0.4 per cent of 3,441 cases of 
paranoid psychosis presented with hypochondriacal delusions 
as the main complaint. The psychopathology varied from the 
delusion being a symbolical reaction to a provoking conflict 
situation, or based on an earlier life history, previous somatic 
illness, psychic trauma or seemingly inexplicable in a schizo- 
phrenic setting. In an English series of 405 unselected hos- 
pitalized schizophrenics 71 per cent were deluded with 
paranoid delusions being the most common, but 20 per cent of 
the 127 males and 21 per cent of the 161 females had 
hypochondriacal delusions, 


Organic 


In organically determined psychoses hypochondriacal symp- 
toms may be seen both in the acute states, e.g. delirium tremens, 
cocaine psychosis or chronic ones, e.g. arteriosclerotic dementia. 

That some patients react stoically to crippling diseases whilst 
others will readily sink into a depressed hypochondriacal state 
is a truism; there are many variables, e.g. acuteness of onset, 
nature of resulting disability and so on but perhaps the most 
important ones are previous personality and life situation. Such 
reactions may be seen after injuries, particularly head injuries, 
e.g. post-concussional syndrome but even more so if compensa- 
tion is involved. 


Prognosis and treatment 


Generally speaking hypochondriacal symptoms as part of 
another syndrome seem to make the prognosis worse, e.g. 
depression. But in psychoses with hypochondriacal delusions 
the prognosis is more dependent on the basic type of disease 
rather than the type of delusion. Personality disorders, particu- 
larly the rigid obsessional ones with long-standing hypochon- 
driacal preoccupations are difficult to influence especially in 
the middle-aged male. Similar symptoms on the basis of an 
hysterical personality more often in younger females, are 
likewise difficult to treat. 

Some large series have been followed-up and give some clues 
to the natural history but comparison is often unrewarding due 


to the heterogeneity of the groups and different diagnostic 
criteria, which are not always made explicit. These are 
summarized in Kenyon (1965). 

Treatment is essentially that of the primary condition which 
will most commonly be a depressive illness or a phobic anxiety 
state, more rarely a personality disorder or schizophrenia. In 
one investigation of response to ECT hypochondriasis was 
found to be an unfavourable prognostic feature. On the other 
hand, antidepressant drugs with or without a tranquillizer are 
often beneficial. Leucotomy should be a last resort and kept for 
untreatable and seriously disabled cases who are tortured by 
their hypochondriacal symptoms with much tension and 
agitation. 
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Hysteria 


D. WILFRED ABSE 


Terminology and brief history 


Hysteria is a term applied to a wide variety of sensory, motor 
and psychic disturbances which may either appear in the 
absence of any known organic pathology, or accompany 
organic illness and grossly exaggerate its effects. The term is also 
used as a folk description to describe certain forms of group 
excitement (mass hysteria). Hysterical phenomena such as 
convulsions, pareses and sensory disturbances, often appear 
among participants in frenetic religious or erotic group activity. 
Although the term designates a type of psychoneurosis many 
persons who exhibit hysterical phenomena either in a sustained 
and solitary fashion or more transiently, as is more usual during 
group excitement, may also show evidence of psychotic 
disorder including false beliefs of persecution and grandeur. 

In conversion hysteria there are dramatic somatic symptoms 
into which mental conflict has been ‘converted’, whereas in 
dissociative hysterical reaction there is an attempt to avoid 
mental conflict in another way at the cost of dissociative 
disturbance of memory and of the stream of consciousness: thus 
amnesia, fugue or somnambulism may first attract attention. In 
the conversion reactions there may be gross paralytic, spas- 
modic, or convulsive motor disturbances, exaggeration, 
diminution or perversion of sensation, or dumbness, deafness, 
blindness, or loss of smell and taste. Sometimes these conver- 
sion and dissociative reactions occur alongside the display of 
even more regressive phenomena, including psychotic distor- 
tions, in which case the individual illness is more properly 
termed ‘hysteriform’. 

The functional disorder of the nervous system follows an 
intense emotional disturbance which has aroused considerable 
mental conflict: thus a blighted affection in an adolescent girl, 
exposure of ‘a passenger to the risk of death in a vehicular 
accident, or the fear of a soldier under attack, may be the starting 
point of an ensuing sustained hysterical reaction in the affected 

person. Hysterical symptoms appear in males, children and 
elderly people; however, they are most commonly seen in 
women who are in the early adult period of life. 
The term ‘hysteria’, derived from the Greek hustera which 
means uterus, was probably first applied to the emotional state 
into which devotees of the goddess Aphrodite worked them- 


selves up during the orgies that took place on New Year's Day 
when the annual festivals of the goddess were celebrated. Later 
the ancient Greeks accounted for the instability and mobility of 
physical symptoms and otherwise unaccountable attacks of 
emotional disturbance in women by a theory that the womb 
somehow became transplanted to different positions. In the 
second century a.D. Galen noted that similar kinds of mental and 
physical distress sometimes occurred in men; in these cases he 
assumed that the cause was retention of sperm. 

Galen (c. a.b. 150) eloquently enunciated, ‘hysterical passion 
is just one name: varied and innumerable, however, are the 
forms which it encompasses’. Within the quaint anatomical and 
physiological idiom in which his and the earlier ancient Greek 
theories are couched is an emergent understanding of the basic 
psychological difficulties of the victims of these protean 
disturbances. We can readily discern that the ancient physi- 
cians were impressed with the frustrated libidinous urges and 
the enhanced tension, anxiety, rage or depression which the 
frustration engendered. In this respect, their impressions were 
similar to those of Freud in the early part of this century when he 
drew attention to the concealed disorder of the sexual life in 
cases of hysteria. Indeed, even earlier, in 1895, Breuer and 
Freud in their joint work Studies in Hysteria presented evidence 
for their view that disturbance of sexuality as a source of psychic 
traumas and as a motive of defence in the repression of ideas 
from consciousness was of outstanding importance in the 
pathogenesis of hysteria. 

Breuer and Freud, moreover, found that individual hysterical 
symptoms subsided when, in hypnotherapy, they had suc- 
ceeded in thoroughly awakening the memories of the causal 
process with its accompanying effects, and when the patient in a 
detailed way discussed circumstantially the emotionally excit- 
ing situations, giving verbal expression to the effects. It was 
necessary that the original emotionally exciting memories be 
reproduced as vividly as possible, so as to bring them back into 
the statum nascendi, whereupon they could be thoroughly 
‘talked out’. Thus they began to find that ‘the hysteric suffers 
mostly from reminiscences’. Later, Freud found that the critical 
experiences often dated back to childhood, and that these had 
established the soil out of which further emotional excitation 
and mental conflict in later years yielded hysterical illness. 
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Phenomenology and diagnosis 


Hysteria is manifest in many different forms, some of which are 
readily confused with the patterns of organic disease. Because 
of its inner nature, it is a great imitator. In order to avoid 
confusion with organic disease, it is necessary not only to 
comprehend its characteristics but also to be familiar with the 
manifestations of organic disease. It often happens that the 
disease is not seen in pure culture; though predominantly 
hysterical, an illness may, as already noted, simultaneously 
present features of organic disease, or of other neuroses, or of 
psychosis. This serves only to increase the need for accurate 
diagnosis. Typically, the clinical features are: (1) a group of 
physical symptoms without an ascertainable structural lesion, 
(2) complacency in the presence of gross objective disability (la 
belle indifferénce of Janet), (3) episodic disturbances in the 
stream of consciousness when an ego-alien homogeneous 
constellation of ideas and emotions occupies the field of 
consciousness. This may exclude the normative stream of 
consciousness in the individual so affected. 

It is characteristic of hysteria that, whatever the result of 
dissociation, be ita localized muscular paralysis or an alternate 
personality, the operative mental function is a homogeneous 
whole; affect and ideation are not utterly incongruous, and 
there is no primary thought disorder as in schizophrenia. In 
hysteria, the splitting of the personality is molar, not, as in 
schizophrenia, molecular. Some cases evince a transition from 
hysterical disorder to schizophrenia; in transitional phases it 
may be difficult to predict the movement, whether in a reaching 
back to reality accompanied, however, by a consolidation of 
hysterical symptoms, in a deepening withdrawal accompanied 
by molecular disintegration, or in integrative progression to 
healthy functioning. The direction of change often depends 
largely upon management and psychotherapy. 

Charcot’s diagnosis of hysteria was based positively on the 
characteristic assemblages of symptoms in his time, including 
those called the ‘stigmata’, some of which (localized cutaneous 
anaesthesia, hyperaesthetic spots on the abdomen over the 
ovaries, concentric contraction of vision, feeling of a lump in 
the throat—the globus hystericus, etc) frequently accompanied 
other symptoms. Negatively, he showed the absence of a 
demonstrable neurological lesion that would account for the 
particular patient’s symptoms adequately, though he clung to 
the notion of functional neurological disorder, a notion which 
recent neurophysiological evidence supports. 


Hypnoid states 


The phenomena of amnesia and of multiple personality are 
often associated with distinctive alterations of consciousness, 
including fugue and somnambulism, and these alterations of 
consciousness often resemble or are identical with states of 
hypnotic trance. It is indeed remarkable that notions about the 
attitudes towards hysterical phenomena have been inextricably 
interwoven historically with views concerning the nature of 
hypnosis. In some periods the art of hypnotizing was regarded 
as a special attribute of particular persons, a divinely granted 
and sanctioned power or gift. At other times, itwas heldto bean 
instrument of dark powers and a force of evil. Attitudes towards 
hysteria have similarly and sometimes synchronously oscil- 
lated. Sometimes the relation has been reciprocal, for example, 
the good power of the priest-physician exorcizing the devil held 
responsible for the hysteria. y A 

In the early nineteenth century, James Braid, the Scottish 
physician, eventually succeeded in getting recognition in 
orthodox medical circles for the facts of mesmerism. He 
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became convinced that it was essentially a narrowing of the 
attention, a ‘monoideism’, that ushered in the trance. He also 
began to understand something of the nature of the relation 
between hypnotist and patient, and of the peculiar effects of 
hypnosis on memory. After Braid’s death in 1860 his discoveries 
were taken up in France. Soon there were two great schools of 
thought regarding hypnotism. The Paris School, under the 
leadership of Charcot, took the view that hypnotism was a 
phenomenon characteristic of hysteria, and could be induced 
only in persons suffering from, or at least prone to, that disease. 
The Nancy School, led by Bernheim and Liébeault, followed 
more closely the practice and theory of Braid, maintaining that 
hypnosis could be induced by suitable methods in almost 
anyone, and that it was a phenomenon dependent on the 
general psychological trait of suggestibility. They tried to keep 
the problems of hypnotism and hysteria apart, despite 
Moebius’s dictum ‘Everyone is a little hysterical’. 

The facts that in both hypnosis and in hysterical disease there 
are phases that show alterations in consciousness. These consist 
usually in a restriction and vagueness of ideation, suffusion of 
intense affects, and a deletion of self-observation. Braid, for 
example, stressed the restriction of consciousness as a prelude 
to trance. Both the Paris and Nancy schools emphasized the 
importance of suggestibility in both hypnosis and hysteria. 
Again, the effects on memory in hypnosis and in hysterical 
disease may be those of an extraordinarily restrictive or 
amplifying kind. Moreover, the stages of hypnosis described by 
Charcot—lethargy, catalepsy, and somnambulism—can be 
seen quite independently of hypnosis as symptoms of hysterical 
disease. The view that Janet came to espouse (that the hysteric 
personality is unstable in its integration, so that dissociative 
phenomena result) is also pertinent, since these phenomena can 
readily be shown in the trance state of persons who disclose no 
evidence of hysterical disease in their usual mode of life. 

Breuer and Freud in their preliminary communication 
pointed out repeatedly that in hysteria groups of ideas originate 
in hypnoid states, each state being characterized, as is hypnosis 
itself, by very intense ideas dissociated from all else that the 
usual consciousness contains, Associations between these 
hypnoid states may take place, and their ideational content can 
in this way reach a high degree of psychic organization. 
Moreover, Breuer and Freud noted that the nature of hypnoid 
states and the extent to which they are cut off from other 
conscious processes varies as it does in hypnosis, ranging from 
complete recollection to total amnesia. 


Psychopathology and diagnosis 


The inner nature of hysteria is conspicuously related to 
psychodynamic processes whatever may be the 
neurophysiologic correlates. One important process is 
pathological identification, so that the symptoms are especially 
apt to be imitative of prevalent organic or other diseases, 
including other cases of hysteria. As Babinski (1908) showed, 
some characteristic symptoms may readily be suggested to 
susceptible patients. Such heightened suggestibility is itself, of 
course, related to pathological forms of identification. This 
readiness for suggestion based on identification results in 
symptomatic forms varying in time and place to some consider- 
able extent. The fact that syndromes change in this way does not 
mean that the label ‘hysteria’ does not fit. Whatever dangerous 
implications there may be to the label, without it there may be 
bewildermentand a false notion of encounter with a strange and 
unknown sickness. This accounts for many cases of conversion 
hysteria residing in the neurological wards of the modern 
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general hospital. Other characteristic symptoms such as hysteri- 
cal astasia-abasia (inability to stand and to walk whereas the 
patient can easily be induced to move his legs adequately while 
lying down) or, again, an incapacity to speak one language 
familiar to the patient but ability to speak another, already 
betrays the dissociative psychodynamic aspects which also give 
the clue for the possibility of hysterical disorder. 

Despite limitations, symptom observation thus has usefulness 
for the diagnosis of hysteria provided the observer understands 
processes of identification, of dissociation, and of symbolism 
which we will shortly discuss. The main positive grounds, 
however, upon which a diagnosis of hysteria is established 
consists in the distinctive marks of its aetiology and 
psychopathology which further psychological investigation of 
the patient and of his symptoms affords. 

The disorder is the result of conflict in the mind induced by 
changes in the life situation of the patient, and there are 
symbolic connections between the hidden mental conflict and 
the displayed symptoms. These symbolic aspects of the 
symptoms relate to both surface meanings as well as to deeper 
psychodynamic significance. In regard to the latter it is 
necessary to understand the psychosexual development of the 
patient in order to elucidate adequately the deeper meanings of 
the symptoms. The climax of early developing sexuality, the 
Oedipus situation, with its incestuous, genital and aggressive- 
hostile components, is that phase of the instinctual life to which 
hysteria is definitively related, as Freud first clearly showed. 

In the study and treatment of hysterical phenomena, Freud 
began the invention of the method of psychoanalysis and 
developed its basic concepts. The concepts of fixation and 
regression grew out of his early studies, and the formulation 
arose that the personality of those liable to exhibit hysterical 
symptoms when frustrated was one with fixation at the 
phallic-oedipal libidinal phase. In the onset of individual 
neurosis, regression took place to this point of fixation with its 
infantile object relationships and its attendant castration 
anxiety. The anxiety motivated repression, however, failed to be 
effective, and symptom formation ensued. 

Marmor (1954) has more recently emphasized that in many 
cases of hysteria, fixations in the Oedipal phase of development 
are themselves the outgrowth of pre-Oedipal fixations, chiefly 
of an oral nature, He has emphasized that the kind of parent 
whose behaviour keeps a child at an ‘oral’ level is apt to be the 
kind of parent whose behaviour favours the development of a 
strongly unresolved Oedipus complex; and he has noted that in 
many cases of hysteria the pre-Oedipal history is of either 
intense frustration of early oral-receptive needs as a consequ- 
ence of early defection or rejection by one or both parents, or 
excessive gratification of these oral needs by the mother or by 
both parents. Similarly, Fitzgerald (1948) emphasized early 
‘love deprivation’ and consequent ‘love craving’ as a basic 
character trait of the hysterical personality. 

In regard to excessive love craving, which is especially apt to 
take the form of an elemental passionateness in the life of 
women of hysterical personality, certain problems in feminine 
development may be briefly adumbrated here. In the case of the 
girl, who also passes through a phallic phase, the attainment of 
the feminine position requires an additional change of libidinal 
object, from the mother to the father, and another erotogenic 
zone, the vagina. As Freud elucidates, there is a difference 
between the sexes in the relation of the Oedipus complex and 

the castration complex. The boy’s Oedipal strivings develop out 
of the phase of phallic sexuality. The threat of castration results 
in adecisive repression of these strivings, and a severe superego 
in regard to the incest taboo is inwardly established as the heir of 
the rivalrous relationship with the father. In the case of the girl, 
in contrast, the castration complex, including penis envy and 


increased hostility towards the mother, prepares the way from 
the pre-Oedipal attachment to her mother to an intensified 
positive relationship with the father; in this Oedipus situation 
she remains more indefinitely. These complications which 
beset woman’s developmentare responsible for greater liability 
to hysteria, which not infrequently remains on the plane of 
specifically sexual disability, including all degrees of frigidity. 
On the other hand, under stress of military conditions “in 
wartime, especially in battle, the stage is set for the increased 
incidence of male hysteria. 


Case excerpt as illustration 


A 20-year old youth witnessing the development of a quarrel 
between his father and mother over a trivial choice of meal into 
a violent argument suddenly struck the stove with his bare fists, 
arresting their attention, and then, as suddenly, ran out of the 
back door. He was later found four miles away, thrashing about 
on the ground and muttering ‘knife, truck, knife, truck’, over and 
over again. When examined in hospital, he showed facial 
grimacing, alternately lip smacking and snarling and baring his 
teeth, while he made weird thrashing movements, periodically 
again reiterating ‘knife, truck’, There were no positive organic 
findings of neurological disease. Psychological investigation 
later revealed that he had witnessed his mother’s secret 
assignations with a lover who came in a truck to the farm where 
the family lived, during his father’s regular absences on 
necessary business. It became apparent that his jealous rage 
concerning this love affair was triggered at the time of the 
parental dispute and was connected with the symptoms. These 
communicated his conflict about using his knife against the 
sturdy trucker, as well as more deeply repressed fears and 
hostilities concerning his father and guilt and erotic attachment 
to his mother. This excerpt illustrates that hysteria is a 
communicative disorder. The symptomatic changes in physical 
function give distorted expression to the instinctual strivingsand 
effects that had previously been more fully repressed. At the 
same time, the symptoms indirectly represent the defensive 
force in conflict with the derivatives of instinctual impulses, and 
the retribution or punishment for forbidden wishes. The 
symptoms are substitutes for more adequate ideational rep- 
resentation of these strivings and of the forces opposing them. 
Thus the symptoms may be gradually translated in 
psychotherapy into more adequate word language, from ‘body 
language’ and from ‘empractic’ speech, with accompanying 
appropriate affective expression. In summary, clinical experi- 
ence indicates six interrelated aspects of movement and of 
sensory phenomena in the hysterical miscarriage of communi- 
cation. 

(1) Sexual symbolic references. 

(2) Distorted affect expressions, e.g. of appeal, rage, resent- 
ment, weeping, joy, etc. 

(3) Condensation of identifications. 

(4) Associated connotations of wish-fulfilling and punitive 
phantasies. 

(5) Denotative propositional pantomimic movements, often 
truncated, or with reversals in sequence, or other disguises. 

(6) Metaphoric symbolic embodiments (e.g., pain in the 
pe heartache, headache, complaints of not freathing freely, 
etc). 

Itis also necessary to add that this disorder of communication is 
as much within the self as with others, and that this is sometimes 
dramatically exhibited in hypnoid alterations of consciousness. 


Diagnostic psychiatric interview 


The occurrence of mental conflict prior to the manifestations of 
hysteria may be revealed by a painstaking history of the illness. 
Such conflict is provoked by changes in the life situation of the 
patient. Itis necessary to determine the temporal connections of 
periods of stress with the conflicts and symptoms. Following this 
chronological correlation, which is positive in cases of hysteria, 
the nature of the conflict and its possible symbolic relations 
(both the hidden or ‘cryptophoric’ and the metaphoric aspects) 
with the symptoms require investigation. In hysteria the 
meanings of the symptoms thus become evident, for they 
express regressively (and often in a body language) both the 
repressing forces and the repressed Oedipus strivings in the field 
of conflict. Next, the personality characteristics of the patient 
require evaluation. Dependence aspects may disclose attitudes 
derived from the persisting, albeit unconscious, strong emo- 
tional attachments to the parents or other surrogates. The 
repressed Oedipus complex of early childhood expresses itself, 
however obliquely, in the record of events of later life which the 
patient is able to recall, Overdependence in the spheres of 
occupational, social and sexual adjustment is often clear. In 
some cases this is masked by a reactive insistence upon 
excessive independence which, however, betrays the character 
of overcompensation and shows the marks of unresolved 
hostility toward a parent or parent-figures. 

It is also possible in diagnostic interviews to increase 
understanding of the patientand his illness by a consideration of 
the neurotic traits which he has evinced during the process of 
his growth and development. These may be quite prominent 
and, in cases of hysteria, often persist into adult life, as, for 
example in nail-biting or occasional bed-wetting. In some 
instances, too, there is a history of previous frank neurosis which 
can be correlated with the life situation and the conflicts evoked 
at this time. 

Itis to be borne in mind that hysteria and organic disease may 
be contemporaneously present. Organic disease may follow 
hysteria, as can happen in the case of a food faddist endeavour- 
ing through this means to secure a magical healing of another 
hysterical symptom. In other cases, physical disease is primary, 
with disturbance of the body-image and an induced regressive 
ego-orientation which makes use of the somatic compliance to 
elaborate an overlay of hysteria. 

It is sometimes difficult to differentiate hysteria from organic 
nervous disorder, and, again, the reader is warned to avoid a 
simple ‘either/or’ dichotomy. Detailed neurological investiga- 
tion may be necessary, but it is also necessary to avoid as far as 
possible iatrogenic suggestion. In general, an organic lesion of 
lower motor-neurone type is one of individual muscle elements, 
whereas hysterical paralysis is usually a paralysis en masse. An 
upper motor-neurone lesion, however, often results in a 
paralysis which superficially resembles that which occurs in 
conversion reaction, but there are usually important symptoma- 
tic differences evident on inspection. Thus lower-face paresis, 
hemianopia, and circumduction of the leg at the hip are 
common in an upper motor-neurone lesion. Pronounced 
changes in the tendon reflexes, sustained ankle clonus, and the 
sign of Babinski usually point toward organic involvement of 
the nervous system. Hysteria has to be diagnosed, however, on 
its own characteristics and not merely by the exclusion of 
organic disease, which, at times, it may accompany. 


Prognosis, management and treatment 


Conversion hysteria is often best treated in individual 
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psychoanalysis, and the prognosis of those sufferers with 
adequate ego strength is generally favourable. Psychoanalysis 
usually succeeds in such cases in not only the deletion of 
symptoms but in minimizing the need for symptom formation in 
response to frustrational life situations. Various conditions, 
however, may indicate the suggestive methods of 
psychotherapy for relief of symptoms, and others may contrain- 
dicate psychoanalysis. Immediate medical help may be man- 
datory, as, for example, in such acute conditions as anorexia 
with bodily emaciation, or when anxiety and confusion are 
prominent. In such cases of acute hysteria, tranquillizing 
medication by day and sedation at night may for a time be 
necessary. Consideration of these cases for psychoanalytic 
therapy must wait until symptoms have been relieved and the 
patient is calmer. Advanced age, exceptionally great secondary 
gain from the illness, or feeble-mindedness are contraindica- 
tions to analysis. In instances of conversion or dissociative 
reaction which follow a severely stressful precipitating situation 
the simpler supportive methods of psychotherapy may suffice 
for recovery to the status quo ante, The question of 
psychoanalysis may in such cases be raised by the patient 
himself and may be best left to his own consideration and 
decision to visit and discuss with a psychoanalyst his suitability 
for psychoanalysis. 

In some cases complicated by the exhibition of psychotic 
mechanisms, psychoanalytically oriented psychotherapy with 
modification of the usual techniques of psychoanalysis is 
beneficial. This is frequently the case in the more severe 
dissociative reactions. 

In selected instances of conversion hysteria, especially at 
phases of a readiness for recovery, following adequate investig- 
ation hypnotherapy, with direct suggestion of symptom relief 
under hypnosis, may be usefully employed. Some therapists 
also utilise hypnosis in lengthy ‘uncovering’ types of 
psychotherapy with remarkable success. 

Hysterical character disorder is often usefully treated in group 
analytic psychotherapy in a carefully composed therapy group. 
For some patients, weekly individual sessions are also desirable 
to prevent anti-therapeutic acting-out episodes. 

There are some cases of conversion reaction with an 
unfavourable prognosis, no matter what treatment is attempted. 
The conversion reaction may be the only possible emotional 
solution for the patient because of the real-life situation which 
excludes healthier possibilities of gratification. Even in these 
cases, psychotherapy ona weekly or more infrequent basis may 
be considerably ameliorative. Other cases, formerly designated 
‘chronic degenerative hysteria’, deteriorate into a massive form 
of emotional dependence, even parasitism, upon others, When 
the victim or victims separate or are separated, institutionaliza- 
tion may become necessary, sometimes because of a superven- 
ing psychotic disorder of depressive or paranoid type. 
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Ideology 


H. L. NIXON 


An ideology is a relatively well-integrated belief system that 
imposes upon its holder a consistent, biased, dogmatic, and 
emotion-laden interpretation of reality. An ideology constitutes 
an argument against opposing views of the world. Because itis a 
biased, dogmatic argument that embraces group values and 
rationalizes group interests, it is not subject to scientific 
refutation. It serves as a psychological anchor amidst apparent 
chaos. In general, then, an ideology is normative and moral in 
tone and substance; and it tends to be a group product that is 
usually acquired by identifying with a social group, such as a 
political party, family, church, business group, or work associa- 
tion. 

In The End of Ideology (1962) Daniel Bell has suggested that 
‘the analysis of ideology belongs properly in the discussion of 
the intelligentsia. One can say that what the priest is to religion, 
the intellectual is to ideology’. In considering the way that 
stereotypical belief systems affect man’s perceptions and 
judgments about the world, it would seem reasonable to 
conclude, as Robert Lane (1967) has, that ideologies have been 
a constant feature of human societies. However, the word 
‘ideology’ was coined by the French philosopher Destutt de 
Tracy at the end of the eighteenth century. Along with other 
enlightenment philosophers, de Tracy was attempting to 
discover a way of finding ‘truth’ other than through faith and 
authority, which were the conventional methods espoused by 
Church and State. De Tracy believed that his aim of ‘purifying’ 
ideas could be achieved through reducing them to sense 
perceptions; and he called this new science of ideas ‘ideology’. 

According to Daniel Bell, the negative connotations of the 
term ‘ideology’ arose with Napoleon. After having consolidated 
his power, Napoleon did not allow moral and political science 
to be taught at the Institut National; and he denounced the 
‘ideologues’ (who disagreed with him) as irresponsible and 
subversive. As a republican, he sympathized with the 
philosophers and their ideas; as Emperor, he quickly became 
aware of the significance of religious orthodoxy for the 
entrenchment of his State. 

One of the most provocative and important conceptions of 
ideology in the history of social thought is the product of Karl 
Marx. In The German Ideology (1947) Marx (and Engels) 
criticized the philosophical idealists who assumed that 
ideologies by themselves had the power to create truth and 


consciousness. As a materialist, Marx believed that ‘(material) 
existence determined consciousness’. In particular, he believed 
that ideologies were merely the superstructure constructed 
upon the economic foundations of society; they were thought to 
serve as rationalizations for the pursuits of special interests. 
Marx assumed that except for the self-conscious avant-garde of 
the working class, men did not possess truth, but only systems of 
belief (ideologies) that reflected and reinforced the interests of 
their economic class. Thus, for Marx, ultimate truth was 
non-existent; one’s status in the economic structure of his 
society was assumed to distort in a systematic manner all beliefs 
about reality in accordance with the interests tied to that status. 

Marx's suggestion of a social relational view of truth provided 
the basis for the development of the sociology of knowledge. 
Karl Mannheim, one of the most prominent twentieth century 
proponents of the sociology of knowledge has related this 
discipline to the notion of ideology in the following manner. 

‘We speak of a particular and of a total conception of ideology. Under 
the first we include all those utterances the “‘falsity’’ of which is due to 
an intentional or unintentional, conscious, semi-conscious, or 
unconscious, deluding of one’s self or of others, taking place on a 
psychological level and structurally resembling lies. . . Since suspicion 
of falsification is not included in the total conception of ideology, the 
use of the term ‘ideology’ in the sociology of knowledge has no moral or 
denunciatory intent. It points rather to a research interest which leads to 
the raising of the question when and where social structures come to 
express themselves in the structure of assertions, and in what sense the 
former concretely determines the latter.’ (Mannheim, 1936). 

This quotation suggests that one may speak of an individual's 
total ideology or of his particular ideology with respect to 
different aspects of social life: religion, economics, politics, and 
so forth. The most frequent contemporary usage of the term 
‘ideology’ concerns the political domain. In addition, it should 
be pointed out that Mannheim divided social thought into two 
basic styles, the ideological and the utopian. Those ideas which 
justified the existing social order were called ideological; and 
those which tended to generate activities aimed at changing the 
existing order were called utopian. 

The role of ideas and ideologies in social change is a special 
province of the sociology of knowledge; and Marx, Mannheim, 
and, more recently, Robert Merton (1957) have provided 
particularly good insights into the key issues discussed in this 
field. In considering the impact of ideologies on social change, 
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it appears that this impact is strongest when ideological beliefs 
become simplified, when they seem to embody ultimate truths 
or solutions, and when they become infused with great passion. 
It must be recognized, then, that ideologies can not only shape 
cognitions and perceptions, but they can alter actions as well. 
Ideologies can serve as catalytic agents for wars and political 
struggles, in general. Ideological thinking may be the prime 
mover of millions of people in massive social and political 
movements or it may furnish the fundamental justification for 
the radical and violent challenges of tiny but committed cadres 
of revolutionaries. On the other hand, ideologies may be so 
dominant and so widespread within, for example, political or 
religious settings, that new ideas are ignored, resisted, or 
(violently) suppressed. Thus, ideologies sometimes have pro- 
found effects upon major social values and institutions; they 
may constitute a justification for existing institutions or a 
programme for the reform or abolition of basic social institutions. 
A cursory contrast of two book titles, The Age of Ideology 
(1956) Henry’s Aiken's edited volume dealing with nineteenth 
century philosophy, and The End of Ideology (1962) Daniel 
Bell’s treatment of the presumed exhaustion of Western political 
ideology in the 1950s, would seem to suggest the declining 
importance of ideology, at least in Western societies such as the 
USA. What is implied by this contrast is that analysis is 
supplanting ideology in the twentieth century; that political 
ideas are no longer as salient in Western countries as they once 
were; and, hence, that ideologies are no longer the critical 
catalytic agents in sociopolitical struggles that they once were. 


Despite the plausibility of Bell’s argument, especially as it 
applies to mid-twentieth century America, there is much in the 
way of subsequent writing and experience that seems to 
contradict it. For example, there is the work of political scientists 
like Robert Lane, whose Political Ideology is a description and 
explanation of the ideology of the American ‘common man’ of 
the late 1950s; and there is the case of the (apparent) 
burgeoning of ideological thinking and politics during the 
1960s in the USA and throughout the rest of the world. Whether 
the assumed ‘end of ideology’ is fact or fiction, it is certain that 
ideology and ideological politics will never cease to interest 
social scientists, philosophers, politicians, reformists, 
revolutionaries, or, indeed, people in general, concerned with 
the relationship between systems of ideas and human 
behaviour. 
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Imagery 


O. L. ZANGWILL 


Individual differences in mental imagery were first studied by Sir 
Francis Galton (1882-1911) whose work created a consider- 
able stir. He invited 100 adults, of whom 19 were Fellows of the 
Royal Society, to reply to a questionnaire relating to the 
vividness, definition and colour of their visual imagery. The 
results, which were analysed by simple, though at the time 
original, statistical methods, showed clearly that people vary 
greatly in these characteristics of their mental images. At one 
extreme are individuals who report extremely vivid, life-like, 
well-defined and naturally coloured images; at the other, those 
with virtually zero power of evoking any visual image what- 
soever. In between fall a wide range of persons with varying 
degrees of clarity and distinctness of their imagery. Galton 
further suggested that the visualizing capacity might be 
improved in some measure by practice and diminished by 
disuse. Indeed partial suppression of visual imagery he thought 
to be characteristic of those who had acquired habits of highly 
generalized and abstract thought. Conversely, one may note 
that there is evidence that individuals with exceptional vivid 
and persistent imagery are apt to be weak in their powers of 
abstraction. 

Galton further made the interesting observation that visualiz- 
ers tend to think of numerals in some form of visual imagery 
such that the image of any given number tends to appear inthe 
same direction and at the same distance. These numerals 
appear to be organized in a bi- or tri-dimensional spatial 
scheme, termed by Galton a ‘number-form’. Each numeral has 
its own position in the series and the shape of the form differs 
greatly from one person to another, though some rather typical 
forms have been described. Similar forms may also occur in 
relation to the days of the week and the months of the year. 
Galton estimated that about 1 in 30 adult males or 15 females 
possess number forms and pointed out that there is quite often a 
familial incidence. But the origins of number forms and the 
reasons why they should appear in certain individuals or 
families is still unexplained. 

The term ‘eidetic imagery’ was introduced by E. R. Jaensch 
(1930) to denote unusually vivid, detailed, and life-like visual 
imagery, approximating closely in some cases to what has been 
popularly called photographic memory. In eidetic subjects, a 
complicated and detailed picture can be described with striking 
accuracy after it has been hidden from sight, including in some 


cases the ‘reading off’ of letters or words ina language unknown 
to them. Eidetic images can often be projected on to plane 
surfaces and it has been reported that, as in the case of 
after-images, the size of the image varies inversely with the 
distance from the observer of the surface upon which it has been 
projected (Emmert’s Law). It has also been claimed that an 
individual with eidetic imagery can integrate information froma 
dot pattern flashed to one eye with an eidetic image of a very 
similar dot pattern previously flashed to the other eye to 
produce stereoscopic effects generated by visual disparity 
(Julesz dot patterns), So far, however, only one such case has 
been described, Itis noteworthy that an eidetic image, in spite of 
its photographic character, can often be modified by imagina- 


‘tion and can by no means always be treated as strictly veridical, 


Eidetic imagery is a rare phenomenon but appears to be 
appreciably more common in children than in adults, It seems 
undoubtedly to have been possessed by some, at least, of those 
who have won celebrity as mnemonists. 

Auditory imagery has been less fully investigated but powers 
of acoustic revival comparable to those of eidetics have on 
occasion been reported, mainly among composers, Tactual and 
kinaesthetic imagery were much studied by early experimental 
psychologists and played a considerable part in the controversy 
that raged at the turn of the century as to the existence or 
otherwise of ‘imageless thought’. This controversy was never 
resolved, though few today would wish to describe remember- 
ing, language or the thought processes generally in terms of the 
revival of visual, verbal or kinaesthetic imagery, as was at one 
time the fashion in psychology. While images play a part, on 
occasion a very important one, in remembering and thinking, 
their role appears to be auxiliary rather than basic. 

The role of images in remembering visual material was 
carefully studied by F. C. Bartlett (1932), who pointed out that 
subjects tend on the whole to fall into two groups. In the firstare 
those who depend primarily on direct visualization; in the 
second, those who reconstruct the display on the basis of verbal 
analysis and description. Visualizers tend to show greater 
confidence, though no greater accuracy, than verbalizers, but 
are poor in retaining order of sequence. In this connection, it is 
of some interest that recent studies by R. W. Sperry and his 
colleagues in cases of commissurotomy (‘split-brain’ patients) 
suggest that while verbal analysis is characteristic of the 
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response of the disconnected left hemisphere to a visual 
recognition or recall task, the right hemisphere reacts on such a 
task in an essentially global and synthetic fashion. Thus the 
predominance of visual or verbal strategy in the thought 
processes of a given individual may reflect the respective 
contributions of his major and minor cerebral hemispheres. 
While little is knownas to the physiological basis of imagery, 
studies by W. Penfield and others using electrical stimulation of 
the exposed human brain cortex suggests that the temporal 
lobes may bear some relation to the evocation of memory 
images and the origin of dreams. Certainly, ‘dreamy states’, and 
more occasionally recollections, both visual and auditory, may 
on occasion be evoked by temporal lobe stimulation in patients 
undergoing operations for the treatment of focal epilepsy. It is 
also of interest, however, that loss of visualization (and 


sometimes also of dreaming) may result from focal brain lesions 
in other localities, e.g. occipital or posterior parietal, or as a 
temporary sequel of prefrontal leucotomy. 
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Immigrants: Mental Health 


LOUIS MILLER 


General principles 


A system of general principles operative in the field of the 
mental health of immigrants is formulated here. This is followed 
by a review of the Israeli experience with Jewish immigration 
(Miller, 1970) on which these principles are largely based. 

The forces which play a part in the mental health of 
immigrants and the effects on them of immigration include the 
factors and events intrinsic to the immigrants and their society of 
origin, factors and events intrinsic to the host society and the 
interaction between the host and immigrant group. 


Factors and events intrinsic to immigrants and their society 
MOTIVATION 


The motivation for migration of the individual migrant or group 
and the circumstances under which the migration takes place. 

The motivation for migration may be fairly single-minded, 
appearing as a planned ideological movement—political, 
economic or religious. However the element of anxiety and 
flight from an intolerable situation may predominate in the 
migration. The latter will tend to result in a greater degree of 
personal anxiety and confusion and of group disorganization. 
There are of course idiosyncratic factors in the individual 
migrant which also determine his reactions, whether he moves 
as an individual or in a group. 


SOCIAL ORGANIZATION 


The social organization and skills of the migrant group, its 
culture and values (and its readiness for change). 

The pristine social organization of the immigrants may vary 
from that of a tightly linked group to that of a mass of individuals 
with only general lines of identification. The tightly knit group 
will tend to resist change on immigration, whereas the loosely 
linked group accepts change rapidly and shows social mobility. 
However while the ‘solidary’ group may exhibita slower rate of 
change, the migration and change may be accompanied by less 


stress, less dislocation of personal and family structures and thus 
fewer problems. 

A more important, if related issue however, is the cultural 
organization of the immigrant group and its system of values. 

The migration (especially if sudden and unplanned) of 
technologically simple, traditional cultural groups, today at 
least, will tend to become associated with speeded-up personal, 
social and cultural change. This is a superimposed stimulus by 
migration on the general, if slow tendency to change in these 
groups. 

The migration of individuals and groups of Western origin 
and organization presents quite a different picture. The indi- 
viduals of Western societies are not fundamentally linked in 
communities; they function as individuals and families. In the 
migrant situation they continue in this way although they may 
establish forms of national associations in order to support 
themselves in the face of economic threat or the dissolution of 


their identity. 


Factors and events intrinsic to the host society 
MOTIVATION 


The motivation of the host society to receive the immigration 
and the needs and circumstances of the host at the time that the 
immigration occurs. 

Motivation relates primarily to emotional identification with 
the immigrants. There may often be a sense that the immigrants 
are being succoured and saved from danger or political 
oppression. Cultural identification may motivate the host. 
Identification is less likely where the spur to emigration is 
essentially economic improvement. 

The economic position of the hosts (at least, as they perceive 
it) may play a part. The hosts may be ready to share or may feel 
deprived as a result of the immigration. 


SOCIAL ORGANIZATION 


The social organization of the host society, its culture and values 
and its readiness for change. 
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The social and cultural organization of the hosts may be 
immobile, compact and homogenous, or it may tend towards a 
mosaic and be pluralistic. Modern urbanization, industrializa- 
tion and social change have produced individualistic ‘open’ 
and mobile societies capable of rapid social change. These 
societies will tend to absorb immigrants more rapidly. 


The social interaction of host society and immigrants and its 
psychological implications 


The effect on the immigrants of their social dislocation is, on the 
whole, greater and more evident than upon the host. 

In modern immigrations a major area of research has been the 
contact of the immigrant with bureaucracy. These investiga- 
tions have illuminated the social role, behaviour and identity 
fostered in the immigrant (Bar-Joseph, 1967). 

Role, behaviour and identity (self-perception and self- 
esteem) are closely related. All are functions of mental health. 
Migration often leads to great disorganization of the individual's 
role system. Adjustment in the post-immigration period requires 
an orientation in and understanding of the role systems in the 
new society and the rebuilding by the immigrant for himself of a 
new social and family role, and hence of a new identity and 
sociopersonal system. 

The bureaucratic interaction with the newcomer, which 
should be taken generally as a reflection of more or less covert 
attitudes of the host society, is on the whole degrading and leads 
to ‘dematuration’ in the immigrant. The status of older people is 
dissipated by bureaucratic universalism; in its efficiency 
bureaucracy gives uniform treatment to clients, classifies them 
in categories and stereotypes and reduces the personal 
approach (Bar-Joseph, 1967). This is most evident, of course, 
where the bureaucracy is highly institutionalized and has 
specially organized functions, vis-a-vis the immigrants. 

The anomic dependency situation of the immigrant whose 
decision-making is transferred as a client to the bureaucratic 
official, may be countered by certain responses on the part of 
the immigrant (Bar-Joseph, 1967). 

They are (1) enlargement of his ‘cognitive map’ (orientation in 
the new systems); (2) presentation of himself as a distinct 
individual; and (3) manipulation by the immigrant of the official 


(decisions made by the client). These counter-bureaucratic- 


patterns of behaviour are guided by correct perceptions of 
reality rather than by mythical images and beliefs (to which 
immigrants are prone, especially those from traditional 
societies. 

Non-adjustive reactions include (1) overconformity to 
bureaucratic norms; (2) alienation (passivity, negativism); and 
(3) aggression (rebellion with little autonomous learning). 

Mental health implications of migration are particularly 
evident when the immigrants are of a simple culture and the 
host society technically advanced. Then the culture contact 
immediately sets in motion cultural and social change in the 
immigrants. 

The nature of cultural change among simple groups involves 
modifications in standards and behaviour, roles in the family, 
beliefs about the world, loyalties and feelings of belonging and 
identity. Rapid changes in these feelings, standards and 
behaviours are frequently associated, at least for a period, with 

an exceptional incidence of interpersonal and social conflict 
and the emergence of personal reactions which were alien to his 
society of origin. 

The speeded up change after migration resembles in such 
cases the process of urbanization of rural peoples moving into 
town. The migrant group may ultimately become in part (if great 
failure occurs in the process of change) an inherently poor or 


deviant group because of unsatisfactory acquisition of new 
social skills and cultural practices, This may entail any of the 
negative phenomena that go with sociocultural breakdown: 
bitterness, lack of motivation, abandonment of family and 
social bonds, blocked potential for learning, negative image of 
self, morbid somatic expressions, fatalism and even hostile or 
criminal, personal and group organization against the dominant 
society or against all others. 

On the whole the migrations of groups from simpler cultures 
are less likely to exhibit stress when their resettlement takes 
place in a non-urban situation where city skills and sociocul- 
tural change are less urgently in demand and change can occur 
in established groups. 

The Western or Westernized immigrant may demonstrate the 
classically identifiable psychiatric products of stress, such as 
anxiety feelings with their clinical phenomena or the return of 
pre-existing neurosis or psychosis. Breakdown in Westernized 
immigrant families also tends to show itself in parental and 
intergenerational conflict where the crux and expression is 
usually in the adolescent or aged members. Family breakdown 
in Western families however, does not on the whole play havoc 
with social behaviour and adaptation on such a broad scale as 
in the case of non-Western cultures. 


Immigration of Jews to Israel 
(a particular case) 


The immigrants 


Israel has had considerable organized experience of immigra- 
tion. The modern ‘return’ to the Jewish National Home ( Yishuv) 
commenced in 1882. The immigrants came in wave-like 
impulses, each immigrant wave (aliyah) apparently motivated 
in varying degree by three fundamental forces: the Messianic 
idea, the need to escape from persecution and the desire to 
create a modern Jewish state. 

The Messianic drive underlay the chequered history of the 
Jewish attempts to ‘return to Zion’ for 1600 years. Even if this 
motivation is at times concealed, it is inseparable from Israel's 
recent history, in spite of the trend to secularization of the 
European Jews. 

Jewish immigration has been spurred by the incessant social, 
psychological and political discrimination against and persecu- 
tion of Jews aimed at their assimilation and often at their 
destruction. Political Zionism conceived mainly by secularized 
East European Jews had as its goal the creation of a modern 
egalitarian socialist state in Israel, a goal subsuming historic 
Messianism. 

After the establishment of the State in 1948, the waves of 
immigration were massive and were composed of Jews, not 
only from the East European background, but also, now in large 
measure, of those from the Middle East and North Africa. These 
‘Oriental’ Jews were still deeply impelled by Messianic and 
religious ideals, but they too were reacting to the political 
discrimination of the backward Islamic societies and drawn by 
the idea of life in a free Jewish society. The Eastern Jews 
however, had absorbed their culture from the Muslim societies. 
This gave rise to a social organization based on extended 
families and family clans, male dominated, without industry 
and largely illiterate. The sudden shift into a modern, technical, 
egalitarian society brought great immediate pressure on them 
for total change. Such change promised material and social 
fruits, but concealed dangers for mental health. 

In addition the new State drew immediately several hundred 
thousands of European Jews, many who had been in concentra- 
tion camps. There was no demand upon the European 


immigrants for great cultural change but they too experienced 
stress. 


The hosts 


The host society was highly motivated by the desire for the 
ingathering of the exiles’. The mass immigration after State- 
hood was welcomed with exaltation in spite of the war situation 
and the great material shortages and sacrifices involved. The 
immigration took place at a period of great internal stress where 
the relations between the Jewish and Arab population were in 
the process of reconstitution. Little planning was possible under 
these circumstances but the small host population (1948: 
650,000 Jews) and all available resources were mobilized in 
Israel and from Jews abroad. 

The host society in Israel had been, until 1948, an intensely 
socially conscious and tight-knit community bound by Zionist 
principles which emphasized cooperation, self-labour and 
return to the soil. This society was future and child-orientated to 
the point of great self-sacrifice. There was also, great emphasis 
on social theory and action, education and the Western arts. 
The laboratory for collective living was the kibbutz, but the 
cooperative ideals were shared by all, even in the small cities of 
the time. 


Immigrant and host reaction 


In spite of the fact that Israel has absorbed a mass immigration 
twice the size of its original Jewish population, this has not been 
accompanied by social unrest or instability. On the contrary 
their reception has spurred urban and technical growth and 
social change. However the negative mental health effect of the 
interaction of the immigrants and the hard-pressed hosts and its 
rapid resolution may be seen in the following statistics (Miller 
1967). The rates for crimes of violence against the person 
(including death caused by negligence) reached a remarkable 
peak for the years of mass immigration and the years thereafter 
(1949-57). The rates dropped 50 per cent and more and the 
reduction was maintained for the subsequent years (1958-64). 
n 1949 the specific rate for murder was 4.5:100,000, in 1956, 
2.9:100,000 and in 1964 it fell to 1.4:100,000. Suicide rates 
also showed a reduction, but less so (12:100,000 in 1949-50 to 
ess than 9:100,000 in 1963-64). 

During the years 1948-57 all immigrants on arrival were 
housed in temporary reception centres. The waiting period 
there accentuated their dependence and insecurity. Many 
absorption workers showed great devotion to the needs of the 
immigrants, but this did not tend to reduce dependence. 
Dependency, especially among the less adaptable Eastern 
groups, often expressed itself through overemphasis on the 
rights due to them and even a refusal to move to permanent 
settlements. The policy of immigrant reception was changed 
ater and now new immigrants are directed to permanent 
settlement after a short stay at orientation centres of various 
kinds. 

Among the immigrants from all groups, family tensions 
tended to appear. The roles of husband and wife were liable to 
distortion. Women were able to adapt as earners where the 
husband may have been displaced from that role. Adolescent 
children and older people were especially vulnerable. The 
adolescents often suffered because of intrinsic demands of their 
time of life and the great difference between their cultures and 
that of Israeli youth. The older immigrants, at that time of life 
prone to stress, frequently suffered after immigration. Israel 
society was as inept as all Western society in making 
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allowances for them. Among patriachal Eastern immigrants, old 
men suffered particularly from the sudden impairment of their 
status. 

In general the broader cultural gap to be traversed by the 
non-Western immigrants exacerbated their stress. In spite of 
their clan organization, the kibbutz form of life did not attract 
them, About 10 per cent, as kin groups, did become farmers, 
living in cooperative villages (moshavim), where their adapta- 
tion on the whole has been satisfactory. 

Those settling on the periphery of the cities and new towns 
have generally risen in the economic and educational scale, but 
most remain visible and identifiable as a group. They can be 
distinguished by inadequate (overcrowded) housing, facilities 
and services. There they remain as homogenous social 
enclaves, both in the sense of culture and lower economic 
status. The great investment by both immigrants and hosts is 
leading slowly to a unity of social identity based on a common 
substructure of human and Jewish values, but there is still 
a danger that some will join a subculture of poverty or 
marginality. 

The immediate effects on the immigration from Eastern 
countries is showing in the remarkable statistics for their first 
admissions to mental hospitals. In 1958 the first admission rates 
for all personality disorders, schizophrenia and hysteria was 
approximately twice as high in the Eastern-born as in the 
Western-born immigrants. In 1966 however the rates for 
schizophrenia and personality disorders in the Easterners had 
dropped by at least 30 per cent; this indicated a reduction of the 
stress which supervened on immigration (and the nature of their 
response to it). 

The first Western immigrants to come to Israel were 
concentration camp victims. They were rapidly taken into the 
social fabric, in spite of the deep trauma that remained with 
them. Many aspects of the cooperative nature of Israeli society, 
especially of the kibbutz, were supportive to them, both 
personally and socially. While the Western individual and 
family were less dependent on the bureaucracy, dealing with it 
with savoir faire, nonetheless they generally experienced an 
acute phase of dependence on the absorption-bureaucracy with 
regressive effects. After a short time they were able to 
re-establish their social network and roles and occupational 
status which often needed the greatest modification. The 
Western individual adjusted quickly on the whole thus leaving 
the immigrant-status and economic dependence behind him. 
This was accompanied by his exit from the temporary or 
permanent immigrant housing to blend socially and geographi- 
cally with the host. 

The untoward effects of the bureaucrat-immigrant relation 
was most marked in the case of the Eastern immigrants because 
of the sociocultural differences between them and the bureau- 
crats and their cultural tendency to depend on authority. But 
the army, however formal its structure, was able to provide an 
important buffer and an instrument of education and socializa- 
tion for Eastern youth. 

The more recent Western immigration both from the demo- 
cratic and socialist countries has not been subjected to as much 
material stress, such as temporary and inadequate housing, 
shortages of services, underemployment, as those who came 
before. They are thus rapidly absorbed, from the economic 
standpoint. However adolescents still frequently show the 
personal results of social uprooting, and there are evident, if not 
acute, role-insecurities of individuals in the family and socially. 
Furthermore the absorption process has been fully bureau- 
cratized. 

The close relationships of the tiny national community of 
1948 are less in evidence. They are being supplanted by the 
increasing individualism of the industrial and urban society. 
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Individual Psychology (Adler) 


ALEXANDRA ADLER 


Alfred Adler (1870-1937) was the second of six children. His 
father, Leopold Adler, had come to Vienna from the Burgenland 
and was a grain merchant; his mother was from Moravia. 

Adler graduated from the University of Vienna Medical 
School in 1895. Three years later he wrote his first book (1898), 
in which he indicated the health hazards to which tailors were 
exposed, stressing the principle that human beings could not be 
considered in isolation but only in relation to their total 
environment. Thus, even as a young man of 28, his approach to 
human problems was holistic, foreshadowing his later basic 
conceptual approach. 

Around 1900, Adler’s chief interest was the study of 
psychopathological symptoms within the field of general 
medicine. In 1902, when he wrote a review of Freud's book on 
dream interpretation, Freud sent him a postcard inviting him to 
join his discussion circle. Upon Freud’s assurance that many 
different views, including Adler’s own, would be discussed, 
Adler accepted the invitation. 

Adler had never agreed with Freud’s theory that early sexual 
trauma caused mental disease, and he persistently opposed 
Freud’s method of dream interpretation. The differences bet- 
ween the two men became even more marked after Adler had 
published, in 1907, his Study of Organ Inferiority and Its 
Psychical Compensation. In 191 1, Adler and nine of his 
followers left Freud’s circle and developed their own school of 
thought. The two men never met again. In 1912, Adler named 
his system Individualpsychologie, and that same year he 
published The Neurotic Constitution, a book that outlined his 
main concepts in both their theoretical and practical aspects. In 
the following years, he lectured extensively, and one of his 
books, Understanding Human Nature (1927), commonly refer- 
red to as a classic and still on the required reading list of several 
colleges in the USA is based on the notes of one of his listeners. 

After his return from military service during the First World 
War, Adler opened the first child-guidance clinic in Vienna. 
Soon there were about thirty such clinics in the city, conducted 
under his supervision, staffed by his pupils, and affiliated with 
parent-teacher associations and private institutions, These 
clinics functioned until 1934, when they were ordered closed 
by the fascist regime, which favoured an authoritarian approach 
in the field of education, as elsewhere. R 

In 1926 Adler was appointed visiting professor at Columbia 


University in New York; and in 1932, he also began teaching at 
the Long Island College of Medicine, where he held the title of 
visiting professor of medical psychology. From then on, he 
spent only the summer months in Vienna. 

Adler was an excellent lecturer, and he established contact 
with his audience as easily in English as in his native German. 
His public lectures were always crowded. In 1937, while giving 
a series of lectures at the University of Aberdeen, he collapsed 
on the street and died of heart failure within a few minutes. 

Adler was married to Raissa Timofeyevna Epstein in 1897. Of 
his four children, his daughter Alexandra and his son Kurt are 
psychiatrists. 


Organ inferiority and its compensation 


In 1907, in his book Study of Organ inferiority and Its Psychical 
Compensation, Adler described the process of compensation 
for physical disabilities. The results of compensation may be 
satisfactory or unsatisfactory. As an example of so-called 
overcompensation, a term denoting extreme forms of compen- 
sation, he pointed to Demosthenes, who stuttered as a boy but 
trained his speech by placing pebbles in his mouth and trying to 
shout down the roar of the waves. Adler explained that the 
symptoms of a neurosis si milarly represent the compensation of 
inferiority feelings but compensation in an unsatisfactory 
direction. 

Occasionally it is alleged that Adler considered all mental 
disturbance to be caused by physical disability. However, his 
study of the influence of physical disability represents only the 
beginning of his investigations of the sources of inferiority 
feelings. It was not until 1925 that he used the term ‘inferiority 
complex’. 


Goal orientation 


In 1912, in his book The Neurotic Constitution, Adler pointed 
out that all our thinking is goal-directed and forms a unified 
‘style of life’ particularly well revealed in mental aberrations. 
His psychological system is, therefore, teleological, whereas 
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Freud’s is causalistic; and he used a teleological approach to 
explore mental illness, in particular the neuroses. He often 
illustrated the goal-directedness and ‘logic’ of neurotic symp- 
toms by the following example: If one spots a manat the foot of a 
scaffold, making strange gestures, one may think that he is 
confused. On finding out, however, that his aim is to sit on top of 
the scaffold, the observer may consider the man’s actions to be 
rational enough. Even if his goal is useless, his behaviour is 
reasonable. 

Today, teleological concepts are guiding principles in the 
fields of psychology, psychiatry, sociology, and the biological 
sciences. They form the basis of the so-called holistic-organis- 
mic approach, as opposed to the mechanistic approach. At 
present, all personality theories recognize purposiveness or 
teleology, with the exception of the theories of the behaviourists 
and factor analysts. These developments show that Adler's 
emphasis upon the concept of purpose in the life sciences, 
which earlier was rejected by other schools of thought, has been 
widely accepted. 


Social interest 


In 1919, in the Preface to the second edition of The Neurotic 
Constitution, Adler outlined, for the first time, his concept of 
‘social interest’ (Gemeinschaftsgefiih!), which has become one 
of the basic principles of individual psychology. (What he 
meant by social interest is something like identification with 
society.) 

The First World War was for Adler the demoniacal work of 
unleashed drives that betray and strangle the inherent social 
interest of humanity ([1912] Preface to 1919 edition; 1928). He 
voiced his belief that a better understanding of human nature 
would reduce the striving for power and guide man’s energies 
toward constructive social interest. He later asserted that social 
interest cannot be expected from the severely mentally defec- 
tive, since intelligence and creativity are necessary for its 
development (1928). In persons with neuroses, psychoses, or in 
the criminal, social interest is always diminished, if not 
completely absent. 

As additional evidence of the nature of social interest, Adler 
cited the mutual dependence of mother and child: both are in 
need of love, and while the infant satisfies its hunger, it relieves 
the milk-filled breasts of the mother—an example of the way in 
which social interest may originate. Adler’s concept of the 
mother-child relationship was opposed to that of Freud, who 
described the relation of infant to mother as based, in part, on 
oral, cannibalistic drives. 


Style of life 


In his writings after 1920, Adler used the terms ‘style of life’ or 
‘pattern of life’ ‘life plan’, ‘life scheme’ and ‘line of movements’ 
interchangeably. In the normally developing child, initial errors 
will be gradually corrected until the life style becomes adjusted 
to the standards of his community and, in a wider sense, serves 
the progress of mankind. The basic pattern changes only when 
awareness develops of disturbing discrepancies between a 
particular style and the logic of everyday life. Such discrepan- 
cies become manifest most clearly when a challenge is faced. If 
through psychotherapy a patient can be encouraged to become 
aware of these discrepancies to increase his self-understanding 
and use his common sense, his erroneous style of life may 
change. 


The three main problems of life 


Adler divided the main problems of life into three categories: 
occupational, social, and sexual. This division was first drawn 
in 1917, in a series of. lectures, and later published in 
Understanding Human Nature (1927). He showed that a child’s 
choice of what he wanted to be later revealed who and what 
had influenced him the most so far. He considered it a danger 
signal if an adolescent after the age of thirteen continued to 
insist that he had no idea of what he wanted to be. This, he 
pointed out, may mean a disinclination to become a useful 
member of society. 

Individual psychology is included among the social 
psychologies. Adler emphasized, all through his writings, that 
human functions develop in relation to, and as an expression of, 
our relation to our fellow men. Speech, for instance, develops as 
an expression of our striving to communicate with one another 
in the best possible way. Consequently, in children and in 
adults, disturbances of speech often expressed a blocking of 
human relations. 

Finally, there is the sexual problem. In 1910, Adler coined the 
term ‘masculine protest’ (1909-20), denoting a striving to be 
powerful, to describe an overcompensation for feeling unman- 
ly, in men as well as in women. In his later writings, this term 
was limited to women who protest against their sexual role 
through frigidity and other sexual difficulties, on the one hand, 
or through tomboy activities, on the other. Such girls usually 
grow up feeling less appreciated than boys and, consequently, 
feel inferior both as human beings and in their role as women. 

In his later writings, Adler also always stressed that sexuality 
symbolically expresses the individual’s relation to the whole of 
mankind and can be understood only when seen in the total 
context, rather than as a problem of the single individual. For 
instance, he pointed out that seemingly insurmountable difficul- 
ties of marital adjustment or sexual deviations develop 
whenever an individual aims to gratify only himself through sex 
activities. On the other hand, if he considers the gratification of 
his partner first, neither he nor his partner will feel abused. This 
will create the desire to perpetuate married life unconditionally. 


Family constellation 


Between the years 1918 and 1928, Adler made his original 
observation on the influence that birth order exerts in siblings. 
He stressed the fact that siblings are usually very different from 
one another, in spite of the similar physical inheritance. The 
second-born, for instance, often behaves as if he always had to 
outdo someone; he may be very ambitious, is often of the ‘me 
too’ type, and may constantly feel slighted. Unless he learns to 
adjust to reality, he may perpetuate his exaggerated struggle for 
equality, which repeats his childhood competition with his 
older sibling. He then may experience marked difficulties in 
cooperating with any group. On the other hand, his ambitious- 
ness may result in positive achievements and, if he learns to 
adjust realistically, may stand him in good stead. He often, 
however, discourages an older sibling through his overactivity. 
This is particularly true if the older sibling is a boy followed by a 
rapidly maturing sister. Adler described the youngest ina family 
to seem often to be cast from a different mould. If his older 
siblings are intellectually inclined the youngest may decide to 
become a dancer, actor, or musician. Thus, he may often be 
able to earn his living earlier than his siblings. He may, 
however, attach himself too closely to his mother who, in turn, 
seeks to keep him as her baby, preventing him from developing 
independence. 


Dreams 


Adler’s interest in the manifestations of the unconscious had 
originally been aroused by Freud’s investigation of dream 
material. In his book on the inferiority of organs (1907), he first 
examined dreams that are related to physical difficulties, for 
instance, when patients with enuresis and malformations of the 
urinary tract dream about swimming. Adler never accepted 
Freud’s theory that dreams represent the fulfilment of infantile 
sexual wishes, and he emphasized the limitation this theory 
placed upon the understanding of dreams. He did accept 
Freud's distinction between the manifest and the latent content 
of dreams (Adler 1936), and he also used Freud's method of free 
association for the understanding of dreams, although with 
modification and restriction. 

Adler himself made many original contributions to the theory 
of dreams. He showed that dreaming is in itself an indication 
that the dreamer feels inadequate to solve his problems while 
awake. He suggested that this is why courageous, well-adjusted 
people dream but rarely. He added the original thought that a 
dreamer may becloud certain issues in the same way that an 
orator or writer may use metaphors and symbols if he does not 
understand his subject well. Adler also stressed the necessity of 
integrating the interpretation of dreams with the endeavour to 
understand the whole personality and not to look for symbols 
with over-all applicability. This approach again differentiates 
his method of dream interpretation from Freud’s, particularly 
from the latter’s early method. 

Adler showed how some of the meaning of dreams can be 
revealed by studying directions and movements expressed in 
them. For instance, dreams of falling occur to people who are 
afraid of losing prestige after having achieved a certain standing. 
On the other hand, dreams of flying may occur to ambitious 
people who strive for superiority but who are afraid that they 
may not achieve it. Dreams about dead people suggest that the 
dreamer is still closely attached to a deceased person, as if the 
person were still alive. Dreams of missing a train or a boat 
indicate fear of losing opportunities but may also denote a 
tendency to avoid exposing oneself to the possibility of defeat 
by coming late. Dreams of examination indicate an exaggerated 
fear of being put to a test. The common dream of being 
improperly clothed is found to spring from a fear that 
imperfections may be discovered. 

A complete absence of dreams may have varying significance. 
For instance, a patient may for a long period have no dreams at 
the beginning of or during psychotherapy. This suggests that the 
patient hesitates to cooperate and, therefore, forgets his 
dreams, knowing that dream interpretation constitutes an 
important part of therapy. The therapist is usually justified in 
assuring the patient that he will dream again when he becomes 
less resistant. Adler also pointed out that the mentally deficient 
usually do not have dreams. Since the dream represents: the 
result of a creative, imaginative struggle to overcome conflicts, 
of which the mentally deficient are not capable, the absence of 
dreaming is understandable. 
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The neuroses 


In 1913 and 1914, Adler enlarged his original description of the 
neurotic pattern (1912). He defined the neurotic symptom as a 
safeguard behind which the patient retreated in order to be 
protected from the firing line of life. Later (1931) he described 
and explained the ‘yes, but’ pattern underlying the neuroses: the 
‘yes’ standing for the neurotic’s apparent acceptance of his 
obligations, the ‘but’ for his actual retreat behind neurotic 
symptoms in order to be excused from his responsibilities and to 
try to avoid the possibility of failure. 


Criminality 


Criminality may develop in anyone who feels that the world is 
against him and that fighting is his only hope of success (1931). 
The style of the criminal, he wrote, is to say ‘no’ to the demands 
of society. Adler suggested various ways of trying to induce the 
criminal to change his pattern of destructive behaviour. 

Adler made another important contribution by describing the 
childhood patterns of the later neurotic and later criminal. He 
observed (1931) that the potentially neurotic child is usually 
shy, obedient, and easily deterred from what may lead to defeat. 
He may stay away from other children’s play, excusing himself 
on the ground of being too tired. He thus gives an early 
indication of the ‘yes, but’ style of the adult neurotic. The 
potentially criminal child, on the other hand, is destructive and 
rebellious. Like the adult criminal, he says No to the demands of 
society, and he fights. Such patterns may be found, temporarily, 
in many children but are normally rejected after a trying-out 
period. In the adult neurotic or criminal, they represent, 
however, life-long patterns. 


Organization of the school of individual 
psychology 


In 1914, Adler founded the Internationale Zeitschrift für 
Individualpsychologie, which, after several interruptions 
caused by political upheavals, terminated publication in 1951. 
The English-language International Journal of Individual 
Psychology was started in 1935, with Adler as editor. It has 
steadily increased its scope and, at-present, it appears semi- 
annually, with Heinz Ansbacher as editor. 

At the time of Adler's death, there were 23 individual 
psychologic groups in various cities in Europe and the USA. 
Several of them conducted mental hygiene clinics and training 
institutes. Adler visited most of the groups while on lecture 
tours, thus adding periodically to the training of the members. 

Between 1922 and 1930 five international congresses were 
held under Adler’s chairmanship. After the Second World War, 
the International Association of Individual Psychology con- 
tinued to hold congresses 


Instinct 


O. L. ZANGWILL 


The idea of instinct has a long history. Although the conception 
of inborn or natural tendencies, inclinations or propensities can 
be found in the writings of seventeenth century philosophers 
such as Hobbes, Descartes and Malebranche, the first to use the 
term in something approaching its modern sense seems to have 
been Lord Herbert of Cherbury, who in his De Veritate (1964) 
speaks of an Instinctus Naturalis which urges both animals and 
man towards self-preservation and, in the case of man at least, 
towards such things as will secure his happiness. This concen- 
tration was, however, closely allied to that of innate ideas; 
Malebranche (1674), for example, used the term ‘instinct’ 
sometimes to indicate ‘natural inclination’ and at other times to 
denote some kind of innate knowledge. Although the latter 
conception reappears in modern times in Jung’s idea of 
universal symbols or archetypes, the term ‘instinct’ has evolved 
essentially in the direction of inborn appetites, propensities or 
patterns of action. It is in this sense that it will be used here. 

While the existence of inborn appetites or impulses to action 

was postulated by a number of eighteenth century philosophers, 
not least David Hume, the idea of instinct in its modern form 
derives essentially from nineteenth century biology. Darwin 
himself devoted a chapter of The Origin of Species (1856) to the 
topic of instinct, though he did not attempt a definition. In his 
discussion of animal instinct, Darwin laid stress on its indepen- 
dence of experience, its lack of conscious foresight and its 
highly stereotyped character within a given species. He also 
pointed out that instincts are ‘not absolutely perfect’, i.e. 
instinctive actions may miscarry, that instinct is never altruistic 
and that each animal takes advantage of the instincts of others. 
More importantly, he believed that, in a state of nature, natural 
selection operates upon variations of instinct precisely as it 
operates upon variations of structure. In other words, behaviour 
no less than morphology is subject to the principle of natural 
selection. 

This biological conception of instinct soon filtered through 
into psychology. In his Principles of Psychology (1890), 
William Janes defined it as ‘the faculty of acting in such a way as 
to produce certain ends, without foresight of the ends, and 
without previous education in the performance’. By and large, 
however, psychologists were not content with mere description 
of instinctive behaviour in animals and sought a broader 
conception applicable also to man. For example, William 


McDougall (1908) envisaged instinct on the basis of the 
reflex-arc model, defining it as ‘an inherited or innate psycho- 
physical disposition, which determines its possessor to per- 
ceive, and to pay attention to, objects of a certain class, to 
experience an emotional excitement of a particular quality on 
perceiving such an object, and to act in regard to it in a 
particular manner, or at least to experience an impulse to such 
action’. Such instincts (of which McDougall postulated some 
fourteen) were thought to be common to higher animals and 
man and to provide both the springs of action and, in man, the 
foundations of character. Indeed his entire theory of personality 
and its development was based on the theory of instincts and 
their associated emotions, and upon the sentiments to which 
they were believed to give rise through interaction with the 
environment. 

McDougall’s psychology of the instincts had a considerable 
vogue, though many objections were raised against it. In the first 
place, behaviourists criticized its subjective connotations, 
which they considered inadmissible in an objective science. In 
the second place, it was pointed out that emotion bears a less 
straightforward relation to instinctive action that McDougall has 
postulated; indeed it is often only when instinctive action is 
blocked or frustrated that emotion arises (MacCurdy, 1925). 
And in the third place, McDougall’s analysis appeared too 
rigid, or perhaps one should say too academic, to comprehend 
the more subtle vicissitudes of the instinctual life as disclosed by 
psychoanalysis. None the less, it was not without some 
influence on psychopathology; Morton Prince (1914), for 
example, interpreted some forms of hysterical dissociation 
along the lines of McDougall’s theory. 

A simpler scheme for instinct was proposed by J. B. Watson 
(1919), the founder of Behaviourism, according to which an 
instinctive pattern of behaviour is to be regarded essentially as a 
chain reflex, each successive response forming the stimulus for 
the next in the series until the consummatory reaction is 
achieved. This analysis has, however, proved totally inadequate 
in the light of more recent studies, well summarized by N. 
Tinbergen in The Study of Instinct (1951) and W. H. Thorpe in 
Learning and Instinct in Animals (1956). From these studies, it 
would appear that instinct is better regarded as a complex 
behaviour pattern released by a combination of internal 
(hormonal) changes on the one hand and environmental stimuli 
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(known as ‘sign stimuli’) on the other. The latter evoke specific 
behavioural responses, which are thought to be ‘released’ by 
disinhibition rather than by a stimulus after the manner of a 
reflex. In consequence, the chain reflex concept has been 
abandoned and replaced by the notion of an instinct as ‘a 
hierarchically organized nervous mechanism, which is suscep- 
tible to certain priming, releasing and directing impulses of 
internal as well as external origin, and which responds to these 
impulses by coordinated movements, which contribute to the 
maintenance of the individual and the species’ (Tinbergen, 
1951). The fact that at least some of these complex patterns may 
be induced by direct electrical brain stimulation lends some 
credence to this view. The ethological view of instinct as it has 
come to be known, has led to much fruitful experimental work 
on animal behaviour, particularly in the lower vertebrates, but 
in spite of some speculative ventures into human psychology as, 
for example, K. Lorenz's book On Aggression (1966), does not 
appear to have a great deal of relevance to man. 

The relation of instinct to experience has been much 
discussed and some authors, e.g. William Janes, have regarded 
its main role to be that of a substructure for the acquisition of 
habits, Indeed the relations between instinct and habit are often 
far from simple. For example, whereas bird song evidently has 
an innate basis, its precise pattern appears to be acquired 
through a process of social imitation (Thorpe, 1961). In recent 
years, much interest has been aroused by the phenomenon of 
imprinting, first described by Spalding in 1873 and later studied 
in detail by Lorenz. Imprinting is well shown in the behaviour of 
various species of birds, e.g. ducks or geese, the young of which 
appear to learn to follow and respond to the parent bird within 
an extremely brief and well-defined period of time after 
hatching. As experiments have shown, the bird appears to treat 
the first relatively large moving objectit sees as representative of 
its species, and for the parent bird a human being or even a 
wooden box may readily be substituted. Although imprinting 
was formerly regarded as more akin to instinctive than acquired 
behaviour, it now seems clear that except in rate and 
age-dependence, it does not differ fundamentally from other 
and more familiar forms of learning. Although early work on 
imprinting was carried out mainly with lower vertebrates, the 
idea of a ‘critical period’ optimal for particular kinds of learning 
has since been extended to the development of mammalian 
behaviour, particularly dogs (Fuller and Scott, 1963). 

In psychoanalysis, the concept of instinct has always been 
central, though Freud’s treatment of the topic underwent many 
vicissitudes in the course of his life. In his Three Contributions 
to the Theory of Sex (1910), Freud viewed instincts very much 
on the reflex model. In infants, for example, he thought of 
instinctual behaviour as set off by the excitation of a specific 
bodily organ and the abolition of this excitation as the 
achievement of satisfaction. In the case of sex, excitations from 
the so-called erogenous zones (oral, anal and genital) contri- 
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bute to the general development of a unified sexual instinct 
(libido) at maturity, though their relative predominance might 
vary at different ages and from person to person. Relative 
dominance of one or other partial tendency was, Freud 
supposed, apparent in both perversion and neurosis, though in 
the latter it remains at an unconscious level. 

In infants, instinctual reactions might in time become 
generalized from specific stimuli to their sources (e.g. from the 
breast to the person of the mother) and thus provide a basis for 
long-lasting attachment reminiscent of imprinting in certain 
animals. These relations have since been explored by Bowlby 
(1969). 

In his later writings, Freud was led towards a more purely 
psychological conception of instinct, the original reflex arc 
model diminishing in importance, Indeed the Freudian libido 
came more and more to resemble a hypothetical construct 
possessing no established bodily correlate. None the less, Freud 
maintained the view that an instinct does in some sense 
represent stimuli originating within the organism while at the 
same time reflecting the demand made upon the energy of the 
mind in virtue of its connection with the body. This whole 
conception of ‘mental energy’ is however fraught with difficulty 
and its explanatory capacity virtually negligible. Such a 
criticism applies equally to Jung’s concept of libido, which 
came to be virtually synonymous with Bergson’s élan vital. In 
recent years, it might seem that the concept of instinct has 
ceased to play so vital a part in psychoanalytical theory, though 
the idea of inborn drives, at all events in relation to sex and 
aggression, might still seem indispensable. 

While the term ‘instinct’ has undeniably served a most useful 
purpose in biology and psychology, it might now appear to have 
considerably diminished in importance. The dichotomy bet- 
ween what is innate and what is learned no longer appears to 
biologists as absolute as was for long supposed (Hinde, 1966). 
First, it is appreciated that environmental factors can influence 
the course of development in many ways, some of which do not 
fall within the generally accepted meaning of learning. And 
secondly, since the appearance of any response, whether in 
animals or man, depends on both nature and nurture, attempts 
to classify responses rigidly according to one or other source are 
unlikely to succeed. Indeed the best that can be done is to 
characterize particular patterns of behaviour in terms of their 
relative modifiability under environmental influence. 

In human psychology, too, the instinct concept has been 
largely replaced by that of drives, which are regarded as innate 
tendencies to direct behaviour towards particular goals, though 
the means by which they are achieved are largely a product of 
social learning. That is to say, what is inherited in man is nota 
repertoire of pre-formed patterns of behaviour but a system of 
conative dispositions that ensures that conduct will be governed 
in a manner broadly consistent with biological ends. 


Institutional Neurosis 


RUSSELL BARTON 


Definition 


The term, ‘institutional neurosis’ (Barton, 1959) is used in 
medical psychology in a restricted sense to describe the 
undesirable personality changes that may result from life in 
institutions maintained for the treatment of psychiatric disor- 
ders. 


Synonyms 


Other more or less synonymous terms are: Prison Stupor or 
Prison Psychosis (Myerson 1939); Psychological 
Institutionalism (Bettleheim and Sylvester 1948); Institutionali- 
zation (Martin 1955); Hospitalism; Institutionalism (Wing 
1962); Dehumanization (Vail 1966). 


Characteristics 


Institutional neurosis is characterized by apathy, lack of 
initiative, loss of interest more marked in things and events not 
immediately personal or present, submissiveness and some- 
times no expression of feelings of resentment at harsh or unfair 
orders. There is also a lack of interest in the future and an 
apparent inability to make practical plans for it, a deterioration 
in personal habits, toilet and standards generally, a loss of 
individuality and a resigned acceptance that things will go on as 
they are, unchangingly, inevitably and indefinitely. Sometimes 
a characteristic shuffling gait and posture develop with bowed 
head and hands held across the body. 

Not all patients developed such personality changes and the 
degree varies from the mute stuporose inmate who sits in the 
same position in the same chair month in month out, through 
the ward worker who has surrendered the rest of his existence to 
the institution, to the active cheerful patient who enjoys the 
hospital facilities available and subtly obstructs all attempts 
directed at her discharge. 


Differential diagnosis 


It is only recently that these symptoms have been recognized as 
a disorder separate from the one which brought the patient into 
hospital. They may coexist with features of schizophrenia such 
as delusions or hallucinations. Distinction from the later stages 
of schizophrenia can sometimes only be made by observing the 
response to treatment. Depression has symptoms in common, 
but in institutional neurosis the gloominess, sadness and guilt 
are absent. Organic dementias may be complicated by the 
disorder so that rehabilitation is necessary to decide which 
symptoms are attributable to what. Myxoedema may be 
recognized by the face, falling hair, croaking voice, constipa- 
tion, and raised serum cholesterol. The posture and gait have to 
be distinguished from that of Parkinsonism, especially Parkin- 
sonism due to phenothiazine and other tranquilizing drugs. 

Thus after two years in mental hospitals most patients are 
suffering from schizophrenia and institutional neurosis. 

Formerly institutional neurosis was regarded as an end result 
of mental illness. This is not so. It is analogous to a bedsore. It 
results from factors other than the illness bringing the patient 
into hospital. It is, so to speak, a mental bed sore. 


Causes 


The cause of this pathological withdrawal from life outside the 
institution and submission is uncertain. The associated factors 
(which overlap one another) are as follows. 

(1) Loss of contact with events in the outside world. 

(2) Enforced idleness. 

(3) Bossiness (authoritarianism) of medical and nursing staff. 

(4) Loss of personal friends, possessions and personal events. 

(5) Excessive drugs. 

(6) Uncongenial ward atmosphere. 

(7) Loss of prospects of accommodation, income and friends 
outside the institution. 
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Brutality as a contributory factor 


To this list, collected in 1959, must be added violence, an 
hitherto unrealized factor: brutality, browbeating and harsh- 
ness. A preponderance of evidence can be found in most 
institutions. A small minority of unenlightened staff secretly 
physically assault patients who are not compliant (Robb, 1967), 
perhaps regarding them as errant children and meting out 
corrective measures once applied to themselves when young 
and which they apply to their own children. Such brutality is 
unsanctioned, usually goes undetected through misplaced 
loyalty of other staff and intimidation and is frequently denied 
and therefore condoned and perpetuated. Only an enlightened 
administration, backed by authority with a conscientious and 
constantly vigilant middle management can keep an institution 
reasonably free from the taint of brutality. 


Prognosis 


Although the schizophrenic episode or depression may clear 
up, institutional neurosis may persist as long as the patient 
remains in hospital and the hospital remains unchanged. 


Treatment 


(1) Re-establish contacts with the family and community events 
in every possible way. 

(2) Encourage. patients to participate in a sequence of 
planned events every day of the week, bearing in mind that 
regimentation and organization from above, necessary in the 
early stages of treatment, perpetuates the condition in the later 
stages. 

(3) Alter the attitudes of institutional staff (if necessary). This 
cannot be done by giving orders and is not usually achieved by 
‘psychotherapy.’ 

(4) Encourage friends, provide for possessions and assist in 
bringing about personal events, i.e. the patient must be in the 
swim of activities. 

(5) Reduce drugs—distranquillization where possible. 

(6) Provide a friendly, homely, permissive ward atmosphere. 
Each patient needs a wardrobe, chest of drawers, shelf and chair 
by her or his bed. 

(7) Make the patient aware of prospects of accommodation, 
work, and friends outside the hospital and assist him in realizing 
these prospects. 

(8) Institute enquiries into all bruises and injuries and attempt 
to dismiss staff who brutalize patients without provocation. 


Wider implications 


Although identified in psychiatric hospitals, institutional 
neurosis may occur anywhere where a large number of people 
live, work, eat, sleep and play under the supervision of a small 
number of staff in crowded places (Goffman, 1962). Orphan- 
ages, schools, monasteries, ships, barracks, prisons, prisoner of 
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war camps and homes for the aged, indigent or blind are 
examples. It is the all-enveloping tissue of constraints and lack 
of privacy which mainly distinguishes such a population froma 
normal village. or town. The difference is essentially one of 
quantity rather than quality. Submission to the rule of law and 
disposition to lead a more or less ordered life is essential for 
most members of a society to enable other members to lead a 
civilized existence. Normal maturation is the process of 
learning to deny, divert or delay impulses and gratifications 
according to the prescription of society. .It is extremeness of 
submission and failure to recognize the potential of life beyond 
the institution that makes institutionalization pathological. 

The term ‘institution’ cannot be restricted to denote collec- 
tions of buildings which house organizations such as schools or 
mental hospitals. ‘Institution’ embraces non-tangible innova- 
tions such as marriage, religion, benevolence, due process, 
justice, customs and mores and so forth—some of these have 
evolved with the mental and physical evolution of the human 
species. Others have been instituted suddenly by administrative 
fiat. From time to time charismatic leaders have made institu- 
tions—Alfred the Great divided England into counties and 
hundreds, founded Oxford University and collected, compiled 
and established the best enactments of his predecessors to 
institute a legal system. Others have broken them—Adolf Hitler 
destroyed and dissipated man’s slowly accumulated treasures of 
benevolence and reason. 

Institutional neurosis occurs when the original purposes of an 
institution are ignored, displaced by, or seconded to increasing 
preoccupation with the rituals or symbols or administration of 
that institution. The mechanical chanting of prayers while 
appraising a fellow worshipper, rigid adherence to the letter at 
the expense of the spirit of the law, investment of time and 
personnel in otiose administrative exercises in health services 
and hospitals with disregard and neglect of the patient's 
treatment, comfort or feelings are examples of neurotic distor- 
tions of institutions in which the institution itself has become 
valued above the purpose it was founded to serve. 

It becomes apparent that, far from being a rejection of reality, 
institutional neurosis represents an adjustment to an institution 
the purpose of which is not fully understood or transacted by its 
executive. The abnormal submission, meaningless prayers or 
legalistic rituals may be aspects of a personal or social neurosis 
in the individual. The antics of the professional staff obscuring 
and perverting the primary purpose of the institution to 
self-serving is analogous to a psychosis; its transactions failing 
to identify or heed the realities of its purpose, and consuming its 
resources in activities irrelevant, and sometimes harmful, to the 
very objectives for which it was founded. 
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Integration, Neural 


PAUL GLEES 


Integration or the operation of integration is the blending of 
diverse psychological characteristics to form a complete whole. 
This original purely psychological definition must also be valid 
for units of behaviour at neuronal level, clearly recognized by 
Sherrington (1906) in his classic work The Integrative Action of 
the Nervous System. 

Fulton (1938) gives the following definition of spinal neural 
integration which is based on Sherrington’s conception. 

‘The isolated spinal cord of any higher vertebrate is capable of 
combining elementary reflexes into movement patterns having obvious 
purpose. The process by which these combinations are effected is 
referred to as “integration”. The spinal animal gives evidence of 
integration in the somatic sphere as well as in the visceral sphere, the 
complexity of integration varying in different species, and, in any given 
species, with the interval after section of the cord.’ 

Integration seen in this definition appears as a putting 
together of a number of reflex actions into a chain of events 
leading to a movement pattern useful and purposeful for a 
particular animal. This integration takes place between recep- 
tors and the motor neuron. Basic events in this integrating 
process must be receptor activity, impulse conduction, excita- 
tion and inhibition in a neuronal chain, including pre- and 
post-synaptic sites. 

According to Sherrington, an afferent volley produces in its 
synaptic termination an excitatory state outlasting in time the 
afferent impulses, leading to summation both in space and time. 
Similar to the excitatory state a central inhibitory state exists 
based on interneurons fully discussed by Glees (1961). 

Lloyd (1943) has studied these conditions in spinal neurone 
pools. The discharges of motor neurones expressing integrative 
action will depend on a number of factors. The excitability state 
in a particular neuron pool, the time and space relationship of 
excitatory and inhibitory events, the state of synaptic terminals 
are some of these factors. Foremost in coordinating integration 


must be the interneurone which is always present where events 
are not monosynaptically directed. 

Interneurones present in varying complexity at all levels of 
nervous activity, have one main task of combining activity at 
different levels. For this reason interneurones seem to be the 
neurological background for integration. Interneurones have 
been most extensively treated by Horridge (1968), and his 
comprehensive survey ought to be consulted, Horridge defines 
an interneurone as a neurone which is neither sensory nor 
purely effector innervating. Even at reduced receptor activity, 
interneurones carry on principal activities of the CNS. In many 
instances these activities are highly organized and their 
neuronal operations must be based on multichannel informa- 
tion. Allowing a considerable delay before motor action takes 
place when compared with direct synaptic transmission 
time; this integrated process can take 100-200 times longer. 
Integration must not only mean combination of a variable 
number of motor actions but being based on a genetically 
controlled nervous system and conditioned by environmental 
stimuli, it results in a decision making organization of higher 
mental activity. Speculatively the anatomical arrangement and 
the properties of interneurones may be the vehicle on which 
learning and thus memory is based. 
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Intelligence 


P. E. VERNON 


Introduction 


The concept of intelligence is important to medical, educational 
and vocational psychologists, to teachers and others, since it is 
usually taken to mean the all-round ability level of a child or 
adult, particularly shown in the more complex thinking 
processes such as reasoning. Thus it largely determines the 
person’s educational and occupational potentialities. It is also 
considered as innately given, and as measurable by such tests as 
the Terman-Merrill or Wechsler Scale, or, less reliably, by 
suitable group tests (see Intelligence Tests). These usually yield 
Intelligence Quotients (1.Q.s) where 100 represents average 
ability, at any age, 120-140 superior, and 140 upwards 
exceptionally intelligent; 70-90 represents backward, and 
below 70 down to about 20 corresponds to various degrees of 
mental deficiency. Unfortunately, this commonly accepted 
view is seriously oversimplified. There has been much con- 
troversy, particularly over the extent to which intelligence can 
be regarded as genetically determined, and as to whether itis a 
general ability or a collection of inore specialized abilities or 
mental factors. The following sections attemptto provide a brief 
history and a consensus of current psychological theories and 
findings. 


Early development of views on intelligence 


In the nineteenth century intelligence was conceived chiefly as 
that mental capacity for adapting to new situations, for learning 
and thinking, which differentiates man from the lower species 
whose behaviour is based more on fixed instincts and reflexes; 
and it was linked with the evolution of the neopallium or 
cerebral cortex. However, by 1870 Sir Francis Galton intro- 
duced the idea of grading ability from the highest genius level 
down to the lowest idiot, and sought to prove that this was 
hereditarily determined. 

In the first decade of the twentieth century Binet and Simon 
constructed the first test for measuring a child’s intelligence in 
terms of a Mental Age scale of development, and Charles 
Spearman claimed to show, by statistical analysis of correla- 
tions between different tests, that there was general factor 


underlying performance at any cognitive test. This he termed 
the ‘g’ factor, while the remaining component which was 
different for every test was the ‘s’ or specific factor. 

By the early 1920s, group tests of intelligence had been used 
on a vast scale for assessing American army recruits in World 
War I, and were being applied for measuring the educational 
potential of school children, e.g. in Britain as part of the Special 
Place Examination (later known as the Eleven Plus) for selecting 
the most promising pupils for grammar school. 

Psychologists, however, were unable to agree on a satisfac- 
tory definition of intelligence. Some emphasized the biological 
and neurological aspects; many attempted to specify the crucial 
mental functions which make up intelligence, such as abstract 
reasoning, problem solving, judgement, insight, foresight, plan- 
ning capacity, forming mental associations, etc. Spearman 
thought of ‘g’ asa kind of general mental energy which underlay 
the grasping of new relationships (‘eduction of relations and 
correlates’), whereas it played little part in simpler perceptual 
processes or tests dependent on acquired associations. Still 
others took the position that speculations about mental faculties 
are pointless and that intelligence is ‘what intelligence tests 
measure’. The one point generally accepted is that intelligence 
refers to the intellectual or cognitive aspects of mind, as distinct 
from the emotional or motivational, though itis recognized that 
both aspects are normally involved in any human behaviour. 


Factorial studies 


Some of Spearman’s critics, e.g. Cyril Burt and Godfrey 
Thomson, realized quite early that people differ not only in 
overall ability level but in more specialized types of ability, e.g. 
perceptual, verbal, number, etc. Such types, neither general nor 
wholly specific, were referred to as ‘group factors’. American 
psychologists had always emphasized the specificity rather than 
the generality of abilities, and in 1938 L. L. Thurstone published 
an investigation of 56 varied ability tests applied to college 
students. He claimed that there was no ‘g', but rather that the 
tests grouped into a series of independent multiple or primary 
factors, including V (Verbal), S (Spatial), N (Number), P 
(Perceptual Speed), W (Word Fluency), M (Rote Memory) andR 
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(Reasoning). This implied that psychologists should measure the 
profiles of children or adults on these different factors, instead of 
assessing general ability by conventional individual or group 
intelligence tests. 

The antithesis between the British and American conceptions 
of intelligence was later partially resolved when Thurstone 
found that the multiple factors obtained from testing children 
were not independent, i.e. that there was a common ‘second- 
order’ factor or factors running through them, which clearly 
resembled Spearman’s or Burt's ‘g’. It may be that with younger 
persons, general ability is more dominant than with late 
adolescents or adults. Or the apparently discrepant findings 
may arise simply because younger pupils are generally more 
heterogenous, whereas among older groups at school or college 
who tend to be more homogeneous or highly selected, the more 
specialized talents (group or multiple factors) stand out more 
distinctively. 

Followers of Thurstone added many other alleged primary 
factors to his list, so that the whole picture became rather 
confused. A notable attempt to provide a systematic taxonomy 
is that of J. P. Guilford, who classifies abilities along three sets of 
dimensions: (1) Operations (cognition, memory, convergent 
and divergent thinking, evaluation); (2) Contents (verbal, 
figural, symbolic, behavioural); and (3) Products (e.g. units, 
classes, relations, etc.). This ‘model’ or ‘structure’ of intellect 
allows for 120 or more different factors, and Guilford’s own 
studies, mainly with high-grade adults, have substantiated 
many of these. But though it rightly stresses the richness and 
variety of human intelligence, it is obviously too elaborate for 
widespread practical application. Most applied psychologists 
thus continue to make use of the single, global !.Q. test, albeit 
that no-one can satisfactorily define just what sort of abilities it 
does or does not include. They also recognize that testees may 
show considerable discrepancies between their verbal and 
non-verbal 1.Q.s as assessed, say, by the Wechsler scales; and 
they often supplement with tests of more specialized abilities, 
e.g. number, spatial, imagination or creativity (q.v.), mechani- 
cal, musical, etc. 


Hereditary versus environmental 
determination of intelligence 


Early writers stressed that intelligence is indicated, not by a 
person’s acquired knowledge, but rather by the complexity of 
knowledge he can absorb and by what he can do with it, e.g. 
solve new problems. Thus the tests were claimed to measure 
educability, not education received. If it were objected that 
children handicapped by low social class or other conditions of 
upbringing have less opportunity to acquire the vocabulary or 
other skills involved in the typical intelligence test, the answer 
was to rely more on non-verbal, pictorial or performance tests. 
However in the 1920s and 1930s evidence accumulated of the 
effects of environmental factors on any test performance. Even 
studies of twins which revealed much closer correlations 
between identicals than between dizygotic or fraternal pairs, as 
would be expected on genetic theory, also showed that 
identicals who were separated and brought up in different 
environments often obtained substantially different !.Q.s. 

In 1948 D.O. Hebb, in his book The Organization of 
Behaviour suggested that conflicting interpretations might be 
resolved if we realize that the term ‘intelligence’ is commonly 
used in two quite different senses, which he distinguished as 
Intelligence A and Intelligence B. By Intelligence A he referred 
to the genetic potential, or the inherited quality of the brain 
which underlies any kind of mental development. This cannot 


be observed or measured, though there is ample evidence to 
show that innate differences do exist. Intelligence B stands for 
the observable and measurable efficiency of mental functioning 
at any age which results from the interaction between Intellig- 
ence A and the stimulation provided by the environment. 
Geneticists make the same distinction between the genotype 
and the phenotype. Our tests then are measures of the 
phenotype, and there is no doubt that environmental influences 
operating from conception onwards have significant effects on 
mental development and thus on test performance. 

These views fit in well with the influential work of Jean Piaget, 
who has traced mental development from the sensorimotor 
behaviour of early infancy, through the egocentric and irra- 
tional or ‘preoperational’ thinking of. young children to the more 
adaptive and concrete ideas of the older school child, and 
finally the logically based ‘formal’ thinking of the intelligent 
adolescent and adult. He points out that all our ideas and 
thinking skills are developed through use in reacting to 
environmental stimulation; they do not mature, as it were, in 
vacuo, through the growth of the central nervous system. 

It may be that such work as Hebb’s and Piaget's, indicative of 
environmental influences, has unduly affected American and 
British psychologists, giving the impression that we can 
manipulate children’s intelligence almost at will by supplying 
or withholding suitably stimulating conditions of child-rearing. 
In 1969, Arthur Jensen stirred up widespread controversy by 
re-emphasizing the importance of genetic differences, and 
showing that the crucial question is what proportion of the 
variance of (i.e. differences in) Intelligence B should be 
attributed to genetic, and how much to environmental, factors. 
The calculations of Burt and Jensen, based on twins and other 
dergrees of kinship, indicated that the respective proportions 
approximate 80 per cent and 20 per cent. Jensen adduced this 
and other evidence to support the view that negroes in the USA 
score on average much below whites on intelligence tests 
mainly because of genetic differences. His arguments have 
been severely criticized, and though further scientific enquiry is 
certainly needed, the technical difficulties of comparing racial 
or ethnic groups seem too formidable to justify any final 
conclusion. For example, we are not entitled to regard any tests 
as ‘culture-free’. Even with an apparently unbiased test like the 
Raven Matrices, testees from underdeveloped countries or from 
underprivileged homes are handicapped, partly because of lack 
of familiarization in their upbringing with abstract figures and 
shapes, or lack of habituation to competitive testing situations, 
and partly because their home circumstances and education 
have not provided the same conditions for stimulating intellec- 
tual growth as have the environments of most Caucasian 
children. 

At the same time the evidence for the importance of genetic 
factors does imply that socio-economic class differences in 
intelligence within white societies are to some extent innate, 
though also reflecting the more stimulating cultural environ- 
ments that middle- and upper-class parents tend to provide. 
Children of professional parents obtain an average |.Q. of about 
115, those of lower working class parents about 92. But it 
should also be borne in mind that individual differences always 
range far more widely than group differences. For example 15 
per cent or so of negroes obtain 1.Q.s of 100 and over, thus 
surpassing 50 per cent of whites. 


Deprivation and deficiency 


In cases of very severe deprivation, such as children brought 
up in institutions with scarcely any adult contacts, intellectual 
growth may be greatly depressed; and transferring them, say, to 


a foster home, especially at an early age, can bring about 
spectacular rises. Higher grade mentally defective children or 
adults are often nowadays termed ‘subcultural’, since at least part 
of their condition may be attributable to poor environment. It is 
known too that a large proportion of them make good 
adjustments to adult life and employment. The lower-grade 
imbeciles and idiots are much more likely to result from 
pathological conditions or from rare genes, though even here 
upbringing in a sheltered institution tends to fixate their 
mentality at a low level and they may improve in adjustment, 
and to a limited extent in 1.Q., in more stimulating circum- 
stances. 

On the other hand, preschool and compensatory education 
schemes for deprived and especially for negro children in the 
USA, which aimed to improve their effective intelligence and 
adjustment to school (the Headstart programme), generally 
failed to produce more than a temporary gain. It is worth 
remembering that deprived or even mentally defective children, 
like normals, can vary in their abilities along different lines, so 
that many who are greatly retarded at school may show other 
abilities of a non-academic type. According to Jensen, the main 
inferiority among American Negroes is in conceptual learning 
and reasoning, whereas their ability in rote or associative 
learning is much the same as that of Whites. They also tend to 
show more rapid psychomotor development in infancy than 
white children, and probably produce larger proportions of 
good athletes. 


Intelligence and achievement 


In the light of current conceptions of intelligence, the traditional 
contrast between intelligence and achievement cannot be 
maintained. In particular the notion that ‘underachievement’ 
can be measured by comparing children’s educational attain- 
ments with their Mental Ages or I.Q.s is unsound. Intelligence 
itself is a type of achievement, affected by the same sorts of 
conditions that improve or lower attainment, though it is true 
that the genetic contribution to achievement is smaller, the 
environmental contribution and the influence of personality 
and motivational factors are higher, than in the case of 
intelligence. The main difference is that ‘achievement refers to 
more specialized skills and knowledge taught in schools, 
whereas ‘intelligence’ refers to more general comprehension 
and reasoning skills, which are built up through stimulation at 
home and elsewhere, only to a lesser extent in school. In so far 
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as such skills are applicable in any field, including school 
learning, the I.Q. (especially when measured by verbal tests) is 
still useful in predicting likely scholastic achievement, though 
not because it measures innate potentiality. Moreover, back- 
ward children, with low 1.Q.s, should not be refused remedial 
teaching or clinical treatment on the grounds that they are 
already working ‘up to capacity’. 


Deterioration of intelligence 


Another common application of certain intelligence and other 
tests is for diagnosing mental deterioration, attributable to 
ageing, brain injury or other pathological conditions. Wechsler 
distinguishes subtests on his Adult Intelligence Scale which do 
or do not,hold up with age; and Babcock, Shipley and others 
employ vocabulary as a measure of intellectual level achieved 
in the past, and contrast this with tests presumed to show present 
mental efficiency or capacity for new reasoning. 

R. B. Cattell has provided a valuable reformulation of a 
distinction between ‘crystallized’ and ‘fluid’ intelligence, 
backed by factor-analytic investigations. Crystallized intellig- 
ence (Gc) refers to the mental concepts and skills which have 
been built up through cultural pressures and education; while 
fluid intelligence (Gf) is the resultant of biological factors on 
intellectual development, including genes, perinatal conditions 
and pathology. Most intellectual performances depend, in 
varying degrees, on both these aspects of ability, and it is 
disputable whether any tests can really reveal Gc. But his 
theory certainly provides an advance over the traditional view 
of intelligence outlined in our Introduction, 
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Intelligence Tests 


P. E. VERNON 


Intelligence tests were developed for such practical purposes as 
identifying the mentally retarded, and assisting in the examina- 
tion and diagnosis of psychiatric patients, or maladjusted, 
delinquent, or backward children. They were also adopted for 
assessing the potential ability of students for advanced educa- 
tion, or the suitability of candidates for different levels of 
employment. Thus they are widely applied in selection, 
guidance and counselling, often supplemented by other tests of 
more specialized abilities and they play an important part in 
educational or sociological surveys, and in many types of 
psychological research. Questions regarding the nature of the 
intelligence they are supposed to measure, and how far they 
reflect innate capacity or environmental influence, are discus- 
sed in Intelligence, p.257. 


Early tests 


Some of the earliest tests were constructed by Sir Francis Galton 
in the 1880s, but these depended largely on sensory and motor 
capacities, and it was found that they showed little agreement or 
correlation, either with one another or with observed intellec- 
tual achievement. The French psychologist, Alfred Binet, on the 
basis, of his studies of mental development of children in the 
1890s, realised the principle that intelligence is best sampled 
through tasks involving such processes as reasoning, com- 
prehension and judgement. When asked by the Paris education 
authorities to devise a method of picking out children who were 
too dull to be educated in ordinary schools, he collected (in 
collaboration with Simon, a psychiatrist) a series of intellectual 
tasks ranging from very simple to more complex, and published 
the first Binet-Simon test in 1905. Under parallel circum- 
stances, Ebbinghaus had produced a Completion test (filling in 
gaps in sentences) in 1897. 


The Binet and Stanford scales 


Revised and expanded scales were produced in 1908 and 1911, 
and the component tasks or test items were grouped by age 
levels from 3 years to adult, i.e. according to the age at which a 
majority of normal children could answer them. Also each task 


was shown to differentiate children regarded as bright by their 
teachers from dull children. This age-grading enabled Binet to 
specify that a backward child is so many years behind average 
children in mental development, or a bright one so many years 
advanced. Thus the Mental Age system was the first method for 
expressing intelligence on a quantitative scale. 

The tests were soon translated and adapted by Goddard in 
America and Cyril Burt in England. But the most extensive 
revision was produced by L. M Terman at Stanford, California, 
in 1916, and the Stanford-Binet scale became the main 
instrument for assessing deviant children until the Terman- 
Merrill revision appeared in 1937. This included two parallel 
forms, L and M, and covered the range from 2 year to superior 
adult levels. In 1961 the third Stanford Revision was issued, 
consisting of the best items from both forms. Since Mental Age 
increases as a child grows older, Terman introduced the 
Intelligence Quotient, namely the ratio of Mental to Chrono- 
logical age multiplied by 100, to yield an index of relative 
brightness, which is expected to stay approximately constant. 
(Actually it can vary quite appreciably from one test to another, 
or over long periods.) Since it was found that little increase in 
Mental Age, or items passed, occurred beyond about 14 years, 
1.Q.s for older children and adults were calculated by using 14 
to 16 as divisor—an unsatisfactory device which has been 
eliminated in modern.tests. 

Most of the Binet and Terman items consist of oral questions, 
though some involve pictures or (especially for younger 
children) play materials. They are given in a free interview 
situation, and the child responds in his own words. But 
presentation and scoring are standardized, and the tester must 
be thoroughly trained in order to ensure reliable results. He or 
she starts at a year-level on the scale where the child is likely to 
pass all the items, and goes on until a year is reached where 
none are passed, the whole procedure normally taking a half to 
one hour. The child's manner of coping with difficulties and his 
responses to a wide variety of items provide valuable oppor- 
tunities for clinical observations and judgements. 


Other individual scales 


Since the Binet scales depend heavily on verbal skills, various 
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performance tests have been devised which present problems 
by means of pictures, blocks, designs, etc. These include the 
Porteus Mazes, Goodenough Draw-a-Man test (recently revised 
by D. B. Harris), and the Kohs Block Design. Naturally these do 
not give as good an indication of educational capabilities as 
verbal tests. For very young children of 0-2 years scales such as 
the Gesell Schedules, or P. Cattell’s or R. Griffiths’s tests are 
available. These assess perceptual, motor, social and other 
types of development against normal standards, but they should 
hardly be regarded as intelligence tests, and their results give 
very little indication of later mental capacity. 

Though the Stanford tests contain items labelled Adult and 
Superior Adult, they are too childish in content to be suitable for 
testing adult intelligence. David Wechsler (1939) set out to 
supply the .need for a good individual test for adults, and 
incorporated several new features in his WAIS (Wechsler Adult 
Intelligence Scales). Subsequently the WISC, for children of 5 to 
15+ years, and WIPPSI (Wechsler Preschool and Primary Scale 
of Intelligence) for 4 to 6% years, were similarly constructed. 
Each contains five or six verbal subtests, e.g. Vocabulary, 
Information, Comprehension, and five or six performance tests, 
e.g. Picture Completion, Block Design. These are scored 
separately and converted to standard scores which show 
relative ability on different subtests. Total scores then yield 
Verbal, Performance and Full-Scale 1.Q.s, which are so 
arranged as to havea constant Standard Deviation or dispersion 
at any age. (These are referred to as ‘Deviation Quotients’, in 
contrast to the ‘Classical’ or Stanford-Binet type quotients.) 
Furthermore, since the performance of adults on several 
subtests tends to decrease with age above 20-24, they can be 
scored by comparison with 20-year-olds (so-called ‘efficiency 
Quotients’) as well as in comparison with their own age group 
(.Q.s). Thus the Wechsler scales provide useful diagnostic 
information beyond the all-round 1.Q. It should be noted that 
both the Stanford and Wechsler tests are of American author- 
ship, and therefore require some adaptation for British use. At 
the time of writing a new scale is being constructed by British 
psychologists which, it is hoped, will indicate relative strengths 
or weaknesses in verbal, number, memory, fluency and 
reasoning abilities, in addition to a general score. 


Group tests of intelligence 


These take the form of a written examination and can be given to 
a large group at a time, by testers who do not possess the 
thorough training required for individual testing, e.g. school 
teachers or personnel officers. (It is nevertheless very necessary 
that they follow the precise test instructions and timing 
conditions, and ensure that the group to be tested is well 
motivated.) The first published group tests were constructed for 
recruits in the American army in 1917-18. Army Alpha 
consisted of 8 verbal subtests, each timed separately, for 
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example Analogies, Number Series, Mixed Sentences, Voc- 
abulary. Most of these were in multiple-choice form, so that 
scoring is both quick and entirely objective. Army Beta 
contained subtests based on pictures or designs, though given 
with oral directions, and was used for foreign born and illiterate 
recruits. 

A very large number of similar tests, either verbal or 
non-verbal or both, have been devised for different age groups 
from about 5 years up to superior adults such as college 
students. Critical assessments of the various tests in print are 
available in O.K, Buros’s series of Mental Measurements 
Yearbooks (1967; cf. also Vernon, 1960; Anastasi, 1968). 
Commonly they are organized in ‘omnibus’ form, where items 
of different types are mixed up, so that a single time limit, for 
example 20, 30 or 40 minutes suffices for the whole test. All the 
items will have been tried out beforehand and shown to be of 
adequate difficulty to discriminate among the duller and the 
brighter testees for whom the test is ultimately intended. The 
preliminary item analysis also shows that each item is a good 
one of its kind, free from ambiguities, etc. Often the responses 
are entered on machine-scorable answer sheets. The distribu- 
tions of scores for each age group concerned are determined by 
prior application to large, representative population samples, 
and can then be converted into (Deviation) 1.Q.s, or alterna- 
tively expressed in terms of percentiles, or standard scores such 
as Stanines. The test manual should explain how this standard- 
ization was carried out, and the nature of the test norms. 

If testes have to read the instructions and items, a minimal 
reading level of about 9 years is required. Thus group tests for 
younger children usually employ pictorial items and oral 
instructions. They are, however, less reliable, and individual 
testing is preferable, where possible. Likewise deviant children 
and adult patients should be individually assessed. Among the 
most commonly used group tests are the Moray House Verbal 
Reasoning Tests (at the end of primary school), and the Raven 
Progressive Matrices—a non-Verbal test which covers the 
whole age range from the age of 5 onwards. In recent years, 
especially in America, tests which measure several different 
aptitudes or mental factors rather than a single 1.Q. have 
become popular, for example the Thurstone Primary Mental 
Abilities Tests and the Bennett Differential Aptitude Tests. 
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Introversion—Extraversion 


V.J. HAMILTON 


Introversion and extraversion commonly describe two types of 
human personality. Attempts to characterize human behaviour 
economically and in general terms were first made by the 
physicians of Ancient Greece, but they required a basic four 
types in order to deal with human variability. Furthermore, 
examples of characterology preserved from antiquity, indicate 
that typing of behaviour along few dimensions was an inferior 
technique even then for an adequate description of individual 
behaviour. The alternative, and sometimes contradictory pro- 
cedures of describing personality from the so-called nomothetic 
and idiographic positions, continue to preoccupy researchers in 
the experimental study of personality. 

The basic argument is whether it is possible and scientifically 
necessary to reduce the large number of individual habits and 
traits to single or very few superordinate concepts, or whether in 
doing so theorists are bound to ignore patterns of relationships 
between characteristics which have been smoothed away by 
modern mathematical techniques, and by so doing lose 
individual accuracy, and meaningfulness. 

The introversion—extraversion typology is closely tied to the 
analytic psychology of Carl Jung. The terms were first systemati- 
cally used by him, and carefully defined, largely on the basis of 
his wide experience as a psychiatrist. They have always been 
considered as applicable to ‘normal’ as well as ‘abnormal’ 
people. Introversion and extraversion, according to Jung, have a 
genetic basis, are qualitatively different, and are definable at the 
unconscious as well as the conscious level of behaviour. They 
are enduring attitudes or orientations of individual personality. 


INTROVERSION 


The introvert type has among others the following dominant 
characteristics (not necessarily in order of strength or impor- 
tance): 

Social and personal withdrawal, subjectivity, preoccupation 
with self, lack of confidence in relation to people and social 
situations; being quiet, retiring, interested in ideas and ideals; 
cautiousness, timidity, hesitancy, thoughtfulness, lack of spon- 
taneity, low activity levels, shyness, preferring solitude; being 
sensitive, scrupulous, afraid of ridicule, overconscientious, 
pessimistic, critical. 


EXTRAVERSION 


Some of the most frequently descriptive terms associated with 
extraversion are as follows: 

Outward going, confident, sociable, voluble, high activity 
level, adaptable, little fearfulness, adventurousness, courage, 
wide and superficial interests, fondness of company, optimism, 
enthusiasm, needing to make a good impression, shunning 
loneliness, avoiding reflection and preoccupation with self; 
being conventional and conforming; preferring concrete situa- 
tions and problems, interested in facts rather than conjecture. 

The lists of traits are inevitably incomplete, but it is likely that 
they match to varying degrees the stereotypes of introversion 
and extraversion that people conceptually acquire in a shared 
culture. 

Jung’s original formulation included two important exten- 
sions of his typological notions. 
` (1) The attitudes and orientations of introversion and 
extraversion were further diversified or differentiated by 
the functions of thinking, feeling, sensation and intuition both 
separately and in combination. 

(2) Extreme introversion was associated with anxiety 
neuroses, and extreme extraversion with hysteric neuroses. 
(Some present day practices often include psychopaths among 
extravert neurotics. There appear to be few good logical and 
theoretical reasons for this.) 

He also thought that everybody possessed introvert as well as 
extravert traits, that the individual type depended on which of 
these were conscious and which unconscious, and which traits 
were dominant and which subordinate. These notions of 
dominance or superiority and subordination or inferiority were 
extended by Jung to the four functions. 

Predominant orientations towards experience involving the 
thinking and feeling functions lead to rational behaviour 
characterized by abstract conceptualizations and interests and 
their appropriate emotions and motivations. The preferred 
development of the functions of sensation and intuition lead to 
concern with the particular, the concrete, the mysteries and 
purpose of things. The direction of development would depend 
on the selective differentiation of functions; a process which 
experimental psychology today would relate to a combination 
of early stimulation and exploratory opportunities, maternal 
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attitudes and the individual child’s preferred way of expressing 
himself. The relationship between personality type and func- 
tions is illustrated in Figure 13. 


Introversion 


Thinking Feeling Sensation Intuition 


Extraversion 


Figure 13 


This also indicates that introverts as well as extraverts may 
differ considerably among themselves depending on a combi- 
nation of dominant, subordinate or auxiliary functions. 
Jungians usually refer to 16 possible subtypes of introver- 
sion-extraversion, but the actual number of combinations, 
allowing for dominance order, seems to be 24; 12 subtypes of 
introversion and 12 of extraversion. Oversimplified use of the 
type terms would lead, therefore, to somewhat overgeneralized 
abstractions, which, while they are convenient and broadly 
descriptive, suffer from the partial inaccuracies and incomplete 
validity found in all stereotypes. These problems have persisted 
in the systematic researches intended to test Jung's original 
theory. 

Introversion and extraversion are seen as descriptive not only 
of normal personality, but their extreme points were said by 
Jung to identify anxiety and hysteric neuroses respectively. 
There are two major difficulties in this assumption: (1) that the 
more introvert or the more extravert, the more neurotic a 
person; (2) and inevitably, that the traits which define the two 
personality types must also define pathogenic personality traits. 
It is likely that Jung did not intend to convey the latter, and 
subsequent experimental tests have in fact been directed to 
show that neurotic and typological traits may be independent 
and different from each other. 

Neurosis, for Jung as for Freud, is the result of unconscious 
conflicts encapsulated in complexes and their resultant uncon- 
scious anxiety, and normality, adjustment or mental health 
depend on a harmonious relationship between introvert and 
extravert attitudes, i.e. the reconciliation of opposites with 
respect to some of the traits. 

If valid measurements of introversion and extraversion are 
carried out, and this is more difficult than suggested by some 
researchers, two types of curves of the distribution of scores on 
such a measure may be obtained, depending on whether a 
heterogeneous normal or a selected neurotic group is assessed. 
These curves are shown in Figure 14. 


Hypothetical 
scores 


js. 


0 100 
Introversion Extraversion 


Figure 14 


Anormal group may give the familiar bell-shaped distribution 
of scores (curve A), the abnormal group may give a bi-modal 
distribution with two bumps (curve B). The first will indicate that 
the majority of normal people are ambivert—with a mixture of 
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introvert and extravert traits, curve B suggests that extreme 
introvert and extravert characteristics are present in a group of 
neurotics. 

There is some, but not wholly reliable evidence, that hysterics 
and psychopaths tend to score high on extraversion, while 
anxiety states and obsessive-compulsive neurotics score high on 
introversion. It is also true that some hysterics score higher on 
introversion than some introverts, and that some anxiety 
neurotics score higher on extraversion than some assumed 
neurotic extraverts, i.e. hysterics and psychopaths. 

Results from experiments of this kind illustrate the difficulty of 
finding valid, objective measures of the Jungian personality 
types, and clearly induce doubts that introversion-extraversion 
is reducible to a single or very small number of variables. It is 
also apparent that in the quest for valid and efficient tools for the 
measurement of the two personality types, attention has drifted 
away from Jung’s functional subtypes. Currently popular tests 
seem to be unduly saturated with what may be termed social 
introversion-extraversion. 

In the heroic and persistent researches for pure measures of 
the two personality types, an important role has been played by 
the statistical technique of factor analysis. This technique was 
first successfully applied to the economic description of the 
common element(s) in tests of intelligence, and abstract and 
conceptual reasoning. It permits the demonstration of the purity 
or unidimensionality of a given number of test scores and 
measurements; it can show whether tests A, B and C are, as 
intended, measures of something X, rather than of something Y 
or Z, or X+ Y+Z. Factor analysis also helps to select objectively 
the best single measure of a given characteristic. 

Substantial advances in the measurement of human personal- 
ity have been achieved through the use of the technique. In the 
first instance, it permitted the grouping together of a number of 
traits (because they were highly correlated) under a common 
denominator, a superordinate concept, or a so-called factor. 
Depending on the particular research scientist, and the date or 
the object of the investigation, 3, 13, 16 or N factors are 
proposed for an adequate description of the traits that combine 
to form human personality. 

Comprehensive measurement of personality and the 
definition and power of factors of personality depend primarily 
on the validity and the number of all the tests used to carry out 
the measurement. The smaller the number of tests and the more 
similar they are, the smaller the number of factors, It is possible, 
therefore, to obtain an apparently unambiguous factor on 
introversion-extraversion, which for some theorists in combina- 
tion with factors of neuroticism and psychoticism is consi- 
dered sufficient for a meaningful description and the individual 
classification of personalities. 

Some researchers have claimed that introversion—extraver- 
sion is independent of neuroticism, but evidence has remained 
to show that measures of social extraversion also tend to be 
measures of good adjustment, and measures of introversion 
correlate with measures of neurosis. To become an introvert 
neurotic it may be necessary to possess not only certain extreme 
introvert traits, but conflict arousing extravert characteristics at 
various levels of consciousness plus a number of poorly 
balanced or poorly integrated predispositions and motives. 

For this reason, some research workers have preferred to 
define and describe human pefsonality by multifactorial or 
multidimensional procedures. This ideally requires the applica- 
tion of a substantial number of tests of a given trait: in relation to 
introversion-extraversion matching many or most of those 
given above. For different people, different tests will make the 
greatest contribution to their compound scores on introver- 
sion-extraversion. In this way, a finer graduation of the scale of 
this personality dimension becomes possible. This raises the 
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question of why we may want to measure personality traits or 
isolate a personality type. Apart from knowledge for its own 
sake, it may be required to contribute to a practical problem of 
occupational or educational selection, or placement in a 
therapeutic setting. For these purposes, oversimplified meas- 
ures of introversion-extraversion have been shown to have a 
greater error of prediction than more comprehensive, mul- 
tivariate measures. 

As for intelligence, neurosis and psychosis, there have been 
controversies over the genetic determination of introver- 
sion-extraversion. It is clear from the earlier list of traits that 
many of them must be largely due to social, cultural and 
interpersonal relationship factors in the adult's developmental 
years. Insofar as proportional assessments have any value in the 
present state of knowledge, a conservative estimate gives about 
30 per cent of the predisposing factors to genetics. Genetic 
determinants must have a neurophysiological basis and this is 
being sought at present in the midbrain regions of the septum 
and hippocampus which is the source of the ascending reticular 
activation system (ARAS). 

There is a substantial amount of evidence, particularly from 
brain surgery and drug studies, that the ARAS reflects the level of 
neuronal arousal in the midbrain, that it contributes, if not 
controls, the arousal level and characteristics of cortical centres, 
and that these latter in turn may determine attention, intellectu- 
al, social and motivational behaviour. Experimentally the most 
developed and conceptualized advances along these lines have 
been made in what are usually considered the most extreme 
forms of introversion, viz schizophrenic behaviour. 

The general notion that types of neuroses and extreme 
personality types may be due to individually consistent patterns 
of cortical excitation/inhibition, was first expressed by Pavlov 
while working on the conditioned reflex. More recent theoriz- 
ing on the basis of psychological rather than physiological 
theories of learning, has led to hypotheses concerning systema- 
tic differences between introverts and extraverts, with the 
former building up excitatory processes rapidly but only slowly 
developing (cortical) inhibition, and extraverts developing 
excitation more slowly, and inhibition faster. The evidence for 
general hypotheses in situations in which excitation and 
inhibition could be experimentally manipulated has not been 


geod, but this may have been due to inadequate experimental 
sophistication and poor selection of true groups of introverts 
and extraverts. 

A more specific hypothesis that extraverts are difficult to 
condition because of the excess of inhibition and excitation and 
the rapid dissipation of the latter, has led to rather better results. 
This hypothesis is particularly interesting and important in the 
context of psychopathic behaviour, if, for example, it could be 
demonstrated that delinquents and adult offenders (extreme 
extraverts) are reliably poor in conditioned learning. It would 
support a conclusion that this group of extraverts is under- 
socialized as a result of difficulty with the establishment of 
non-conforming conditioned responses acquired in the paren- 
tal home. It could equally well mean, of course, that the home 
did not use or did not want to use the appropriate conditions of 
reward and punishment, or that the psychopathic extravert is in 
fact very good at acquiring the conditioned non-conforming 
characteristics of a group of criminal contemporaries. 

On the whole, the hypothesis linking cortical excita- 
tion/inhibition balance is better supported and more plausible 
in relation to the. development of introvert neuroses with a 
strong component of anxiety. Lack of inhibitory mechanisms 
would encourage the spread of anxiety to remote and irrelevant 
stimuli, so that anxiety can spirally increase. In these circum- 
stances, phobic and obsessive compulsive defences might then 
be adopted to deal with an intolerable anxiety level. These 
would further limit the range of activity and social contact of the 
neurotic introvert so that he has diminishing opportunities for 
testing out the reality basis of his fears. 
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Jealousy Syndrome 


G. LANGFELDT 


In many people jealousy is a normal reaction, which becomes 
manifest especially when they feel that an important position in 
their life is seriously threatened. It may be the danger of losing a 
beloved person (parents, siblings, sweetheart), but it can also be 
the fear of being overlooked in a competition or the loss of 
prestige. Another possibility is the dominant feeling of insuffi- 
ciency. Anxiety and insecurity, feelings of insufficiency as 
well as oversensitivity with the accompanying increased feeling 
of guilt with regard to their own behaviour, appear to form the 
foundation of jealousy reactions in otherwise normal people. 

Psychologists, psychiatrists and psychoanalysts have exp- 
lained in detail the mechanism of the mind which may possibly 
accompany the formation of jealousy. However, the material 
which forms the starting point for the analysis, is heterogeneous 
and sometimes very speculative, and it is not always clear if itis 
based on normal or on pathological conditions. 

The jealousy reactions which have been investigated most 
closely are doubtless those connected with chronic alcoholism 
and delusional jealousy (paranoia zelotypica). With regard to 
alcoholic delusional jealousy it has been suggested that it may 
be directly toxically conditioned, but also that the delusional 
jealousy may develop on the basis of the impotency which often 
accompanies alcoholism with secondary projection. (It 
becomes unbearable to the patient that he himself is to blame 
for his inability to continue as his wife's sexual partner, and he 
tries to free himself from the shameful insufficiency by putting 
the blame on his wife: She has been cold and rejecting and is 
interested in other men.) This pathogenesis was upheld by E. 
Bleuler, among others. On the other hand Freud launched the 
hypothesis of latent homosexuality for cases of paranoia, 
including alcoholic delusional jealousy. 

Many psychiatrists, especially French and German, have 
shown interest in jealousy reactions. Kraft-Ebbing wrote of 
paranoia persecutoria sexualis and Kraepelin, before 1900, 
described jealousy paranoia in addicts, alcoholics, general 
paresis and presenile dementia. However, there are very few 
systematic clinical investigations of the pathogenesis, the 
symptomatology and course of conditions which are dominated 
by the jealousy syndrome. The first to investigate this problem in 
more detail was Jaspers, who in 1910 treated the essential 
question regarding the existence of a real jealousy mental 
disorder (Eifersucht Wahn). Of significance to the understand- 


ing of paranoic reactions was also Wimmer's description of the 
paranoic temperament. In this connection L. Eitinger’s study of 
10 cases of jealousy reactions in refugees is of interest. He points 
out the fact which appears clearly in the causistry that one can 
distinguish between a primary constitutionally conditioned 
delusional jealousy and those jealousy reactions which appear 
without such a disposition and are then especially based on 
insecurity and feelings of inferiority. 

The purpose of this article is not to attempt to throw light on 
the possible unconscious psychodynamic processes which may 
be thought to occur during the development of normal and 
morbid jealousy reactions. Jealousy reactions are very common 
among normal people; indeed, it may be safely said that they 
dominate more in the psychology of every-day life than in 
psychopathology. Jealousy is far more often considered with 
interest by dramatists than by psychiatrists. It is therefore 
important for the psychiatrists to discover how far the bound- 
aries of normality stretch, the reasons why jealous tendencies in 
some persons are definitely pathol ogical, why patterns of illness 
are formed and how these develop. An important question is 
also whether jealousy reactions under morbid conditions can 
be explained as mere intensified normal reactions based on a 
psychologically understandable foundation, (such as strongly 
increased feelings of insufficiency, hypersensitivity, latent 
homosexuality, etc.). Other possibilities are that the jealousy 
tendency can be released by physical or psychic (including 
psychotic) factors, or, finally, that the jealousy syndrome in itself 
may be a process parallel to other non-psychogenetic symp- 
toms (particularly in the case of paranoia zelotypica and in 
alcoholic delusional jealousy). 

With the purpose of contributing to a clarification of the 
above questions in 1959, the present author performed a 
follow-up investigation of 31 cases characterized by a dominat- 
ing jealousy syndrome, which were treated at the University 
Psychiatric Clinic of Oslo during a three-year period, 1940-43, 
and 35 cases with the same syndrome treated during the years 
1946-48. With regard to the formation of symptoms the 
jealousy was always, with two exceptions, sexual in character 
and directed towards a partner of the opposite sex (the Othello 
syndrome). 

With regard to the aetiology and pathogenesis of the jealousy 
syndrome in question, the present author concluded that the 
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tendency to react with jealousy seems to be a normal tendency 
in which a number of psychogenic mechanisms are included. 
Feelings of inferiority, sensitivity and feelings of insufficiency 
can in normal individuals easily lead to jealous reactions which 
per se are not pathological. However, when the jealousy 
reactions become so dominant, as in the follow-up cases, it 
must be said to be definitely pathological. It appears that the 
same psychogenetic mechanisms are active here as in normal 
cases, but there are probably additional factors which result in 
jealousy becoming especially strong, or they assume a relatively 
pronounced delusional character. A special constitutional per- 
sonality seems disposable to either an increased jealous 
reaction where only the degree of difference distinguishes the 
reaction from the normal, or the constitutional qualities can 
dispose the individual to a paranoid reaction (Psychosis e 
Constitutione), or to a typical paranoic reaction (paranoia 
zelotypica). 

The abuse of alcohol seems to be a factor which greatly 
favours the appearance of symptoms of jealousy. Beside the 
abuse of alcohol there are some points in the follow-up studies 
which support the statement that certain biological factors, 
especially the menopause, can have a releasing effect on the 
jealousy syndrome. Other factors, which seem to influence the 


formation of jealousy ideas, are organic brain disorders as well 
-as psychoses such as melancholia and schizophrenia. As to the 
further course of disorders dominated by a jealousy syndrome, 
psychopathic as well as feebleminded conditions showed a 
tendency either to make the jealousy syndrome more perma- 
nentor liable to relapses at the slightest provocation. 

It should only be mentioned that the therapy of the jealousy 
syndrome on the whole should be based on the pathogenesis of 
each case. 
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Kinaesthetic Experience 


G. W. SCOTT BLAIR 


The significance of this paper relates mainly to craftsmanship in 
traditional skills and industries. How does the art-potter assess 
the ‘plasticity’ of his clay by handling it? Or the traditional 
baker, the ‘body’ of his dough, or the cheesemaker or grader his 
cheese? What does the physician really ‘feel’ when he palpates 
the abdomen or assesses the firmness of the breasts? 

Let us first consider, in non-mathematical terms, how the 
physicist classifies distances and times. Suppose a car is 
travelling along a level, straight road. One may record the 
distance it has travelled, the speed, which is the distance 
divided by the time (miles per hour) and the rate at which the 
speed is increasing with time (acceleration). But because speed 
and acceleration are changing with time, we consider these 
over very short intervals of time, as indicated, with some slight 
lag, by a speedometer. Thus we see that time comes in nought, 
once and twice respectively into our classification. But the 
time-scale we are using is clock-time, or the Newtonian time of 
physics, but the time-scale of the human brain does not depend 
on a Newtonian clock. 

What can experiments tells us about all this? Many years ago, 
Dr, Coppen and | had prepared a series of small steel springs of 
different stiffness, the ends being held by flat plastic discs, and 
the perimeters covered with a soft cotton sheath, Subjects were 
handed pairs of these, one in each hand, and asked to squeeze 
them between fore-finger and thumb, with as steady a pressure 
as possible, change hands and squeeze again (to eliminate 
effects of ‘handedness’) and report which cylinder was the stiffer 
or softer. In this way, a threshold for elasticity was established 
and different groups of subjects were compared. Cylinders were 
also made of very tough bitumens, about as ‘stiff’ as the springs, 
diluted with oil to have different viscosities. These flowed at a 
steady rate under constant pressure and ata rate proportional to 
different pressures. (The temperature had to be carefully 
controlled.) In this way, thresholds for viscosity were estab- 
lished and found, in general, to be about three times as great as 
those for elasticity. 

Now what happens if the subject takes an elastic spring in one 
hand anda viscous bitumen in the other? Physicists will say that 
it is as impossible to compare an elasticity with a viscosity as, 
say, to decide whether a centimetre is greater or smaller than a 


second. But, in fact, all subjects who did not worry about this 
could make the judgements quite easily. The tests were done 
allowing four different times for squeezing (%2, 1, 2 and 4 
seconds, controlled by a metronome). 

A very simple equation was found to hold relating (1) the 
stiffness of the spring, (2) the viscosity of the bitumen, (3) the 
time of squeezing and (4) the judgement of ‘firmness’. Presum- 
ably with springs alone, judgements would depend on how far 
the spring is compressed and with bitumens alone, by how fast. 
But what criterion is used when these materials are squeezed 
simultaneously? All the obvious explanations of how these 
judgements were made were shown to be inapplicable (see Scott 
Blair 1950; Scott Blair and Coppen, 1939, 1940, 1942, 1947). 

Experiments were also done using ‘mixed’ materials that were 
partly viscous and partly elastic. Statistical averages of judge- 
ments agreed well with measurements of physical properties 
made with suitable instruments. 

It was concluded that subjects do not judge by the physicist’s 
whole-number divisions by time, but by a fraction of time 
normally varying between 0 and 1, i.e. ‘between’ a distance and 
a speed. This could be expressed mathematically in terms of 
fractional differential equations which were by no means new, 
though they had not previously been used in this connection. 

Unfortunately, although easy to write and not difficult to 
handle, itis hard to satisfy the mathematician’s requirements as 
to their exact definition. Harper (1947) however, made an 
extended study of these equations and showed good consis- 
tency between subjective assessments and mechanical tests 
when the equations are used. For these fairly large movements 
of the joints, it appears that the judgements depend mainly on the 
interpretation of kinaesthetic rather than tactual stimuli. 
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Learning Theory 


R. A. CHAMPION 


Learning is most simply defined as persistent changes in 
behaviour due to practice or experience. Natural learning 
situations usually allow a wide variety of activties at the outset 
but demand that one of the component acts or sequences of acts 
becomes dominant. The laboratory technique of classical 
conditioning, on the other hand, is designed to make the learner 
behave in a novel way, so that the learning process can be 
studied from its beginning. Operant conditioning or instrumen- 
tal learning is an intermediate type of situation in which a likely 
response is further strengthened. According to this view there 
are different types of learning situation, not different kinds of 
learning. 

Although expert opinion is by no means unanimous, it is 
probable that contiguity and reinforcement are necessary 
conditions of learning. It appears that any genuinely new 
learning begins with the near occurrence in time (contiguity) of 
some event in the learner’s environment (stimulus) and some act 
in the learner’s behavioural repertoire (response), leading to a 
weak tendency for the stimulus to elicit the response. If this 
sheer contiguity were enough, however, the learning change 
would not endure, because any new contiguity could replace 
the effect of the old one. Reinforcement may serve to bring the 
stability or persistence that characterizes learning. When they 
occur under appropriate conditions, normally just after the 
response being learned, some objects or events strengthen the 
response by making it more likely to be elicited by the stimulus 
with which it was contiguous. These objects or events, such as 
food or the cessation of pain, are reinforcers or rewards. Thus any 
complete learning process may be seen as beginning through 
sheer contiguity and enduring through reinforcement. 

Initially neutral stimuli can take on reinforcing properties, 
temporarily at least, when they accompany a known or primary 
reinforcer in action; most human learning seems to be governed 
by secondary reinforcers instead of the more simple primary 
rewards. Within limits, the efficiency of learning varies with the 

amount of reinforcement that is given each time the response is 
elicited by the appropriate stimulus. Learning efficiency is 
impaired if there is any temporal delay between the response 
and its reinforcer. Repeated attempts to elicit a response without 
reinforcement usually lead to the weakening or ultimate 
disappearance of the response; the effect of non-reinforcement 
can be reduced in turn if the reinforcer is not given consistently 


during learning but rather by way of a partial reinforcement 
schedule. 

Although the facts of reinforcement are fairly clear, there is 
controversy about its explanation. A common view is that 
rewards act directly and specifically to strengthen the learned 
response. An extreme alternative hypothesis is that they simply 
make the learner behave more energetically, in a non-specific 
or perfectly general fashion, only appearing to have specific 
effects because of contiguity. An intermediate proposal bet- 
ween these extremes is that the anitcipation of reward is 
activating or energizing, the effect being specific to the response 
that is followed by reward. The last proposal treats reinforce- 
ment in terms of learned activation, the learning itself presum- 
ably occurring through sheer contiguity. 

The concept of learned activation has other important 
implications in the broader context of general learning theory. 
Events such as pain, food or water deprivation, frustration and 
conflict seem to be generally activating, causing a person to do 
whatever he happens to be doing more strongly. Initially neutral 
stimuli that consistently accompany such general activators In 
action appear themselves to take on activating properties or to 
become secondary activators. What is perhaps unique about 
secondary activation is that its onset, as a form of response to the 
secondary activator, is reinforced by its cessation, so that 
secondary activation is self-reinforcing and difficult to eliminate 
once established. If fear be thought of as secondary activation 
based on pain, then the cessation of fear on a given occasion 
may not only make fear more likely on the next occurrence of 
the relevant stimulus but also reinforce other responses. The 
extreme persistence of a good deal of neurotic behaviour, for 
example, might be understood in these terms. The idea of 
secondary or learned activation may also be used to explain the 
phenomenon of secondary reinforcement in some of its forms. 

Learning situations and the behaviour that occurs in them can 
become infinitely complex. A prime form of complication in 
sophisticated learners such as adult human beings is transfer of 
training, a name for the fact that any new learning is necessarily 
embedded in a network of previous learning. Negative transfer 
exists when the previous learning is a hindrance in that it causes 
the learner to enter a new situation with a high probability of 
giving incorrect or inappropriate responses. Under these initial 
conditions it is important to keep the level of activation to a 
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minimum so as to weaken the wrong responses and give the 
correct ones a better chance. When the previous learning aids 
the new learning there is said to be positive transfer. In extreme 
cases the new learning occurs so suddenly that it does not 
appear to follow the usual principles, leading some observers to 
invoke concepts such as insights or cognitive learning. 

Further complications arise when it is asked if successful 
learning depends on an intention to learn, or if awareness is a 
necessary condition of learning. In laboratory experiments, 
intention to learn has been studied through the kind of 
instructions the learner is given. To take extreme cases, one 
person might be asked to learn a page of prose while another is 
simply required to cross outall the vowels in the material. When 
asked to recall the material later, the first or ‘intentional’ learner 
would perform better, although the second or ‘incidental’ 
learner would remember some of the prose. The question is 
whether the superior performance is directly attributable to the 
intention to learn. Evidence to the contrary might be provided if 
a third person, asked to read each word aloud while crossing 
out vowels, recalled much better than the second person, the 
original incidental learner. A result such as this, which has 
been obtained, suggests that clarity and specificity of responses 
may be more basic than intention to learn. 

Closely related to intention to learn is awareness of the 
reinforcer and of its relation to the response being learned. In a 
typical study of this topic the learner is asked to call out words 
and the experimenter says ‘good’ every time a pronoun is given. 
Under these operant or instrumental conditions ‘good’ acts as a 
reinforcer and learning occurs in that pronouns increase. in 
frequency. Because the effect is more evident in or even 
confined to learners who are aware of what is happening, some 
psychologists have interpreted it to mean that awareness is 
necessary for human learning. It is also logically possible, 
however, that the learning causes the awareness or that both 
learning and awareness are due to a third factor of some kind. 
Furtheremore, there is other evidence that learning can occur 
without awareness. For example, human beings can learn 
visceral responses such as change in heart rate, blood pressure 
in intestinal contraction, again in the operant conditioning form 
of learning situation. In this relatively recent finding there are 
powerful implications for the control of visceral disease. 

The definition of learning as persistent changes in behaviour 
implies a need to consider the phenomena of memory and 
forgetting, It is first of all self-evident that better learning means 
better memory, other things being equal, as is clearly demon- 
strated in the effect of overlearning on retention. Then there is 
the distinction between short-term and long-term memory. 
Items presented once briefly are retained for only about twenty 
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seconds, providing the material is not rehearsed during the 
retention interval. It is possible that restriction to sheer 
contiguity during learning allows only short-term memory. 
Lesions in the hippocampus of epileptic patients have been 
observed to prevent the subsequent transfer of material from 
short to long-term memory. It is perhaps significant that the 
hippocampus has also been studied as an important neural 
mediator of reinforcement, 

The study of forgetting is usually confined to events or 
processes taking place after learning has ceased. The common- 
sense view of forgetting ascribes it to disuse, decay or a fading 
memory trace, but the experimental evidence runs against such 
an interpretation. There is the suggestion however, that a period 
of ‘consolidation’, free of incompatible learning or relevant 
neural injury, is needed immediately after long-term memory 
has been established, or else forgetting will occur. A more 
general cause of forgetting is thought to be the ‘retroactive’ 
effect of later learning which is incompatible to at least some 
extent with the earlier learning, as another form of negative 
transfer. Even so, the earlier learning can often be revived or else 
its relearning shows clear savings compared with its original 
counterpart. A more obvious cause of apparent forgetting is a 
change in the stimulus conditions between learning and recall, 
as if the learning was still stored in memory but not capable of 
being retrieved at recall due to the lack of relevant cues. Finally, 
there is the possibility that some forgetting consists of the 
unconscious repression of unacceptable ideas, the amnesia 
representing a form of escape or a response that is reinforced by 
fear reduction. Even in these cases, however, the memory 
usually returns later. 

Most evidence therefore points to the conclusion that 
learning would be truly persistent and forgetting almost an 
artefact, if only information retrieval from storage could be 
guaranteed. Further studies of epileptic patients, this time with 
direct electrical stimulation of the temporal lobes, have shown 
that long-forgotten experiences can be ‘relived’ most vividly 
during the stimulation. 
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Legal Aspects of Mental Illness 


F. E. KENYON 


INTRODUCTION 


Much of the stigma attached to mental illness has been 
associated with some form of compulsory legal deten- 
tion—being ‘put away’ or ‘certified’. One objective of recent 
legislation has been to try and counteract this trend by (amongst 
other measures) changing terminology and keeping restrictive 
measures to a minimum. 

But such legislative changes do not occur in a vacuum and 
the Mental Health Act 1959, which has had such far-reaching 
effects, must be seen in its historical context. 

The complex evolution of the more recent social and legal 
measures concerned with the care of the mentally disordered 
has been well summarized and documented by Jones (1960). 
Up to 1930 admission to a mental hospital was only by way of a 
compulsory order under the Lunacy Act of 1890. The passing of 
the Mental Treatment Act 1930 made possible admission on a 
voluntary basis. This trend steadily continued until by 1952 
about 70 per cent of all admissions were voluntary and by 1958 
over 85 per cent. This still entailed some restriction in that 
patients were unable to discharge themselves without first 
giving 72 hours notice in writing. 

In 1954, a Royal Commission was set up to enquire into the 
legal aspects of mental illness and mental deficiency; the 
minutes of evidence were published between 1954-57 and the 
final Report in 1957. Within two years the Mental Health Bill 
was published which incorporated most of the important 
reforms recommended by the Royal Commission. This subse- 
quently became the Mental Health Act 1959, which became 
fully operative on 1st November, 1960 (The Mental Health 
(Hospital and Guardianship) Regulations 1960). The Act applies 
to England and Wales only. The Mental Health (Scotland) Act 
1960, makes certain amendments and repeals but nevertheless 
the basic principles remain the same. The Northern Ireland 
Mental Health Act 1961, now replaces the earlier Act of 1948. 


Principal aims of the Mental Health Act 
In general, the principal aim of the Act was to minimize the 


differences in the treatment of those with physical and those 
with mental disorders. Consequently, patients requiring treat- 


ment for mental disorder would now be treated in any hospital 
willing. to take them and under the same conditions as any 
patient in a general hospital. This is in keeping both with the 
move away from treating psychiatric patients in large isolated 
institutions and better integration with the community and 
general hospitals. Thus part of the stigma, fear and uncertainty 
surrounding such patients would be dispelled. It was also hoped 
to positively promote mental health (hence the title of the Act) 
and preventive measures, although it has been suggested that 
more appropriate title would have been the Mental Ill-Health 
Act! 

Provision would still have to be made for the small minority of 
cases who were unable or unwilling to cooperate either in their 
own interests or for the sake of others. But these measures were 
to be exceptional, as dignified as possible, (e.g. abolishthe ritual 
of certification) and firmly based on medical and not lay 
decisions. 

Also adequate provisions were to be made to prevent abuse 
and for the patient or his relative to have the right of appeal. 
Provisions were also included to shift the responsibility for the 
care of patients with long-term illness but not requiring 
hospitalization onto the local authority. 


Outline of the Mental Health Act 1959 


The Act itself is lengthy and consists of 9 parts, 154 sections and 
8 Schedules. It follows closely the recommendations of the 
Royal Commission and repeals a mass of confusing legislation 
including the Lunacy and Mental Treatment Acts 1890-1930 
and the Mental Deficiency Acts of 1913-38; 15 Acts in their 
entirety and 37 in part. d 
Most of the substance of the Act, i.e. 69 of the 154 sections is 
taken up with measures which need only be applied to the 
comparatively small numbers requiring compulsory care. Part 
IV of the Act deals with circumstances in which patients may be 
compelled to enter hospital. But the abolition of laymen, e.g. JPs 
and the Board of Control (regarded as society’s watchdogs) did 
not mean there were no safeguards to wrongful detention. 
Under the Act there are four main elements providing such 
safeguards: (1) safeguards in the admission procedures them- 
selves; (2) time limits to powers of detention; (3) power © 
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discharge by relatives; (4) appeals to Mental Health Review 
Tribunals. 

New terminology is introduced and, where possible, 
definitions given. The whole range of psychiatric illness is 
referred to as mental disorder and classified into four categories: 
(1) mental illness; (2) psychopathic disorder; (3) subnormality; 
(4) severe subnormality. The last three are defined but in spite of 
much effort no agreement could be reached on a definition of 
mental illness which therefore goes by default to include all 
other categories. Thus the ‘psychopath’ is for the first time 
‘officially’ recognized and defined. 

After these definitions there follows a little-known section of 
the Act which is importantin the present climate of opinion (e.g. 
the so-called permissive society) as it tries to draw the line 
between the intrusion of legislation into private morality by 
stating (section 4 (5)): 

‘Nothing in this section shall be construed as implying that a person 
may be dealt with under this Act as suffering from mental disorder, or 
from any form of mental disorder described in this section, by reason 
only of promiscuity or other immoral conduct.’ 


Admission to hospital 


Hospitals are no longer specially ‘designated’ for the purposes 
of treating mental disorder so that a psychiatric patient can be 
admitted to any type of hospital able and willing to have him. 
But hospitals cannot be forced to accept a patient. 


Informal admission 


The vast majority of patients will be admitted informally (the 
‘voluntary’ category having been superseded) which means that 
they enjoy the same rights and privileges as any other in-patient. 
There are no legal formalities and the patient may leave at any 
time without notice. Some hospitals ask patients to sign a form 
stating they are leaving against medical advice in case of any 
future litigation but there is no legal obligation to do so. The 
‘spirit’ of the law is that unless a patient makes a positive 
objection he should be admitted informally e.g. even if 
confused. 

If, however, it is felt that by discharging himself an informal 
patient is in grave danger there is an emergency procedure 
available to detain him for three days. This invokes section 30 of 
the Mental Health Act 1959, when the doctor in charge of the 
treatment of the patient (in practice usually taken as the 
consultant) completes a form to the managers of the hospital to 
this effect. 


Compulsory admission 


When compulsory admission is necessary ‘applications’ froma 
relative or a social worker from the local Social Services 
Department supported by medical ‘recommendations’ replace 
the old procedures. Specially printed forms, giving all relevant 
details are available for all these procedures. Apart from certain 
rare cases involving the police, the social worker is the only 
layman involved in committal procedures, 

Section 25 is concerned with admission for observation; it 
lasts for a maximum of 28 days and is not renewable. It involves 
application by a relative or social worker and is backed by two 
medical recommendations, one of which must be by a 
psychiatrist who has been especially approved for the purpose 
(section 28) by the local authority. A diagnosis is not required 
but an opinion that the patient is suffering from: 
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‘mental disorder of a nature or degree which warrants his/her 
detention in a hospital under observation for at least a limited period, 
and that this patient ought to be so detained: (i) in the interest of the 
patient's own health or safety; (ii) with a view to the protection of other 
persons; and that informal admission is not appropriate in the 
circumstances of the case’. 

In an emergency, but only for cases of ‘urgent necessity’ and 
in which the procedure outlined above would involve ‘undesir- 
able delay’ the patient can be admitted for observation under 
section 29, This involves the same application and medical 
recommendation as for section 25 with the difference that only 
one medical recommendation is necessary and this can be 
made by any doctor. It lasts for 72 hours; at the end of this period 
the patient can either be discharged, remain in hospital 
informally, or the order be converted into a section 25 by a 
further medical recommendation. 

Section 136 allows the police to remove a person whom they 
believe to be mentally disordered and found ina place ‘to which 
the public have access’, to a ‘place of safety’. This allows 
admission for 72 hours to give time for the patient to be 
medically examined and interviewed by a social worker. 

Compulsory admission for treatment, as opposed to observa- 
tion, is a more complicated procedure and governed by section 
26; patients are no longer ‘certified’ and no laymen are involved 
except in the rare instances when a relative is not available and 
a social worker acts instead. The relative making the application 
should be the nearest relative (defined in the Act). There are 
again two medical recommendations (as for section 25) but 
additional requirements are a diagnosis—one of the four 
categories of mental disorder—a description of the patient's 
mental state, consideration of the patient’s age and reasons why 
compulsory powers must be used. Why diagnosis and age are 
important is that section 26 cannot be used on patients over the 
age of 21 suffering from either psychopathic disorder or 
subnormality (or if already in hospital must be discharged by the 
age of 25). Following admission the patient can be detained and 
treated for a maximum period of one year in the first instance. 

Powers of discharge are invested in the responsible medical 
officer, the managers of the hospital or a Tribunal but includes 
the nearest relative for a section 26 order. In practice the appeal 
is first made to the consultant in charge of the patient, then 
failing this to the Hospital Management Committee and finally if 
this fails to a Mental Health Review Tribunal. 


Patients involved in criminal proceedings 


Part V covers these cases by what are sometimes called hospital 
orders. Section 60, similar to section 26 in most respects, is 
made on two medical recommendations if the Court is satisfied 
that this is the best disposal and that a hospital is willing to take 
him within 28 days. Under section 65, a Restriction Order can 
be imposed which means that leave, transfer or discharge rests 
with the Home Secretary; neither the patient nor his nearest 
relative has direct access to a Tribunal but after twelve months 
the patient may request the Home Secretary to refer his case toa 
tribunal. Section 72 governs the transfer of a person already in 
prison to a psychiatric hospital; he is then treated as though 
admitted by a Hospital Order direct from a Court, But there is no 
procedure for transfer in the opposite direction i.e. to send a 
patient to prison if he proves unsuitable for hospital treatment. 


Guardianship 


Although extensively used in Scotland in the past and in 
England and Wales to a limited extent under the old mental 
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deficiency regulations, this form of ‘boarding out’ is now 
widened by inclusion in the Mental Health Act. This is also in 
the spirit of keeping patients, as far as possible, in the 
community. Two major changes are made; a local health 
authority can itself act as guardian and guardianship can be 
used as a method of compulsory care for the mentally ill and 
psychopathic as well as subnormal. The procedure for place- 
ment is mainly regulated by sections 33 and 34. 


The Mental Health Act in practice 


The 1959 Mental Health Act has certainly succeeded in the 
almost universal acceptance of informal treatment with conse- 
quently relatively little use being made of the compulsory 
powers already enumerated. For instance in 1969 distribution 
per 1,000 admissions by legal status for all mental illness, 
hospitals and units in England and Wales was: informal, 826; 
section 25, 63; section 26, 6; section 29, 91; section 60, 5; 
other, 9. Hospitals have had a difficult task in contending with 
more admissions, staying for shorter periods; integrating with 
community care programmes and yet at the same time still 
being forced to be custodial to the small numbers compulsorily 
detained, particularly from the Courts. 

Local authorities have not always met their obligations e.g. 
provision of hostels, sheltered workshops. This has further 
aggravated the growing concern over the adequacy of ‘com- 
munity care’. There has been an increase in the number of 
rootless wanderers, especially in the big cities, these in turn 
helping to swell the numbers appearing on remand for 
psychiatric reports. 

Criticisms have periodically been levelled at the emergency 
regulations especially at what some people consider to be the 
too easily applied section 29. There are also shortcomings in the 
section 26 procedures, e.g. treatment of psychopaths and 
subnormals. Revised legislation is also probably required to 
meet the special needs for the compulsory care of certain 
alcoholics and drug addicts. There are no specific proposals in 
the Act, either, for the in-patient care of adolescent or geriatric 
patients. 

For the few with violent antisocial tendencies there is better 
access to the Special Hospitals (the new name for the former 
State institutions for violent and dangerous defectives and 
Broadmoor) as admission is now possible without necessarily 
having first committed an offence. However, regional units 
providing some secure accommodation are still needed and 


these would allow the psychiatric hospitals to realize their full 
therapeutic potential. 

Safeguards and appeal procedures have also been called into 
question although, along with guardianship orders, surprisingly 
little research has been done in these areas and there is still a 
paucity of official statistics. From 1966-70 the average annual 
number of admissions to guardianship for the mentally ill and 
psychopathic categories combined has only been 10 for the 
whole of England and Wales, Over the years the Mental Health 
Review Tribunals have discharged annually about 13-14 per 
cent (reclassification is seldom used) but the subsequent failure 
rate of those so discharged has varied from 21-60 per cent. 
Perhaps the Scottish system of the Mental Welfare Commission 
would be a better model to emulate. Following a number of 
public enquiries into allegations of improper treatment the 
Hospital Advisory Service was formed in 1969 to help to 
improve the management of patient care in both individual 
hospitals and the hospital service as a whole and to advise the 
Secretary of State about conditions in hospitals. 

Walker and McCabe (1973) made a detailed analysis of 1,200 
hospital orders made in 1963-64; they also provide a critical 
commentary on the evolution of the concept of psychopathic 
personality as well as many fascinating historical details 
appertaining to the various legislative procedures. 

After the Graham Young case—the poisoner who murdered 
two workmates and endangered the lives of others while on 
conditional release from Broadmoor—two Committees were 
set-up by the Home Secretary. The Aarvold Committee reported 
in 1973 and made various recommendations for dealing with 
section 60/65 cases. The Butler Committee had not reported at 
the time of writing, but are considering more fundamental 
legislative changes. 
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Leisure 


K. ROBERTS 


Leisure is that area of life in which man is most free. In modern 
societies, where people are employed in particular places for 
certain hours, leisure is most easily distinguished from work. But 
apart from their jobs individuals have other obligations in their 
homes and the wider community, and there are also essential 
activities including eating and sleeping to be subtracted from 
the individual's total life-space before only leisure remains. To 
varying degrees leisure is interspersed with other areas of life. In 
the less satisfying jobs people often distinguish sharply between 
their work and leisure, but in other occupations, including 
many professions, work is a source of interests which spill over 
into spare time. For the housewife it is difficult to distinguish 
rigidly between leisure and domestic chores, and because it is 
often not severely compartmentalized it is impossible to 
quantify precisely how much leisure people have. It is more 
useful to identify historical trends, which reveal an unmistak- 
able growth in the importance of leisure. 

There are three aspects to this trend. First, people have more 
free time. During the twentieth century the working day has 
become shorter, the weekend longer, and vacations have 
become the norm. In addition trends in fertility and mortality, 
combined with the introduction of household gadgets and 
prepared foodstuffs have released areas of non-working life for 
leisure. Second, growing affluence has increased the public’s 
disposable income after necessities have been purchased. 
Third, resulting from and reinforcing these developments, 
leisure is increasingly recognized as a valued and important 
aspect of life by the population at large. Individuals often base 
their self identities, including their definitions of their status in 
society, upon the styles of life they cultivate with their 
disposable time and income. 

People spend their leisure in such diverse ways that few 
generalizations can be made. A common rhythm of leisure, 
determined by the organization of work, occurs throughout the 
population; leisure is enjoyed mainly in the evenings, at 
weekends, and during annual vacations. Since the leisure 
industries are geared to it, this rhythm is evident even amongst 
the non-employed. The most common place for leisure to be 
spent is at home, in the family, and the most popular activity is 
television viewing. Ona typical weekday evening over a third of 
the adult population is watching television. Beyond these rough 
generalizations, however, the population dissolves into numer- 


ous small taste publics; minorities interested in tennis, opera, 
gardening, football, dancing, films, and so on. Despite talk of 
mass society, the public’s leisure interests remain far from 
standardized. 

Various factors influence how individuals choose to spend 
their leisure. Age, sex, occupation, education, social class, 
income, place of residence, and marital status, in addition to 
various personality characteristics are all related to uses made of 
free time. The determinants of leisure interests are as varied and 
complex as the uses to which free time is actually put. 

Amidst this diversity it is possible to identify certain historical 
trends, observable in the recent past, and which will probably 
continue into the near future. There is a growing interest in the 
arts, related to increased financial support from public 
authorities and the emergence of an educated public. Tourism, 
both at home and abroad, is expanding, due to growing 
prosperity in general, and increased car-ownership in particu- 
lar. In the world of sport, participation is increasing whilst 
spectatorship is declining. Falling attendances at football, 
boxing, cricket and other major spectator sports reflect the 
availability of competitive forms of recreation, such as televi- 
sion, Increased participation is most evident in sports such as 
badminton, tennis, golf and yachting whose enjoyment is not 
restricted to the young and exceptionally fit. The growing 
popularity of participant sports is related to increased 
affluence, for participation often involves club fees and the 
purchase of equipment, and the trend towards teaching a wider 
range of sporting activities in schools. Greater use is being made 
of the countryside for walking, climbing, sailing, camping and 
simply enjoying the environment. This trend is a reflection of 
easier access due to car-ownership, and more plentiful free 
time, for countryside recreation is usually costly in terms of 
time, though not money. The advent of television has not made 
as traumatic an impact as sometimes suspected, It has mainly 
replaced comparable interests such as the radio, the cinema, 
and spectator sports. 

The relevance of leisure to physical health is self-evident. 
With many occupations being of a sedentary nature, appro- 
priate uses of leisure have a role to play in maintaining physical 
fitness. Yet there is little indication that their physical health is 
an important influence upon how individuals choose to spend 
their leisure. 
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Although gaining in popularity outdoor pursuits still account 
for only a small fraction of the public’s leisure, and only a 
minority engage in any manifestly active form of recreation. The 
most popular leisure pursuit involving physical exercise is 
gardening. Sport and active countryside recreation are uncom- 
mon except amongst young or middle class males. Resort to 
tobacco and alcohol is far more frequent. 

Part of the problem is the expense of outdoor recreation in 
terms of either time or money. In cities the cost of land and 
equipment would make most participant sports prohibitively 
expensive without generous subsidy. Football in urban areas 
would be a non-starter if participants had to pay a market price 
for the resources. Sports such as badminton and squash are 
often subsidised from ‘educational’ budgets. Countryside recre- 
ation is cheap, but possible only when plenty of time is 
available. Car-ownership is now virtually essential to gain 
access to the countryside. For non-car owners the countryside is 
now probably less accessible than when public transport was 
more comprehensive. The countryside and related forms of 
recreation possess no distinct image which is another reason 
why they are not more popular. The ‘seaside’ possesses an 
image which appeals to the public, whereas many people have 
little knowledge of what enjoyment can be derived from the 
countryside. Education in the broadest sense of the term, 
coupled with the necessary injection of public resources, will 
be required to stimulate wider interest in leisure pursuits 
conducive to physical health. 

As important as its relationship to physical health is the 
contribution leisure can make to mental hygiene. Leisure can 
provide emotional release, a sense of achievement, a feeling of 
having done something worthwhile, and the satisfactions 
associated with the companionship of others. Being the area of 
life in which the individual is most free, the basic, albeit 
subconscious, motivation in leisure is to seek satisfactions 
unavailable elsewhere, thus helping maintain the individual's 
overall psychological well-being. 

When discussing leisure’s relationship to mental hygiene the 
vital point to note is that individuals’ needs differ. There can be 
no definitive list of beneficial pursuits. For some individuals 
spectator sports provide a necessary emotional outlet for which 
others have no need. For some males the local pub is a source of 
companionship that others discover elsewhere. Heavy manual 
work can make physical recuperation an important leisure need 
that others do not share. A person with musical potential can 
derive satisfaction from playing an instrument, whilst for others 
this pursuit would be nonsense. The value of any leisure activity 
is always relative to the needs of a particular individual or 
group. 

Different sections of the population make different demands 
upon their leisure reflecting their various life-situations. From 
their leisure young people need opportunities to experiment 


with roles related to the process of becoming adult. Young men 
and women require opportunities to establish their masculinity 
and femininity. Individuals with unsatisfying jobs from which 
they maintain ‘psychological distance’ need to establish a 
valued personal identity during their leisure. They may seek 
opportunities to assert independence and attract respect 
denied them at work. Those who closely identify with their 
occupational roles, in contrast, may find their most satisfying 
leisure in cultivating interests and social relationships based 
upon their jobs. From the point of view of mental hygiene one 
must focus upon the particular needs of certain individuals. 
What is good to one group may offer no benefit to another. 

There is evidence indicating that many people have difficulty 
finding satisfying uses for all their free time, Although television 
viewing is a very common activity few people rate it as their 
most enjoyable pastime. To a considerable degree television is 
used to fill in time when individuals can think of nothing better 
to do. Amongst young people, endowed with unusual spasms of 
free time, finding something to do is often a constant pre- 
occupation. Delinquency can result from a vague search for 
amusement and excitement. Individuals are easily drawn into 
activities that the leisure industries, both commercial and 
non-profit-making, make easily accessible: Watching television 
is easy and therefore common although it might not be 
exceptionally gratifying. 

The problem is not so much of there being any shortage of 
opportunities, but of individuals being ignorant both of the 
facilities available and of their own interests and abilities that 
could be developed. Again the problem is broadly educational, 
though not one that orthodox schools are necessarily competent 
to solve. Leisure on its current scale is historically novel, and 
society has yet to harness it to the best advantage. The growth of 
leisure has not yet been accompanied by developments 
teaching individuals how to use their spare time and money 
most successfully. The problem is essentially one of enabling 
individuals to make choices aligned to their own peculiar needs 
and interests, for as already emphasized, there is no single 
recipe that would provide a satisfying leisure for everyone. 
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Life-span, Psychology of 


C. BUHLER 


Strictly speaking, the term ‘life-span psychology’ applies only to 
those studies which concern themselves with the entirety of 
individuals’ lives. There are very few of these. Again, strictly 
speaking, they could only be done with biographies of people 
whose lives are terminated, or in studying the lives of 
individuals who died before the study was done. They also 
could, in general terms, describe the specific characteristics of 
all periods of life, or else, in using a cross-sectional method, 
he ay the average individual at different ages from birth to 
eath. 

In applying this latter version, Quetelet (1835) wrote the first 
life-span psychology. This presentation is based on the 
recognition of functional relationships between age and 
dependentvariables. Hofstätter (1938) found in Quetelet’s work 
9 important points with respect to life-span psychology. 

(1) The concept of the average individual. 

ae The mortality rate with its minimum in the second decade 
ot nte. 

(3) The age of about 25 as the age of strong emotions and 
period of greater tendency to delinquency. 

(4) The growth of muscular strength at about the same period 
of life (about 25). 

(5) Mental activities of man (indicated by socially successful 
achievements, e.g. dramas) and mental illness tend to develop 
at the age of about 25. 

(6) Quetelet (1838) concludes the discussion of the 
developmental curve of intellectual abilities with the following 
preview. ‘Our intellectual abilities have their origin, grow and 
decline, each of them reaching its maximum at a certain age. It 
would be important to know which of them matures first and 
which one last . . .’ Furthermore, he is aware of the complex 
structure of the ‘intellectual abilities’ and recognizes the fact 
that only after a great number of empirical studies would a 
precise analysis be possible. 

(7) Maximal frequencies of mental illness and the least 
chances of their recovery and also the climax of production of 
dramas occur simultaneously within the period between 30 and 
50 years of age. 

(8) The existence of age-specific criminal acts and a maxi- 
mum of delinquency at about the age of 25. 

(9) The number of suicides relative to the population of an 
age group increases continually from the age of 20 to that of 70. 


The various forms of suicide are clearly age specific. 

In applying the first principle, namely in studying biographies 
of people whose lives were terminated, Bühler published a 
life-span psychology in 1933. Her interest was in human life as a 
whole and how it could be lived to bring satisfaction at the end. 
Originally she had thought that in studying the beginnings of 
life, she would find man’s basic tendencies. But after several 
years of infant observations and studies of young children, she 
came to the conclusion that life as a whole could be understood 
only, in starting from and knowing about its ending and not from 
its beginning. Her frame of reference was to start with a 
developmental approach, however, in later times (1959) also 
with a clinical psychological approach. In her methodology, 
she tried to combine quantitative aspects in comparing ages 
with other data, such as levels and amounts of performances 
and qualitative or better theoretical aspects concerning the 
categories to be considered. 

The most important of these are: self-determination to goals 
and one ultimate goal, seen as the purpose of life by those 
individuals who lived their lives as a whole; development, that is 
a continuous change, primarily due to maturation, defined as an 
irreversible sequence of stages. This was seen partly as 
determined by the biological curve of growth and decline, 
partly by other factors, especially a mentality which to degrees 
seemed independent from biological vitality. Examples were 
late as against early high performances. Another important 
concept was culmination of life, partly in the sense of maximal 
accomplishment, partly in the sense of what Maslow (1954) 
called ‘peak experiences’. 

Special attention was paid to persons dying at young ages, 
whose lives seemed at times completed, at times however 
broken off in the middle. 

Completion was defined in terms of having reached an 
ultimate goal or accomplishing the ultimate purpose of 
fulfilment. Towards this the individual was conceived of as 
going through five phases of development in external behaviour 
or events, in internal experiences and in productions or 
accomplishments. These were seen in a certain parallel to the 
biological development although exceptions were also discus- 
sed. It was stressed and demonstrated that lives based primarily 
on vitality were more dependent on the physical development 
than lives based on mentality. All production, first of children 
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butalsoall mental production, is conceived of as put forward by 
the individual to survive, to expand his life creatively into the 
future. 

The five phases were seen as parallels to the five phases of 
childhood and youth which Bühler had described in a book on 
Childhood and Adolescence (1928). Because of the parallel, she 
conceived of childhood and youth as of an anticipatory short 
outline of what was later to be lived in greater detail and 
amplitude. 

‘At about the same time, the psychoanalysts began to interest 
themselves in life-span histories. But as Freud said, when he 
published a childhood memory of Leonardo da Vinci in 1910, 
the purpose was the demonstration of the link between external 
experiences and reactions of the person via his drives. Freud 
himself wrote in this sense Moses and Monotheism (1939). Well 
known is the collection of psychoanalytic biographical studies 
edited by Ruitenbeek (1965) and several studies of Greenacre, 
for example, the study on Swiftand Carroll (1955), but as one of 
the most characteristic of that phase is the book of Sterba on 
Beethoven. It is astonishing how instead of showing the 
development of Beethoven’s genius or the growth of his ability 
to cope with his increasing deafness, the author dwells on 
Beethoven’s pathological relationship with his nephew which 
certainly does not explain the composing of the Ninth or any of 
the immortal symphonies of this great master. 

A different type of life-span study developed in the period of 
neo-Freudianism and/or ego psychology. Outstanding is here 
the work of Erikson, in his book Identity and the Life Cycle 
(1959), Erikson published as a chapter his ‘Growth and Crisis of 
the Healthy Personality’, a paper which he had written as early 
as 1950 for a fact-finding committee of a White House 
Conference on Childhood and Youth. 

In a chart on the whole of human development, he describes 
this in terms of eight phases. They are called: infancy, early 
childhood, play age, school age, adolescence, young adult- 
hood, adulthood, mature age. Each of them has a central issue 
which is seen in terms of a polarity of a positive against a 
negative solution. These central issues, defined in correspon- 
dence with the eight age groups are trust versus mistrust, 
autonomy versus shame and doubt, initiative versus guilt, 
industry versus inferiority, identity versus identity diffusion, 
intimacy versus isolation, generativity versus self-absorption, 
integrity versus disgust, despair. 

In his biographical study Young Man Luther (1958) Erikson 
concentrated on the demonstration of the fundamental impor- 
tance of a person’s finding his ‘identity’—Erikson’s most widely 
known and used term—and of centring his life in a cause. He 
also emphasized the importance of seeing a person in the 
context of his historical and cultural situation. 

A third modern approach to life-span studies is developing in 
the circle of Havighurst. Havighurst himself treated the life cycle 
phases theoretically from the point of view of ‘dominant 
concerns’ or ‘developmental tasks’ (1963). 

The tasks are as follows. 

0-10 Coming into independent existence. 
10-20 Becoming a person in one’s own mind. 
20-30 Focusing one’s life. 

30-40 Collecting one’s energies. 

40-50 Exerting and asserting oneself. 

50-60 Creating a new life style. 

60-70 Deciding whether to disengage and how. 
70-80 Making the most of disengagement. 

This ‘ethical-philosophical’ determination of life-tasks, as 
Thomae calls it in his own book (discussed later), is not really 
the most pertinent nor the most meritorious of Havighurst’s 
work, The accent of his own human-life studies lies on 
environmental, social and cultural influences on the structures 


of lives and personalities. These are the main themes of the big 
Kansas City Study which was a collaborative venture between 
the National Institute of Mental Health and the Committee on 
Human Development of the University of Chicago, of which 
Havighurst as well as Henry were originally the main leading 
figures. We will return to this later. 

‘Co-workers of this circle, Neugarten and associates studied 
more specifically life-span phases and published Personality in 
Middle and Late Life (1964), In 1971, Neugarten introduced a 
symposium ‘Models and Methods for the Study of the Life 
Cycle’. Thus far, several authors handle briefly the evolutionary 
approach, the psychoanalytic studies of lives, the social class 
perspective, the role of work in structuring the life cycle, the 
remembered past and new statistical techniques for evaluating 
longitudinal models. 

A fourth approach to life-span studies is behaviouristic and 
statistical. First in 1939, then in 1957 in improved form, 
Psychological Development Through the Life Span by Pressey 
and Kuhlen appeared. These authors try to assemble data from 
tests and other measurements regarding the growth, change and 
decline in many areas of human development from birth to 
death. The areas are grouped in Abilities, Tasks and Achieve- 
ments on the one hand and Dynamic and Social Development 
on the other. Growth, change and decline in physique, growth 
and change in abilities as shown by tests, development of 
abilities as indicated by achievement and by mental disease, 
education through the life-span and the work life, are studied in 
detail in the first part. 

The second part deals with changing motivation during the 
life-span, emotional development, satisfactions in life activities, 
in interests, as well as recreation, moral, socio-political, and 
religious values and behaviour, social interaction discussed as 
developmental trends in interpersonal and group activities and 
finally heterosexual development, marriage and family rela- 
tionships. 

In their synthesis at the end, the authors stress the enormous 
changes that take place in our time. They see these in the greater 
length of individuals’ lives which they feel will result in 
subcultures of younger and older people, in the increasing 
insecurity of the individual in his occupation due to increasing 
automation and increasing demands on the individual's con- 
tinuing education due to rapidly developing new knowledge. 
Their main advice is careful planning. But although they quote 
Churchill as saying ina speech in 1953 ‘Have our problems got 
beyond our control?’, their comfortable presentation of dataand 
occasional episodes does not fit with the threat of this reference. 
The dread conveyed in a book such as Future Shock by Toffler 
in 1970 has not as yet left traces in the presently available 
life-span psychology. So far, it shows only in presentations of 
pathological developments, such as Binswanger’s case histories 
which will be referred to later; patients whose illness is 
existential and not due to a chaotic environment. 

While the assemblage of data in Pressey and Kuhlen does not 
let us see a person as a whole, Thomae tries to integrate a 
behaviouristic and quantitative approach with a comprehen- 
sion of the individual in his world. Thomae uses here Lewin’s 
concept of ‘psychischer Lebensraum’, from the book Das 
Individuum und seine Welt (1968). He sees life in terms of 
thematic units. The concept of ‘theme’ which Murray (1938) 
introduced and defined as a relationship between specific need 
and press situations was broadened so as to mean an 
individual’s thematic existence as defined by Lersch (1962). 

The contents of this comprehensive study fall into three main 
parts. The first is a critical survey of the presently available 
studies of the individual personality. The second is a discussion 
of the methodology and systematology of a psychology of the 
individual. The third is concerned with the order of happenings 


in persons’ lives. Itis impossible to give a totally adequate report 
of the extraordinary range of discussions, considerations and 
the author’s and collaborators research material presented in 
this book; one has to be selective. 

The present writer finds important that Thomae rejects all 
theoretical frames of reference which he sees as reductionistic 
and that he demands an empirical procedure without presup- 
positions. He considers a person’s behaviour in all its details as 
the only authentic source. He studies this in ‘explorations’ 
which in contrast to ‘interviews’ correspond in essence to the 
interviews with ‘participating experience’ as Polanyi called this 
procedure in 1958 and as humanistic psychologists apply it. 

Thomas refutes all ‘interpretation’ which he identifies with 
Freudian interpretation. Also Rogers and many humanistic 
psychologists do not use interpretations nor ‘evaluations’ 
(Rogers, 1961). Rogers sees even the process of a person's 
changing originating and developing in continued growing 
communication. 

With consideration of all possible motivational principles, 
Thomae distinguishes twelve basic themes of life. 

(1) Active social conduct. 

(2) External appearance and prestige. 

(3) Social adjustment. 

(4) Search for relaxation. 

(5) Need to be of service to others. 

(6) Continuation of personal existence. 

(7) Curiosity and need for experience. 

(8) Passive social behaviour. 

(9) Need for independence, freedom to make one’s own 
decisions. 

(10) Drive towards activity and change. 

(11) Wish to conform with social and religious conventions. 

(12) Need for aggressive self-assertion. 

The themes come to materialization through different techni- 
ques of living. Thomae describes the variety of conditions 
which determine their order or sequence. 

The last part of this book which methodologically considered 
brings probably the most comprehensive discussion of all 
considerations and aspects of a study of human life as a whole is 
dedicated to the problem of the experience of ‘meaningfulness’ 
as related to personal experience. 

Thomae, who defines meaningfulness as the significance 
which is attributed to certain goals, concludes from his studies 
that a person's interpretation of his doing and living as 
meaningful is entirely subjective and that all these individually 
experienced meanings have equal validity. Thus he feels that 
instead of adapting the individual to society, society should 
adapt itself to the individual worlds. . 

To conclude the listing of life-span psychological studies 
concerned with the structure of life as a whole, reference should 
be made to Binswanger’s existential analysis of ‘The case of 
Ellen West’ (1944, 1945). In this unique study some statements 
of great consequence are made regarding trends of life as found 
in schizophrenia. Binswanger speaks of an ‘emptying of the 
personality’ (in May, Angel and Ellenberger, 1958, p.363), of 
the fact that this life ‘no longer runs into an expanse of the future, 
but moves in a circle’ (op.cit p.291) and that ‘death was the 
necessary fulfilment of the life-meaning of this existence . 
(op.cit p.295). 

This means that normally life would run into an expanse of 
the future, as Buhler assumed when interpreting reproduction 
and other production as attempts at leaving something behind 
to survive the individual when he was gone. This transcending 
of one’s past and present in terms of the future represents a 
self-transcending which May (1958) and V. Frankl (1966) 
consider a main characteristic of man’s existence. At this and 
other points existential and humanistic psychology of human 
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life are merging. 

Besides those studies in which the life-span was seen in its 
totality from birth to death, there are important studies of lives in 
progress. In fact this is the title of a well-known book by White 
(1952), a member of Murray's circle. Murray himself with 
collaborators published as early as in 1938 his famous 
Explorations in Personality. In keeping with the interest of this 
group in personality development, the subtitle of his book is ‘A 
Study of the Natural Growth of Personality’. 

Similar approaches were made in the Havighurst-Henry 
group, two members of which, Williams and Wirths presented a 
study called Lives Through the Years (1965). Their main 
concept is that of ‘styles of life’, which they relate to more or less 
‘successful ageing’. They distinguish four categories from fully 
successful to completely unsuccessful, (1) autonomous-persis~ 
tent, (2) autonomous-precarious, (3) dependent-persistent, (4) 
dependent-precarious. 

They relate their work to the previously mentioned Kansas City 
Study of Adult Life which explored many areas of life of a 
selected population of subjects from ages 49 to 90. This 
selection indicates the problem of ageing being the predominant 
interest, Representative of this is the book of Cumming and 
Henry Growing Old (1961), in which a process of gradual 
disengagement of ageing people is recommended. 

A new form of understanding an individual is to see his life 
structured by and built up around his creative activity (as was 
done in biographies by Bühler and by psychoanalysts); this is 
carried out in lengthy and repeated interviews by Eiduson in her 
book Scientists (1962). This brings to attention the fundamen- 
tally important fact that most of the developmental research of 
this century was concerned with problems representing partial 
problems of life-span psycology, but not of life as a whole. 

A recent volume edited by Goulet and Baltes Life-Span 
Developmental Psychology (1970) deals with the whole variety 
of research and the theoretical studies that were antecedents of 
life-span psychology or that handle specific aspects contribut- 
ing to it. 

They see the historical antecedents of life-span psychology 
mostly in child psychology and in early studies of maturity and 
old age. Their co-writers discuss theory and models of 
development. The interesting question of ‘Who studies the 
life-span?’ is answered by Charles with the assumption that it 
was mostly those interested in longitudinal studies who came to 
study the life-span. This assumption is erroneous, at least as far 
as Buhler, Thomae, the Havighurst circle, and Binswanger are 
concerned. In fact, no life-span of life as a whole which came 
from longitudinal students is known to the present author. 

Different authors of life-span studies had different main 
concerns. Bühler’s interest in human life as a whole began in 
her adolescence in connection with the philosophical question, 
what human life was for and how it should be lived. This is a 
consideration, not dissimilar to Binswanger’s existential ques- 
tions. Pressey and Kuhlen had practical social concerns. Also 
Havighurst was interested in social problems and the influence 
of cultural environments on life, Gerontological problems, 
which he was also interested in, represent some of Thomae’s 
earlier studies; he published research concerning personality 
changes at various ages and under various circumstances. 

A comprehensive chapter by Bromley concerns itself with the 
“theory construction’ in the psychology of development, and 
ageing. Outstanding seems particularly Birren’s ‘Behavioural 
theory of ageing’ (1960). This theory, after Bromley, in the long 
run might describe ‘a system of psychobiological factors, their 
interrelationships, their ontogeny and their short and long-term 
effects on behaviour’. As far as psychological theories, models 
and methodology are concerned, several co-authors of Goulet 
and Baltes come to the conclusion that they are still problematic 
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and at variance. 

The second half of this comprehensive presentation expands 
on investigation in the cognitive field which is easily accessible 
to research and seems the most relevant to the majority of 
researchers. 

Goulet and Baltes’ approach resulted from a West Virginia 
Conference on Life-span Developmental Psychology in 1971. 
This led to what we might call a ‘multiple factor’ method. A 
similar approach is taken also by the Committee on Human 
Development of the University of Chicago; Neugarten (1971) 
wrote an ‘Introduction to the Symposium’ Models and Methods 
for the Study of the Life Cycle’, followed by a number of articles 
specializing on various aspects of the Life Cycle. Undoubtedly 
this multiple factor approach will do much more justice to the 
various areas of an individual’s life and development. The 
question is only, how the many aspects can ever be assembled 
so as to see one individual and his history as a whole. 

The problem is as seen by Allport (1961) who said in quoting 
C. A. Dailey (1960), fragmented methods of research cannot be 
interpreted correctly apart from ‘the mainstream of personal life 
as revealed in the life history’. 
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Logotherapy 


VIKTOR E. FRANKL 


Logotherapy, or existential analysis (Existenzanalyse) as it also 
has been called, by its founder, Viktor E. Frankl of Vienna, is 
referred to by many authors in terms of the Third Viennese 
School of Psychotherapy (after Freud’s psychoanalysis and 
Adler's individual psychology). To Frankl, logos means 
‘meaning’, and logotherapy, indeed, centres and focuses on 
Frankl’s concept of a will to meaning, the striving, i.e., to see in 
life, and fulfil, a meaning and purpose. 

Today, however, an increasing number of patients complain 
of a sense of meaninglessness and emptiness which Frankl has 
respectively termed ‘existential frustration’ or ‘existential vac- 
uum’. So far, two test devices have been designed and 
developed in order to measure an individual's existential 
frustration, namely, James C. Crumbaugh’s PIL test and 
Elisabeth S. Lukas’ Logo-Test. 

Existential frustration need not, but may well, result in 
neurosis, in which case Frankl speaks of a nodgenic neurosis in 
contrast to the conventional, i.e., the psychogenic neurosis. 
According to statistical studies conducted in various countries 
both in Europe and America, about 20 per cent of the cases of 
neurosis accruing in clinics and hospitals, are nodgenic. In such 
cases, logotherapy is the method of choice. 

However, logotherapy also lends itself to the treatment of 
obsessive-compulsive and phobic cases in which anticipatory 
anxiety has established a vicious circle; a symptom evokes a 
phobia, the phobia provokes the symptom to reappear, and the 
reappearance of the symptom reinforces the phobia. A 
logotherapeutic technique that Frankl described as early as in 
1939, i.e. ‘paradoxical intention’, is devised to break this 
feedback mechanism by inducing the patient to deliberately ‘try 
todo or wish to happen’, the very things he fears. In other words, 
the pathogenic fear is replaced by the paradoxical, ironical 
wish. A complete inversion of the original avoidance pattern of 
behaviour on the part of the patient is thereby achieved. 

Another logotherapeutic technique, ‘de-reflection’, coun- 
teracts the fact that, as Frankl has pointed out, the more an 
individual aims at pleasure, the more he is liable to miss it. For 
pleasure is, and must remain, an effect of loving encounter or 
meaning fulfilment, and is destroyed and spoiled whenever it is 
made a target. As Frankl sees it, frigidity and impotence result 
from the very attempt of a male patient to demonstrate his 
potency, or a female patient to prove to herself her capacity for 
orgasm. 


As to the treatment of nodgenic neuroses, however, itis in no 
way the job of a psychiatrist to prescribe meanings, as it were. It 
is rather up to the patient himself to choose his own meanings; 
and each person does have his own meaning, and so has every 
situation confronting him. ‘Man’s search for meaning’ thus 
concludes with a Gestalt perception, the perception of the 
meaning gestalts as they are inherent in each and every life 
situation. There is no life situation conceivable, Frankl teaches, 
that really would lack any meaning. Meaning is available (1) 
through creating a work, or doing a deed; (2) through 
experiencing something, or lovingly encountering a person; 
and (3) even facing an unchangeable fate; such as an incurable 
disease, man may bear witness of the human potential to turn 
his predicament into an achievement. Thus, life is uncondition- 
ally meaningful. 

But this contention does not involve moralizing but is based 
ona phenomenological analysis of the ‘pre-reflective ontologi- 
cal self-understanding’ observable in the average man. Recent- 
ly, logotherapy’s axiology, like many other basic concepts 
evolved by Frankl, has been validated by empirical research on 
the grounds of computerized data that had been obtained from 
several thousand subjects 


REFERENCES 


Fabry, J. B. The Pursuit of Meaning (Logotherapy Applied to Life). 
Boston; Beacon Press 1968, and Cork and Dublin; Mercier Press 
1975 

Frankl, V. E. Psychotherapy and Existentialism (Selected Papers on 
Logotherapy). New York; Washington Square Press 1967, and 
London; Souvenir Press 1970 

— The Will to Meaning (Foundations and Applications of Logotherapy). 
New York; The World Publishing Company 1969, and London; 
Souvenir Press 1971 

— Man’s Search for Meaning (An Introduction to Logotherapy). Boston; 
Beacon Press 1962, and London; Hodder and Stoughton 1964 

— The Doctor and the Soul (From Psychotherapy to Logotherapy). New 
York; Alfred A. Knopf 1955, and London; Souvenir Press 1969 

— (1954), ‘The Concept of Man in Psychotherapy’. In Beyond 
Reductionism. Ed. by A. Koestler and J. R. Smythies. London; 
Hutchinson 1969, and New York; Macmillan 1970 

Frankl, V. E., The Unconscious God (Psychotherapy and Theology). 
New York; Simon and Schuster 1975 


279 


Malingering 


ROBERT BLUGLASS 


Malingering refers to the conscious simulation of illness or 
disability, which may be mental or physical. 

Although, contrary to common belief, clearly apparent 
malingering is rare, the possibility of its presence may be of 
importance in certain specific situations and in some areas of 
clinical practice. It is often very difficult or even impossible to 
diagnose with complete confidence and the border-line bet- 
ween a malingered disorder, consciously feigned, and a 
hysterical one, derived from unconscious motives, is very 
indistinct. The danger also exists of using the term ‘malingerer’ 
as a way of criticizing or passing judgement on a patient's 
behaviour instead of attempting to understand it. 

The malingering patient consciously presents to observers his 
notion of the condition he seeks to portray. He usually fails, 
through ignorance, to include the characteristic historical data 
or signs and symptoms that would normally be in evidence. 
Even in rare cases where the patient has prepared himself by 
deliberate study, he is unable successfully to sustain the clinical 
picture for any length of time or to convince suspicious 
investigators. 

Usually, a malingering patient presents a single symptom, for 
example, loss of memory, disturbance of speech, abnormality of 
gait or disorder of mood, rather than a complex picture of a 
recognizable syndrome or disease. He does, however, tend to 
exaggerate his symptoms and overt behaviour, occasionally to 
an absurd degree, but observed over a period of time the picture 
is inconsistent or contradictory. 

Commonly the motive for malingering is obvious, but where 
the apparent gain is obscure, the diagnosis may be much more 
difficult and sometimes dangerous. 

The possibility of malingering occurs in the psychiatric 
investigation of those charged with criminal offences, usually 

while awaiting trial, where the main aim may be to disclaim 
criminal responsibility for an offence or to avoid imprisonment. 

Norwood East's (1927) observation that amnesia is the most 
frequently malingered condition among accused persons 
remains true. It is not uncommon in cases of serious crime for 
the accused to assert that he has no memory whatever 
concerning it. Such loss of memory may be related to epilepsy, 
head injury, organic brain disease, drugs, alcoholism or 
psychosis and all these possibilities must be fully investigated 
and excluded. A failure of memory for the event may also havea 


genuinely unconscious (hysterical) origin with the object of 
protecting the individual from facing intolerably painful 
memories. In others, the lack of memory is the result of a fully 
conscious device to avoid discussion and explanation. The 
diagnosis of a malingered amnesia can be very difficult and may 
require careful and prolonged investigation and observation. It 
may be impossible to distinguish from a hysterical amnesia. 
Both may be reduced or abolished by light barbiturate narcosis, 
but this has little place in forensic psychiatric investigations. 
Amnesia will not be a ground for a plea of unfitness to plead toa 
criminal charge and will not affect the accused's criminal 
responsibility for his actions, but it may well make the conduct 
of his defence much more difficult. It is not uncommon for 
memory to return during the course of investigations, but with a 
tendency in the malingerer to recall more quickly that which is 
more favourable to his case. In many cases memory returns 
unexpectedly and undramatically months after conviction. 

Mutism only rarely raises the question of fitness to plead to a 
criminal charge and a special jury is invited to decide whether 
the accused is ‘mute of malice’ (malingering) or ‘mute by 
visitation of God’. The latter must be excluded by considering 
the possibility of deaf-mutism, brain damage, psychosis, stupor, 
delusion or other condition which might be associated with 
mutism. Assumed mutism is very uncommon and is very 
difficult, almost impossible, to sustain. Diagnosis is usually easy 
and may be established by the history and by the patient's 
behaviour in custody. He may be exposed by suddenly arousing 
him from sleep and by other techniques. 

The simulation of psychosis by a sane person is also very 
difficult and more often a few isolated delusions or hallucina- 
tions are claimed. Most observers have agreed that genuinely 
psychotic patients tend to hide their delusions but malingerers 
find it necessary continually to remind the examiner of their 
presence. The history will indicate their recent origin and 
growth and they lack explanation and associated disturbances 
of affect and volition. Delusions of persecution (which are most 
often associated with insanity by laymen) are the most common 
forms of delusion among malingerers as well as psychotics. 
Davidson (1965) notes that a malingered persecutory delusion 
has no historical roots in observed behaviour prior to the crime. 
Some patients with previous mental hospital experience are 
able to reproduce a more accurate and convincing picture. . 
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Depression is rarely assumed and it is practically impossible 
to simulate the continued overactivity of mania. Bizarre and 
inexplicable behaviour in custody is sometimes the result of 
malingering, reflecting the patient's idea of madness. It tends to 
be childish, attention-seeking and unrelated to commonly 
observed syndromes of mental illness. In every case genuinely 
pathological conditions can only be excluded after painstaking 
investigation. Malingering can also occur in the abnormal 
patient, but, again, this is usually difficult to establish with 
confidence. 

A malingered psychosis in prison must be distinguished from 
the Ganser syndrome which is generally regarded as an 
independent clinical entity. First described in 1898, in this 
condition the patient exhibits an unusual and curious clinical 
picture. The main features are disturbances of consciousness 
with subsequent amnesia for the episode, prominent hallucina- 
tions, sensory changes of an hysterical kind and strange verbal 
responses to questions which are particularly associated with 
the state. The latter phenomenon was described by Ganser as 
Vorbeigehen, ‘to pass by’ the correct answer to a question and 
give a reply approximate to it (Enoch, Trethowan and Barker, 
1967). The condition is variably regarded as hysterical 
pseudodementia, psychotic or bordering on malingering 
(Whitlock, 1967) and although first described in prisoners and 
for long after thought to be commonly seen in them, itisin facta 
rare observation and cases are also seen in non-custodial 
situations in people facing a markedly unpleasant situation. The 
basic essential to the diagnosis is the disturbance of conscious- 
ness which distinguishes the condition from malingering. More 
commonly cases present with partial features of the syndrome, 
Ganser-like symptoms (Scott, 1965) which can occur inawide 
variety of psychiatric, particularly psychotic, disorders. In most 
cases the differentiation of this condition from malingering is 
difficult, The Ganser-symptoms usually subside spontaneously 
and any residual or underlying disorder will be more apparent. 

Another important area of practice in which malingering 
must be considered is in the field of industrial compensation 
where compensation is claimed for the persistence of psychiat- 
ric symptoms occurring after an accident. Miller (1961) has 
drawn attention to those cases presenting with a wide variety of 
neurotic symptomatology and intensive investigation indicates 
little or no connection with the severity of injury. Itis regarded in 
some patients as a characteristic and predictable development 
where the accident is the fault of another person (in the patient's 
estimation) and where it has occurred in circumstances 
involving the potential payment of financial compensation. 
Symptoms include headache, dizziness, irritability, failure of 
concentration, restlessness, insomnia and persistent pain. The 
symptoms are seen more often following trivial injuries than 
severe ones but the disability claimed is frequently grossly 
exaggerated. Commonly there are no psychiatric symptoms or 
any known predisposition to them prior to the accident. The 
element of conscious simulation of symptoms and the hope of 
financial gain may be important factors in some cases but their 
importance should not be overemphasized. 

Malingering is also seen in circumstances which are regarded 
by the subject as exceptionally emotionally stressful, or to avoid 
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an unpleasant duty, obligation or task. The motive is usually 
obvious and, as indicated, it may be almost impossible to 
differentiate physical or mental symptoms or disabilities 
acquired unconsciously (from genuine fear or anxiety arising 
out of neurotic conflict) from those assumed consciously. 
Children sometimes simulate illness to avoid school, students to 
avoid examinations and adults to escape demanding sexual 
situations. Cases of fever of unknown origin are occasionally 
found after exhaustive investigations to be simulated by the 
patient heating his thermometers. But most of these examples 
are more appropriately interpreted as instances of behaviour 
that is symptomatic of an underlying neurotic disturbance or 
personality disorder. Malingered symptoms in the work-shy are 
a notable exception. 

Malingering should also be differentiated from a rare 
condition which is characterized by the simulation of disability 
known as the Munchausen syndrome (Enoch, Barker and 
Trethowan, 1967). Patients with this syndrome present them- 
selves at hospitals with all kinds of simulated physical symp- 
toms often accompanied by self-inflicted stigmata of the alleged 
condition. Abdominal symptoms are common and the abdo- 
men is frequently covered by operation scars. The accompany- 
ing history is plausible but dramatic and is found to be totally 
false. Such patients are usually found to be intelligent but of 
abnormal personality make-up who are often pathological liars 
compulsively addicted to hospital investigation and treatment. 

In times of war soldiers may feign illness to avoid the dangers 
of combat. Political prisoners have been examined who have 
simulated injury or suicide in order to lay the foundation for an 
accusation of brutality against the police or others. 

Exceptional cases of successful simulation of mental illness in 
sane and stable individuals have been recorded and they exhibit 
features which are usually absent in the cases described above 
and that they show a high degree of technical knowledge, skill, 
persistence and lack of fear. A classic example was described by 
Lieut. E. H, Jones in his book The Road to Endor in which he 
recorded how he and a colleague, Lieut. C. W. Hill, feigned 
insanity with success for many months to gain repatriation from 
a World War | Turkish prisoner-of-war camp. 

Malingering can be used as a label reflecting prejudicial 
attitudes, criticism, rejection and moral judgment. Itshould bea 
diagnosis determined only after careful assessment and inves- 
tigation. Even then the motives underlying the malingering 
behaviour may justify understanding, sympathy and advice. 
Many patients will show an associated personality disorder. 
Some clinicians regard the condition as pathological and as a 
clinical entity in itself. 


REFERENCES 


Davidson, H. A. (1965). Forensic Psychiatry. New York; Ronald Press 

Enoch, M. D., Trethowan, W. H. and Barker, J. C. (1967). Some 
Uncommon Psychiatric Syndromes. Bristol; John Wright 

Miller, H. (1961). ‘Accident Neuroses Land ll’. Br. med. J. 1,919 

Norwood East, W. (1927). An Introduction to Forensic Psychiatry in the 
Criminal Courts. London; Churchill 

Scott, P. D. (1965). ‘The Ganser Syndrome’. Br. J. Psychiat. 133, 19 


Marital Breakdown 


J. DOMINIAN 


Definition and size of problem 


There is no precise definition of marital breakdown. At one end 
of the scale marriages are dissolved through a formal process of 
divorce with the freedom to re-marry, at the other two people 
live under the same roof without any conjugal relationship but 
still formally married. In between there is a whole range of 
patterns which include temporary and permanent separation, 
desertion and variations in which one spouse or both come and 
goin an unpredictable manner. 

The most precise measurement is the number of petitions 
filed and the final divorce figure annually. As far as England and 
Wales are concerned there was a post-war peak in 1947 with. 
nearly 48,000 petitions, a gradual fall until the early 1960s and 
an unprecedented rise ever since. In 1968 the number of 
divorce petitions was 55,000 and, by 1971, the first year of the 
new Divorce Act, it had doubled to 110,000, 

This upward trend preceded the usual increase after any 
significant divorce change. Indeed, it has been calculated that 
from 1959 to 1969 the annual number of petitions for divorce 
increased by 133 per cent and the rate for divorce per 1,000 
married population by an estimated 100 per cent. 

Despite the sanguine forecasts of the 1950s there is at present 
a new and appreciably higher rate of breakdown. In fact it has 
been estimated that if all categories of marital breakdown are 
pooled then between one-sixth and one-quarter of contempor- 
ary marriages may ultimately experience failure. 


Consequences 


The consequences of marital breakdown are, like the definition 
of the state itself, anything but precise. However, enough 
information is slowly accumulating to indicate that this is a 
human process associated with a considerable degree of 
suffering. This suffering involves the spouses and the children in 
the immediate situation with possible long-term consequences 
for the children when they grow up. 

As far as the partners are concerned the built up tension may 
be short lived when, for example, one spouse simply leaves 
suddenly or more commonly there is an extended period during 


which the situation gradually deteriorates. Often such stress is 
associated with physical and psychological symptoms. 

The physical symptoms come under the category of 
psychosomatic manifestations and include headaches, attacks 
of migraine, progressive fatigue, insomnia, disturbance of 
digestion, skin rashes, chest pains, loss of weight and dizziness 
amongst others. The psychological symptoms include lack of 
concentration, tension, anxiety, depression—often leading to 
increased consumption of alcohol—a steady rise in smoking 
and resort to medication in order to work. 

As the tension increases and becomes unbearable, uncon- 
trolled drinking, suicidal attempts and even suicide itself may be 
the outcome. 

The children also suffer. They may show psychosomatic 
features such as abdominal aches and pains, aggravation of 
asthma if already present, feelings of nausea and sickness, loss 
of appetite or a return to bed-wetting. Psychologically they may 
become restless, irritable, showing frequent and uncontrolled 
outbursts of anger or the opposite, being sullen and withdrawn. 
School work may deteriorate and antisocial behaviour may be 
marked. All this is particularly in evidence when children are 
used by the parents as a means of getting at each other. 

The impact on the young does not cease with the resolution of 
the marital situation. The least known or understood process is 
the long-term effect on the children of a disturbed family 
structure. This is a territory explored so far most tentatively but 
retrospective studies tend to associate certain adult characteris- 
tics such as suicidal attempts, alcoholism, serious crime, 
occupational maladjustment and personality disorders with 
family disruption. The actual contribution of marital breakdown 
cannot be measured precisely but, given the importance of the 
family environment for the development of the adult personali- 
ty, the negative association is certainly not surprising. 


General social reasons for marital breakdown 


Marriage lies at the centre of multiple social, legal and 
psychological factors which are constantly changing. The social 
factors which contribute to marital breakdown can be divided 
into general and specific. The general factors are all those 
changes which have loosened the family structure and have 
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deprived the family of a clear and precise coherence and 
direction. 

These items can in turn be divided into those that impinge 
from outside and those that are internal to marriage. The 
external factors include the radical changes brought about by 
the industrial revolution which brought a permanent separation 
between the home, the site of consumption and work, the place 
of production. For a large section of the population the home 
was the site of production and consumption in a predominantly 
rural society. The industrial revolution took first the father and 
later the mother away from home and started a process of 
gradual loosening of the family which has continued ever since. 
Not only had the wage-earner to work in the factory but in turn 
was required to leave the rural community and follow the 
erection of the factories in towns and cities. An urban life broke 
up considerably the extended family network of the past in 
which grandparents, parents and children lived near each other. 
Instead there emerged the nuclear family consisting of the 
isolated husband-wife unit with the children. The nuclear 
family has to settle and uproot itself far more frequently as social 
mobility increases, hence depriving itself of the numerous 
supports that a continuous contact with the neighbourhood 
provides. 

Coincident with these changes there were others which 
reduced age-long duties performed by the family. As education 
and the care of the ill and elderly become increasingly the 
responsibility of the State so the integrating features responsible 
for attachment were reduced and the nuclear family was left 
with three traditional goals, namely the setting up of a home, 
sexual fulfilment and children and a new one, namely the 
realization of the potential of the spouses. 

These vast external changes have been compounded by 
others occurring in the internal nature of marriage which are still 
poorly comprehended by society. Some of these are the direct 
responsibility of the enormous progress of medicine. 

The first one concerns the longevity of life. Some twenty-five 
years have been added to the average expectation of life since 
the turn of the century and with the advent of earlier marriage 
couples marrying now can expect a married life of some forty to 
fifty years. In 1911 by comparison the ‘average age’ marriage 
lasted some 28 years. This considerable increase is now no 
longer buttressed by the single most important feature of the 
past, namely children. The size of the family has been reduced. 
The percentage of families with five or more children has 
dropped from 14 per cent in the early 1920s to 8 per cent in the 
1950s. Furthermore, the advances in obstetrics and gynaecol- 
ogy have made childbearing much safer and the ravages of 
infant mortality and stillbirth no longer take a heavy toll of life. 
Thus the desired size of the family can be produced much 
earlier and childbearing ceases on an average by the late 
twenties. The advent of birth control makes the timing of 
procreation more precise and the combination of all these 
factors has liberated a great deal of time for women. This 
increased freedom for women also coincides with the greatest 
single leap forward in the emancipation of women and the 
changing relationship with man which is most acutely reflected 
within marriage. 

Thus marriage is now not only a much more extended event 
but the various changes mean that its survival depends 
increasingly on the ability of two people to initiate and sustain a 
satisfactory relationship for many decades with greatly reduced 
support from the immediate environment of the extended family 
or society. Not only have the couple to sustain each other fora 
much longer period with reduced facilitating influences but 
their expectations are also rising ata time when Western society 
is looking beyond mere material standards of wellbeing to 
greater emotional and instinctual satisfaction. 
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Such increased expectations are as yet unaccompanied by 
any corresponding growth of education for marriage nor has 
society restructured itself to support its members to realize these 
legitimate aspirations. Marital breakdown expresses the casual- 
ties of this interim period of remarkable change. 


Specific social factors related to marital 
breakdown 


Apart from the general social factors referred to above, research 
has isolated some specific factors which are related to a higher 
incidence of marital breakdown. Thus all studies without 
exception have found that age at marriage is significant. 
Marriages under the age of twenty carry a higher risk and so 
does pre-marital pregnancy. When there is a combination of the 
two this carries one of the highest rates of breakdown. 

Research has also shown that despite the extensive freedom 
which is present in the selection of spouses, nevertheless young 
people tend to get attracted to one another on a basis of 
similarity. Homogamy, which is the technical term for this, 
means that at the social level spouses will attract each other 
from similar socio-economic, educational, religious and intel- 
ligence background. Such assortative mating will mean that 
many values will be held in common and such a sharing makes 
communication and construction of common goals far easier. 
The reverse of this can expect to carry a higher risk of marital 
instability and American studies in the 1950s tended to show 
that marriages of mixed faith and different racial backgrounds 
carry in fact higher risks. 


Psychological factors associated with marital breakdown 


The personal needs which couples seek in marriage extend 
beyond social factors and ultimately it is fulfilment at a deeper 
level that is yearned for. Affection, confidence, sympathy, 
understanding, encouragement, appreciation and emotional 
security are traits needed from the spouse and these characteris- 
tics are associated with stable, emotional, mature and secure 
personalities. We reach here a critical point in the understand- 
ing of marital pathology. 

If like marries like then it is probable that stable men and 
women will choose partners with similar characteristics, thus 
laying the foundation for a minimally fulfilling relationship. If 
assortative mating operates then it follows that unstable 
personalities will tend to choose people with similar charac- 
teristics, thus increasing the odds against a stable union. Some 
writers accept this as a principal reason for marital stress and 
ultimate breakdown. If this view is correct it would follow that 
measurements of neuroticism should be alike at the start of the 
marriage. A man or woman with a high score of neuroticism on 
a personality questionnaire designed to measure this should 
marry a partner with an equally high score. Detailed research 
has not confirmed this expectation. Instead what has been 
found in some studies is that the partners of subjects with high 
neurotic score start their marriage with an average score of 
neuroticism which increases with the passage of time as they 
remain under the influence of their neurotic spouse. This has 
been called an interactional model and the growing neuroti- 
cism of the spouse has been related to the increasing demands 
placed upon them which restricts their freedom for normal 
social activity and obliges them to spend long periods with their 
anxious spouses. 
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Object relations theory 


Neuroticism as evaluated by questionnaires often measures 
anxiety in its various manifestations. The word, however, has 
another meaning in the dynamic psychology of Freud, Jung, 
‘Adler and their followers. In this sense it means intra or 
interpersonal conflict. In the case of marriage, two people, 
husband and wife, form a unit of two, a dyad which interacts 
emotionally and it is the stability of the dyad that is ultimately 
responsible for the well-being of the marriage. 

This emotional interaction depends on the capacity of the 
partners to express in this intimate experience trust, feelings of 
recognition, acceptance, care, respect, tenderness, a balance 
between autonomy and sharing, dependence and indepen- 
dence and to negotiate conflict and aggressive feelings with the 
capacity to seek and to grant forgiveness. Against this 
emotional background they will also give and receive each 
other sexually and confirm each other's sexual identity. All 
these characteristics of the second intimate experience in life 
received their foundation in the first and only other intimate 
experience, namely in childhood in the relationship between 
child and parents. 

So long as marriage was lived in an atmosphere in which 
spouses fulfilled roles fixed by tradition which required that the 
husband should be the wage-earner and leader of the family 
whilst the mother bore children and attended to their upbring- 
ing, there was no priority given to the emotional exchange 
between the spouses. Social and economic stability were the 
principal criteria of success. Love in a deeper sense might 
develop later on but it was not essential for the survival of the 
marriage. 

As these fixed social roles recede and spouses react to one 
another more openly they also tend to reach each other more 
deeply and the emotional level of their life is tested far more 
extensively. Hence a deprived and disturbed childhood which 
left a personality in some way defective shows itself afresh in the 
second intimate relationship which makes severe demands on 
the spouses in their capacity to respond emotionally to each 
other. Such a development also accounts for the vicious circle 
whereby a disturbed childhood predisposes an individual to a 
disturbed marriage in so far as marriage will make emotional 
demands which were not adequately developed in childhood. 

Clearly not every disturbed family will produce children who 
are doomed in their marriage. The environment is one shaping 
factor, the constitution is another and individual children 
emerge far less wounded than others. 

In this dynamic interaction of the couples modern psychol- 
ogy and counselling play a significant part in the reconciliation 
process. 


Psychiatric illness 


So far no mention has been made of psychiatric illness itself as a 
contributing factor to breakdown. Neuroticism has already 
been referred to as a contribution to anxiety and to difficulties in 
interaction. 

Anxiety also manifests itself in such a way as to make the 
partners appear an intolerable source of stress and many a 
marriage ultimately breaks down when the husband or wife feels 
that their health must come first and they can no longer tolerate 
the strain of living with their spouse. Before the 1971 Divorce 
Act cruelty would have been the specific ground or matrimonial 
offence for divorce. A mixture of anxiety and depression is often 
found in prolonged matrimonial conflict requiring assistance in 
its own right. More specifically, of the serious psychiatric illness 
schizophrenia contributes both to a lower rate of marriage anda 


much higher incidence of divorce. Some would not classify 
psychopathy as a neurotic illness but, classification arguments 
apart, it contributes seriously to breakdown. 


Sexual problems 


Sexual intercourse is central to a sustained marital relationship. 
Sexual difficulties are thus very common in marital breakdown 
and take broadly two forms. They are the primary sexual 
problems such as non-consummation, premature ejaculation, 
impotence, frigidity, sexual deviation—particularly homosexu- 
ality—which exist in the presence of a good relationship and 
secondly sexual problems which are symptoms of a deteriorat- 
ing interpersonal relationship. When husband and wife are in 
escalating conflict their sexual life will be the first to suffer as the 
wife, and sometimes the husband, withdraw from sexual 
intercourse. Such withdrawals aggravate the relationship 
further and a vicious circle is established. 


Developmental cycle 


Marital breakdown occurs atall stages but there is a significantly 
higher number in the early years, the first three years in 
particular. It also occurs in various phases afterwards and it is 
worth examining the changing factors that contribute. 

Marriages under twenty, particularly in the presence of a 
pre-marital pregnancy, exhibit certain specific social and 
psychological factors that are specially disrupting. The social 
elements consist of the inability of the husband to sustain an 
economically viable situation to support wife and often the 
young baby. For the wife this often means little money, 
unpredictably received, poor independent housing conditions 
and frequently having to live with mother-in-law. The man is 
required to shoulder suddenly many responsibilities at a time 
when his friends are still having a good time. In particular the 
husband has to restrict or give up much of his free time to keep 
company with his wife. Both of them may be living far away 
from their families and be unable to obtain baby-sitting 
facilities. 

Such a mounting combination of reduced freedom, separa- 
tion from friends, restricted budgets and poor living circum- 
stances coupled with the pressing demands of a young baby 
when present may prove insurmountable and the husband 
deserts. 

At the psychological level these early years require delicate 
negotiations of the sexual life, the balance between autonomy 
and closeness and the art of getting to know each other beyond 
the idealization of falling in love. 

Sexual attraction is heightened during courtship, particularly 
on the part of the wife. The arrival of a baby diverts her attention 
to the child and may for a period reduce her interest in sexual 
activity. When loss of libido becomes persistent in these early 
years the marriage is placed under severe difficulties. Similarly, 
during courtship there is a natural desire to spend as much time 
as possible together. After the wedding the intensity of closeness 
gives way to a more balanced relationship of separation and 
closeness. If either partner, but particularly the husband, reverts 
to patterns more suitable for the single person, e.g. too much 
time spent on sport, with friends in the pub or club, at work, 
pursuing several hobbies, it will leave the wife feeling aban- 
doned. If she is harassed by adverse home conditions and the 
care of an infant, hostility and conflict increase with his 
apparent indifference and selfishness. 

The reverse may occur when the wife spends far more time 
with her mother and relations making the husband feel a 


stranger in his own home where his ideas and views appear to 
come last after the in-laws have had their say. In fact the 
detachment of both partners from the undue influence of their 
relatives is central to the survival of the marriage in the early 


ears. 

If these difficulties of the first three to five years are 
successfully negotiated the couple enter a middle phase lasting 
some fifteen to twenty years during which their children grow 
up. During this period sexual interest has to be sustained, but the 
principal problems at this stage is twofold. Firstly the wife may 
discover that her principal reason for marrying was social and 
material security which has been achieved. Unfortunately the 
husband is now found to be a shy, withdrawn person who 
cannot mix with people, tends to be aloof and finds itvery hard 
to show feelings. Such a relationship places increasing stress on 
a woman who needs a high level of emotional and social 
involvement. 

Secondly, and far more commonly, another pattern emerges. 
In this the wife frequently started the marriage with considerable 
shyness, diffidence, uncertainty, preferring to leave decisions, 
initiative and drive in the hands of the husband. Such a 
complementarity union in which the husband is the dominant, 
extravert, outgoing spouse and the wife the quiet, passive, 
introvert partner are not uncommon. Sometimes the pattern is 
the reverse. Either way, with the passage of time, the wife (or 
husband) matures. Such maturity is expressed in increasing 
confidence, security, decision making and desire to pursue 
independent activity (select her own friends, go to evening 
classes, learn how to dance, go out to work). Commonly the 
husband appreciates the change and adapts. When he does not 
there is an escalating warfare in which the wife feels increas- 
ingly stifled, suffocated and unable to be herself. Quarrels 
multiply, sexual activity deteriorates and the wife begins to 
experience her husband as a failure. Sooner or later someone 
will come into her life who will treat her as she desires and this is 
the moment described as falling out of love with her husband 
and in love with the new man. 

There is a third and final phase from the middle forties to the 
conclusion of the marriage by the death of one partner. In the 
early part of this stage the parents have to negotiate the 
problems of their adolescent children. i 

If the mother has kept close to her children she may find their 
departure extremely difficult and, even more serious, discover 
perhaps for the first time that in fact she has yet to establish a 
close understanding with her husband despite many years of 
marriage. If the relationship is precarious then the additional 


MARITAL BREAKDOWN 285 


stresses of the menopause and an early appearance of incidents 
of impotence from the husband aggravate the situation. 

Psychologically this is a critical period for both spouses who 
are aware that they are at the halfway stage of their life and 
perhaps feel that certain aspects of their personality have not 
been fulfilled. If the wife has not had a satisfactory sexual life she 
may become obsessed with the need to prove herself sexually 
before it is too late. Similarly the husband may need to prove his 
masculinity or, having spent most of the last twenty or thirty 
years concentrating at work, wants now to look beyond and 
feels that his wife doesn’t understand his wider interests. If he 
has been successful at work he may feel that he is mixing in 
circles which have exceeded his wife’s talents who no longer 
shares his interests. 

Indeed the gradual change in interests, outlook and needs 
may become clear at this stage and one or both partners feel that 
this is the time to cut their losses and start afresh with someone 
else. 


Reconciliation 


No one can make two people live together if they donot wish to. 
Marital breakdown is often complete when one or more vital 
minimum need is not being met. But often a couple have the 
capacity to fulfil each other but need assistance to break throu gh 
the vicious circle. In Britain the work of education and 
reconciliation is largely in the hands of the marriage guidance 
councils, the probation service and the marital unit which is part 
of the Tavistock Institute of Human Relations. Increasingly the 
new departments of social services will be undertaking this 
work in the community and at the hospitals this load is carried 
out largely by departments of psychiatry although all branches 
of medicine carry their share. 

Marital reconciliation requires a theoretical framework of the 
natural history of marital breakdown and much work still needs 
to be done to establish the social and psychological pathology 
clearly. 
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Mass Media 


DENNIS HOWITT 


The question of the influence of the mass media upon the social 
behaviour of the audience has received a good deal of attention 
from researchers, politicians, and the public over the years. The 
first systematic research into the effects of the mass media came 
with the Payne Fund studies into the cinema and its effect on the 
child in the early 1930s, while there has been a recent 
intensification in research activity and increased availability of 
funds from government sources in the USA for research into the 
effects of the mass media on violence in society and the 
consequences of exposure to obscenity and pornography. In 
other parts of the world there has been a steady flow of 
academic research on the effects of the mass media as well as 
the products of the audience-research departments of the 
various media institutions. Journals specializing in the reporting 
of mass media studies include Public Opinion Quarterly, 
Journalism Quarterly, Gazette, and Journal of Communica- 
tion. 

There are two major themes in the psychological and- 
sociological literature on the relationship between the media 
and the audience which, although overlapping, have crystal- 
lized into fairly distinct research traditions. 


Effects studies 


Effects studies include the impact of the mass media on public 
opinion, voting, moral attitudes, and various forms of deviant 
behaviour such as violence, crime, and abnormal sexual 
behaviour. 


Uses and gratification studies 


Gratification studies include questions of why people use the 
media and what they get out of the media. 

Effects studies tend to be concerned with how the media 
manipulate the audience and the Uses and Gratification 
studies tend to be concerned with how the audience manipu- 
lates the media to its own ends. 

The common consensus of scientific opinion is that the mass 
media are, relative to many other forms of socialization 
agencies, at best fairly ineffective at creating deviant forms of 


behaviour and changing public attitudes. Many argue further 
that only in a few individuals who already have a propensity 
towards certain forms of behaviour will the mass media have 
any effect in causing the user to adopt those behaviours. Despite 
the currency of the latter idea, there is virtually no evidence that 
the effects of the mass media on deviant behaviour are confined 
to such predisposed individuals. 

A distinction has to be drawn between studies of the mass 
media in a social context and studies involving simulations of 
the mass media. There is a big difference between the likely 
effects of the mass media in the normal lives of the audience 
where peer groups and other alternative sources of standards of 
behaviour compete with the ‘messages’ communicated by the 
media and, say, the effects of a specially prepared video-tape 
shown to the individual in a psychological laboratory away 
from the competing influences of everyday life. If one were to 
rely solely on laboratory experiments as the source of know- 
ledge about the effects of the mass media a radically different 
perspective from that above would need to be given. 

Laboratory studies have persistently demonstrated that, for 
example, as the work of Hovland and later attitude-change 
theorists shows, the ‘mass media’ can profoundly change 
attitudes on various issues. This contrasts markedly with the 
results of more naturalistic studies of the effects of the mass 
media. Likewise, evidence from laboratory studies provides 
ample support for the notion that exposure to vicarious 
aggression can have the effect of increasing aggressive tenden- 
cies in the viewer but the survey evidence in support of this is 
scant. Too little is known of the usefulness of laboratory studies 
in answering questions of the effects of the mass media. 

Many different intermediary mechanisms have been post- 
ulated to account for the possible influence of the mass media 
including identification, imitation, desensitization, and trigger- 
ing. Although in individual psychology some of these processes 
have distinct meanings they have been applied fairly indis- 
criminately to the mass communication process with little 
empirical support for their effectiveness. For example, the 
concept of triggering would indicate that unstable minds are 
more likely to be influenced by the mass media that those of 
more stable personalities. Apart from the occasional report of 
individual cases in the news media and the claims of the 
psychiatrist Frederick Wertham which are based on clinical 
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data alone, there is little to support this assertion. In fact, what 
little experimental evidence we have supports the reverse 
position—unstable minds are less influenced by behaviour 
shown in the mass media! 

There have been a few examples of the use of motion pictures 
in behaviour modification. For example, desensitization tech- 
niques involving the use of a graded series of specially edited 
films have been used to extinguish anxiety-responses to combat 
experiences. Although this is clearly an area of potential 
usefulness, the problems associated with the use of cumber- 
some projection equipment in clinical practice must be offset 
against the effectiveness of the simpler techniques currently 
employed in behaviour therapy. 

The mass media can, of course, create anxiety and distress in 
the audience. The controversy over horror comics in the 1950s 
which led to the introduction of various forms of control, 
including legal proscriptions, illustrates this to some extent. 
However, by and large, very few individuals seem to be unduly 
distressed by what they see in the mass media. While a small 
percentage of children report that they have been frightened by 
things they have seen on television, virtually all the examples 
they quote concern programmes of the horror, monster, and 
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‘chiller’ variety. Evidence suggests that it is in the areas of 
experience in which the child has pre-existing difficulties (e.g. 
concern over parental relationships in children of divorced 
marriages) that the mass media may cause distress. 

Despite their great potential for entertaining and informing 
the audience, there is virtually no evidence that, in isolation, the 
mass media have a profound effect on the pathological and 
other aspects of human behaviour. 
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Mass Psychology 


J. A. HARRINGTON 


The term ‘mass’ has been used in so many contexts and to 
characterize such diverse phenomena that there is no general 
agreement as to what it should embrace. Mass phenomena are 
generally taken to refer to the behavioural characteristics of 
large unorganized collectivities, excluding those features also 
associated with the interaction of small groups. Size and lack of 
organization while important are not, however, essential 
qualifying attributes. Mass society implies an impersonal one in 
which anonymous individuals respond more or less uniformly 
to the same object of attention; this stereotyped response being 
characterized by its automatic nature and lack of variability. 
There is, too, the concept of mass culture which deals with the 
cultural correlates of a mass society which is involved in the 
mass consumption of mass produced goods through a mass 
market, the enjoyment of mass cultural objects through mass 
leisure with the communication of mass ideas through the mass 
media. 

The ambiguities caused by such diverse use of the word ‘mass’ 
in relation to social and behavioural aspects of large collections 
of people have inevitably led to conceptual confusion. This is in 
part the result of the widespread emphasis on the negative aspects 
of mass phenomena which are taken to be peculiar to modern 
urbanized industrial societies. Mass is often thought of in the 
context of its undesirable and dehumanizing aspects such as the 
loss of personal identity and the manipulation of large numbers 
of people by subtly persuading them to feel, think and act in 
ways which are far removed from the democratic ideal. What 
tends to be forgotten is the positive aspects of mass phenomena 
such as the transmission of common aims, common values and 
points of mutual identification that make large societies 
possible, It is also often forgotten that mass phenomena are the 
products of the masses and are generally accepted by them 
without rancour. 

A crowd has been defined as an unorganized collection of 
people who congregate on a casual basis and whose relation- 
ship involves anonymity and temporary identification. The 
crowd shows little differentiation of function and there is a 
strong tendency to uniformity of action on a shoulder-to- 

shoulder basis. There have been many attempts to classify 
crowds using dimensions such as leaderless/with a leader, 
accidental/intentional, _ homogeneous/heterogeneous, 
polarized/non-polarized, or according to other properties such 
as size. 


The subdivision of active mobile crowds (mobs) from passive 
inactive crowds (audiences) is helpful as it allows further 
functional subdivision based on behavioural characteristics 
based on underlying motivation. The division of active mobs 
into aggressive, escape, acquisitive and expressive is widely 
accepted by social psychologists. Aggressive crowds embrace 
those involved in race riots, lynching, etc., such a mob generally 
has a target which it seeks for violent ends. The escape mob 
seeks a way out to safety from a situation of actual or fantasied 
danger. The acquisitive mob seeks some material goal like food 
or other form of loot. The expressive mob has no external goal 
and the behaviour seems to be an end in itself, though 
motivation is often one of catharsis for the expressive crowd 
may find diversion and entertainment within itself. The 
behaviour of mobs is seldom ritualized and is generally 
uninfluenced by social norms. However, some special mobs 
like football fans have more enduring identification and may 
show ritualized forms of group behaviour which are expressions 
of their own norms. 


Crowd properties 


Some properties common to active crowds have been 
repeatedly observed. Of prime importance amongst these is a 
strong tendency to emotional and behavioural homogeneity 
leading to a unity of feeling, thought and action and the 
suppression of individual reactions and personality. This trend 
to conformity and co-action has given rise to the concept of a 
‘collective mind’ through which emotions and ideas are 
transmitted and experienced. Uniformity in a crowd may, 
however, be far more apparent than real. The urge to 
conformity in a crowd is accompanied by an intolerance of 
non-conformity which may give rise to an illusion of 
homogeneity of thought and feeling. Non-participants are 
tolerated in an active crowd and their mere presence may 
reinforce deviant behaviour by tacit acceptance which is taken 
for approval. Individuals who oppose a behavioural trend are 
either ignored or treated as dangerous heretics. 

Another important property of crowds is the strength of the 
emotional response to any object of attention. This potentiation 
of emotion is confined to more base and primitive feelings so 
that pleasurable stimulation becomes wild excitement and 
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irrational dislike a ferocious hatred. At the same time more 
sophisticated feelings such as pity and compassion are 
inhibited. 

An accompanying property to emotionality is the tendency to 
irrational behaviour which may vary from stupid and childish to 
near psychotic behaviour which is wholly divorced from reality. 
The illogical nature of crowd behaviour has given rise to many 
descriptions which are invariably derogatory and include 
adjectives such as fickle, stupid, unreasoning, intolerant, evil, 
disgusting and paranoid, Crowd behaviour is influenced by 
primary process thinking so that affinity of beliefs, beliefs in 
danger, conspiracies or the influence of irrational forces may 
predominate. 

Many other explanations have been put forward to account 
for crowd behaviour. Homogeneity has been explained on the 
basis of suggestion with the inference that the crowd increases 
suggestibility and has a mild hypnotic effect. Allied to these 
suggestions are the explanations of imitation, contagion, 
primitive sympathy, circular reaction and social facilitation but 
none of these adequately accounts for the irrationality and 
emotionality of a crowd. The fact that a crowd often behaves in 
a way which is quite out of character for the majority who 
compose it can be explained by the theory that the mob merely 
removes the social and psychological forces that normally 
inhibit and control primitive and infantile impulses that are 
present in everybody but normally latent. In this respect the 
crowd does not create behavioural tendencies which were not 
there before but merely releases and intensifies them. While 
these inhibited impulses are often unconscious so that people 
are unaware of them, sometimes the desires are consciously 
experienced but not allowed individual expression. 

The lack of responsibility and self-restraint that characterizes 
mob behaviour is attributable in part to the loss of personal 
identity and anonymity that the crowd allows. The crowd 
protects the individual from fears of the consequences of his 
actions which are frequently not foreseen or regarded as wrong, 
at the time. A psychoanalytical model has been used to explain 
identity loss through ego fusion, abolition of the restraining 
forces of the superego and the substitution of individual ego 
ideals by a surrogate group one. 

Freud epitomized the situation of an individual who enters a 
crowd when he said that such a person loses his sense 
continuity, his self-consciousness, his own functional position 
and his traditions and customs. 


Mass hysteria 


Many different phenomena have been grouped together under 
the rubric ‘mass hysteria’ or ‘psychic epidemics’. Such terms 
cover phenomena like the extraordinary episodes of dancing 
mania which swept through Germany and France during the 
fourteenth century. Contemporary descriptions suggest that 
between 500 and 1,000 people were involved in these episodes 
and many appeared to go into a state of dissociation with 
features of ecstasy and the exhibition of a variety of motor 
phenomena including paroxysmal convulsive movements, 
twitching and somatic accompaniments such as swelling of the 
abdomen. Bizarre forms of mass behaviour comparable to 
dancing mania have occurred in widely different countries at 
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different times. A very similar mass phenomenon was seen in 
Spain and Italy and given the name “arantism’ because it was 
attributed to the bite of the tarantula spider. 

The circumstances in which these mass phenomena occurred 
suggest a background of insecurity and uncertainty with stress 
due to real or imagined threats from floods and plagues, etc. 
Another feature of these mass phenomena is the build-up of 
group excitement and a tendency to imitation. In a modern 
context the use of large group excitement with rhythmic music 
and incantations has been used by many religious institutions 
to facilitate religious conversions and the value of these 
techniques were clearly understood by the Nazis at the 
Nuremberg rallies. From the psychological point of view the 
abreactive and cathartic emotional effects are obvious. 

Comparison of behaviour associated with mass hysteria 
shows many similarities, particularly in the physical manifesta- 
tions: shaking, trembling, screaming, physical collapse, stupor, 
echolalia. Often excitement may be increased by frenzied 
singing accompanied by breast-beating, shouting, weeping and 
falling to the ground in a state of dissociation. These states of 
dissociation are often accompanied by convulsive movements 
and visual and auditory hallucinations. 

It is also clear that these mass phenomena cannot be 
understood solely in terms of collective abnormal psychology, 
e.g. hypnotic suggestion, One may often find an underlying 
rational motive of a revolutionary sort so that mass hysteria can 
at times be viewed as adaptive behaviour. A background of 
cultural stress and unfulfilled yearnings and tensions which find 
emotional expression in mass hysteria certainly has the function 
of drawing people's attention to the group and may lead to 
social reforms. In this sense they can be viewed as a kind of 
primitive protest demonstration which must be studied in the 
wider context of the historical and sociological circumstances 
in which they occur. 


Mass contagion 


Fads, fashions and crazes are mass phenomena of a different 
order. Crazes are habits which are usually short-lived amusing 
pastimes like the yo-yo or, more recently, click-clack, but they 
can take the form of more dangerous follies. Fads and fashions 
involve not only dress and hair styles but catch-phrases and 
leisure pursuits. The obsessive compulsive elements in these 
mass phenomena are evident but the vast majority of fads and 
crazes differ from other mass phenomena in that they seldom 
breach moral and legal codes and the fact that they are often 
commercially exploited and to an extent institutionalized. 
Social movements such as moral rearmament, women’s 
liberation, though strictly speaking mass phenomena, are not 
generally considered in this context. 
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Medical Psychology and 


Existentialism 


L. van der Horst 


If a psychologist wishes to work in the field of medical sciences, 
he needs the assistance of various disciplines such as ecology, 
sociology, and neurophysiology, in particular electroence- 
phalography. By such cooperation he receives much data, but 
is faced with the problem of the reciprocal relation between 
somatic and psychic processes; this holds true particularly in 
mentally disturbed patients. 

We know much about mental illness, we may enumerate 
many symptoms and syndromes, we may order and distinguish 
the manifestations of a disturbed patient, but if you ask what and 
who is a mentally disturbed human being the psychiatrist 
cannot answer. Nevertheless we try to give a psychological help 
to return the patient to a situation of health and wellbeing. But it 
is also difficult to say precisely what a healthy person is. We can 
order the objective and formulated phenomena of human 
reality and the interaction of mind and body in two frames of 
reference and connect them through hypotheses, but we can 
also take leave of these ‘medical models’ and assume a general 
existential standpoint. 

Here we have the modern conception of man, which gives 
him a special and peculiar place in the Universe. Every 
psychologist makes allowances for this problem. 

Theoretically we can distinguish various schools of medical 
psychology by their methods or premises so that we can speak 
of a rationalistic, a descriptive, a biological or an analytical 
psychology; they are all related to the human being. Yet they do 
not claim any relation to existentialism, because according to 
these approaches human failure does not lie wholly within the 
province of science. If it did, there would be no need for 
existentialism. 

Beside this view of life and the Universe, we claim a 

conception of man, which gives him a special and peculiar 
place in the Universe. The characteristic feature is that such an 
approach stresses the existential nature of man. Of course this 
does not mean that, alongside this conception, man cannot be 
reduced to an object and studied according to the laws of the 
Universe. That is certainly possible and such a reduction is 
necessary from time to time. The rational tradition subjects 
man to the natural laws which govern the non-human world, 


Scientific progress is often attended by such a purely rational 
outlook. But this view of man is not all-embracing and often 
misses the most peculiarly human qualities. 

In so defining this approach we need a particular attitude 
towards the human-being-in-the-world, i.e. the problem of the 
self and insight into its nature. We apply phenomenological 
descriptions governed by an existentialistic conception of man 
in this world. His becoming and being are dependent on his 
environment and to a certain degree he is the creator of this 
environment and of communication with his fellow-man. 

This existential communication is not an empirical 
phenomenon: ‘I create it with another and I am in and through 
this creation determined’. 

In the existential communication which is continually 
evolving, ‘l’ reveal myself from out of the ‘unbornness’. Out and 
in the undifferential fullness of the being-together develop ‘you’ 
and ‘I’; at each other they are delineated; they promote in the 
‘with each other’ the other’s selfness. ‘Notre personalité sociale 
est crée par les pensées des autres’ (Marcel Proust). ‘Ich kann 
nicht selbst werden, ohne in Kommunikation zu treten und 
nicht in Kommunikation treten, ohne einsam zu sein’ (Jaspers). 
The self, community and loneliness are pillars of modern 
psychiatric existentialism. What one may call being in common 
is of essential significance. 

A second element seen in the encounter between medical 
psychologist and patient is also a specific form of communica- 
tion. Alongside the scientific study of man, the psychologist 
stresses his unique nature, which is more than the mere sum of 
his experiences. In a real encounter his patient or client is on the 
one hand a totality, a man existent among other men—on the 
other hand he has something. He appears as a unity and yet he 
speaks about himself with the physician and with the 
psychologist as if he is somewhere. We all, ill or healthy, know 
about ourselves, our drives and feelings, about our past and our 
mistakes. Existence, being, experience are all embraced in the 
fact, that in reflection we are occupied with manifesting 
ourselves and taking our bearings. 

In every psychotherapy the ego demands orientation in 
regard to the patient's own past, his failures, his qualities, all that 
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which belongs to himself—and as a personality, the ‘I’ has to 
identify with the ‘self’. We are a unity and yet in pain we 
become aware of ourselves and the human being breaks up in 
the duality of living as ‘ and ‘self’. That is the tragedy of sickness 
and pain, They shatter the original unity, present the 
psychologist with a mutilated human being and confront the 
patient with the totality ‘self’. In sickness man realizes the 
duality of his existence. It is the discovery of something ‘not I’; 
which ‘I’ can fight or accept, but with which at the end ‘I’ has to 
identify. It is the revelation of possibilities and failures and the 
potential miscarriage of these possibilities. 

Man exists insofar as he is capable of realization. In the 
human being ‘I’ always meets not only the ego as a free creator 
but also the past development, everything which | has as 
desires, customs, all the desirabilities, attainments, what 
belongs to myself. Being bound to myself is not escapable. ‘I’ and 
‘self’ belong together; the ‘I’ aims at identification with the ‘self’. 

There isa third point, which we use in the encounter between 
medical psychologist and patient; i.e. the concept of con- 
sciousness. We talk about it as though it were an actual thing, 
yet consciousness shows itself to be quite different; a thing is 
never conscious, a thing is concrete and has density. It is what it 
is. A table and chair are things complete in themselves, 
coinciding with themselves. Human consciousness cannot 
coincide with itself. Things, to use a term of Sartre are en soi. 
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Human consciousness is not static but continually in the 
process of evolving. In human consciousness the ego manifests 
itself as the creator, the intentionality, the designer and 
completer, without completion being achieved. Consciousness 
in this sense means living by designing: in its revelation human 
consciousness could also be defined as the kernel of human 
being, the ego. This kernel can never be objectified. And yet we 
use the word consciousness and not the word ego. In this human 
consciousness, also called self-consciousness, we meet the 
peculiar psychological structure in which two series exist side 
by side, the ego and self-consciousness, the designer and the 
designed. Here we meet the second point mentioned above: In 
every human being we find side by side creation, self- 
manifestation and ‘becoming’; every man manifests himself 
according to this ultimate design and in so doing meets himself. 
Opposite or alongside stand creator and contingency, con- 
sciousness and self-consciousness. But here the same tendency 
as pointed out in the second part of this article: a striving for 
identification, for acceptance of the ‘self’ by the ‘ego’. 

To recapitulate, there are three main considerations in our 
existential approach: First, we consider the human being as 
existing in communication with others. Second, we accept a 
certain duality in the unity of man (‘I and ‘self’). Third, we stress 
the element of self-consciousness as a vital factor in man’s 
relation to the world. 


Memory 


O. L. ZANGWILL 


The first attempt to investigate human memory along experi- 
mental lines was made by H. Ebbinghaus (1850-1909) whose 
work had great influence. In a heroic series of experiments with 
himself as subject, Ebbinghaus endeavoured to specify the 
temporal course of learning and forgetting in quantitative terms. 
As his material, he used pairs or lists of nonsense-syllables, 
supposedly regarded as items of equivalent difficulty and hence 
excluding the element of familiarity or meaning. The conditions 
of learning and reproduction were controlled as precisely as 
possible. Ebbinghaus’ results shed a good deal of light on the 
nature of rote learning and from them he generated the 
celebrated ‘curve of forgetting’ (a negatively accelerated 
function). Although the Ebbinghaus methods soon fell into 
disrepute, largely on account of their neglect of emotional and 
social factors in memory, they have to some extent come back 
into favour in connection with a renewed interest in problems of 
verbal memory. It must be borne in mind, however, that rote 
memory occupies a relatively modest role in human education 
and that methods of rote reproduction are ill-adapted to study 
many facets of the memory process. 


Iconic and echoic memory 


The existence of a ‘primary memory image’ of brief duration 
was adduced by William James and other nineteenth century 
psychologists and has recently been rediscovered by George 
Sperling (1960) in a noteworthy series of experiments. Sperling 
has demonstrated that a complex visual display can be 
described in great detail within 150 milliseconds after removal 
of the stimulus, suggesting short-term persistence of the original 
perceptual event. This has been termed iconic memory by 
Neisser, and, should it persist beyond its normal brief duration, 
may well form the basis of eidetic imagery (see Imagery, p.243). 
Its auditory analogue is known as echoic memory and has been 
much studied in relation to speech perception. While some 
deny that these ultra short-term persistence effects have any 
great relevance to memory as ordinarily understood, they may 
none the less provide a measure of temporal overlap important 
for the continuity of perceptual experience and action. 


Short-term memory 


A more familiar variety of short-term memory is the so-called 
immediate memory span, commonly defined as the largest 
number of disconnected items, e.g. words or digits, that can be 
repeated verbatim after a single hearing. This variety of memory 
makes it possible to act immediately on the information gained, 
e.g. dialling a telephone number which is immediately thereafter 
forgotten. Many psychologists today, e.g. J. Brown and D. E. 
Broadbent, regard short-term memory as dependent upon a 
storage system quite separate from that constituting long-term 
memory and the contents of which are subject to rapid decay. 
Immediate’ memory span increases with age up to about 14 or 
15 years and its scope appears to bear some relation to the 
general level of intelligence. (For this reason, tests of digit 
repetition are often included in intelligence test batteries.) The 
distinction between short-term and long-term storage gains 
some credence from the fact that the former remaihs intact in 
amnesic states such as Korsakoff’s syndrome in which long-term 
storage is grossly impaired. This might suggest that the deficit in 
Korsakoff’s syndrome consists essentially in a failure to transfer 
information from a short-term to a long-term memory store. 


Conditioned reflexes 


In the course of his studies of gastric secretion in dogs, |. P. 
Pavlov (1849-1936) observed that the secretion of gastric juice 
is dependent upon two factors: first, food actually present in the 
stomach, and secondly, food in the mouth. Whereas the first he 
regarded as an inborn reflex, the second he held to be an 
acquired component conditional upon previous experience. In 
his view, the establishment of a new sensorimotor connection 
as a result of experience was just as important to survival as the 
built-in connections given by heredity and their study might he 
thought come to throw important light on the machinery of the 
brain. Unfortunately, attempts by K. S. Lashley and others to 
trace conditioned reflex pathways through the brain have not 
proved entirely successful and we still do not know in any 
precise way how Pavlovian ‘temporary connections’ are set up 
or become extinguished. Nor has the study of conditioned 
reflexes in animals thrown much light as was at one time hoped 
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on the problems of human behaviour. Indeed Pavlov himself 
urged that the nature of conditioning in animals and man was 
quite different as a result of the development of speech, which 
enables so much of human behaviour to come under verbal 
control. None the less, the conditioned reflex method, espe- 
cially as modified by B. F. Skinner and others, has provided a 
measure of explanation of some aspects of human learning, and 
finds application in limited areas of psychiatric practice (see 
Behaviourism, p.48). 


Analysis of human skill 


Human skill represents a facet of memory which has attracted 
much interest in recent years, largely on account of its relevance 
to training methods, fatigue and related issues in industry and 
the Armed Services. Unlike habit, which is essentially repetitive 
and stereotyped, skill is above all flexible and adapted to a wide 
variety of environmental circumstances. For example, in 
learning to play a rapid ball game such as tennis or squash, what 
is learned is not a fixed sequence of stereotyped actions, but 
rather how to make effective strokes appropriate to the 
prevailing conditions, e.g. the speed and direction of the 
approaching ball and the observer's bodily posture and 
immediate intention. In many skills, the precise timing of 
responses in relation to the signals which elicit them and the 
capacity to anticipate signals before their actual arrival are of 
the utmost importance. These, and many other, factors operat- 
ing in skill have been much studied by experimental 
psychologists, who have found it possible to quantify certain 
aspects of human performance through the use of information 
theory and kindred mathematical techniques. Further, the 
breakdown of skill under conditions of fatigue or as a result of 
various types of stress has been intensively studied and the 
findings may well prove relevant to a variety of clinical and 
applied issues, e.g. the affects of alcohol or drugs on driving, the 
changes in skilled performance which occur with advancing 
age, and the disorders of praxis that may present with injury or 
disease of the brain. 


Long-term memory 


Whereas habits represent adaptation to essentially stereotyped 
and recurrent features of the environment, long-term memory 
serves to record and reconstruct unique past events in approp- 
riate temporal context. In this sense, it would appear to be an 
exclusively human accomplishment mediated in large degree 
by language. To this extent, indeed, long-term memory serves 
an essentially social function. 

In an interesting series of experiments, F.C. Bartlett 
(1886-1969) studied the changes that take place when rela- 
tively life-like material, such as folk-tales or representational 
designs, are reproduced successively over a period of weeks or 
months. He noted that the material is at once simplified and 
often considerably transformed to bring it more closely into line 
with the subject’s experience and cultural background. These 
changes are sometimes progressive. If one subject's version of 
the original is shown to a second for reproduction, and the 
process repeated a number of times, very drastic omission and 
distortion result, illustrating perhaps some of the changes that 
may occur when information is transmitted through a social 
group, as in the case of rumour. In general, Bartlett placed great 
stress on the constructive aspects of remembering and the extent 
to which what he called ‘conventionalization’ may unwittingly 
take place. It would, therefore, be wrong to regard recall in 
terms of the revival or re-excitation of a specific perceptual 
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experience; rather is it to be viewed as a highly edited verbal 
abstraction of its essential content or meaning. 

Experiments on the accuracy of testimony, which are not 
without medico-legal interest, lead to a similar conclusion. In 
the early experiments of W. Stern, it was shown that oral reports 
of a recently witnessed episode usually contain 5-10 per cent of 
wrong statements. Under cross-examination, this figure may 
rise to 25 per cent. Leading questions greatly increase the 
incidence of inaccuracy, especially in children. 

The extent of inaccuracy in long-term memory is not always 
appreciated by psychiatrists who have tended perhaps to place 
too much emphasis on its veracity and to ascribe any significant 
departure from accuracy to pathological influences such as 
confabulation or paramnesia. In fact, a measure of paramnesia 
is intrinsic to the memory process and should be regarded as 
pathological only when it is associated with grdss lack of 
orientation and judgement, as in Korsakoff’s syndrome, or with 
clear-cut delusional psychopathology. 


Forgetting 


By and large, experimental psychologists attribute forgetting in 
short-term memory largely or wholly to passive decay and 
forgetting in long-term memory to various types of interference 
effect. Of these, the best known is retroactive inhibition, viz. the 
decrement in recall produced by memorizing material similar to 
that whose recall is demanded. For example, recall of a piece of 
poetry is much better if the interval between learning and 
reproduction is occupied by watching a film than by learning a 
second piece of poetry. 

The extent to which more subtle forms of forgetting, e.g. 
repression as postulated by Freud, operate in the forgetting of 
daily life is conjectural, though feeling-tone and more compli- 
cated personality factors undoubtedly play some part in 
governing the retrieval or otherwise of‘emotionally significant 
events. Further, it has been doubted whether the lack of 
coherent memory for the earliest years of life (infantile amnesia) 
is due so much to repression, as Freud supposed, as to the lack of 
coherent framework within which experiences may be stored in 
a form appropriate to voluntary retrieval later on. 


The ‘law of regression’ 


In 1881, the French psychologist Th. Ribot (1839-1916) put 
forward the principle that the stability of a memory trace in the 
face of cerebral insult varies inversely with its age. This he 
attributed to a gradual process of consolidation over time which 
might be further reinforced by repetition or revival. Ribot 
invoked his Law to account for the well-known retrogressive 
character of amnesia in progressive brain disease as well as the 
order of recovery of recent memories temporarily lost after 
concussional head injury. It has also been adduced to explain 
the common finding that aphasia in bilingual subjects as a rule 
affects the language learned second more severely than that 
learned first. Although Ribot's Law has some value as a 
statistical approximation, many exceptions to it have been 
pointed out. For example, retrograde amnesia in cases of 
Korsakoff’s syndrome occasionally spares some quite recent 
memories and restitution of recent memories in recovery from 
head injury is not invariably in inverse order of recency. In 
aphasia, too, frequency of usage seems a more important factor 
than age of acquisition in governing retention, whether of an 
entire language or specific words, e.g. names within a language. 
Further, recent experiments have thrown some doubt on the 
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validity of the concept of consolidation as a function of time, at 
all events in relation to amnesia. 


Memory ‘prodigies’ 


The question of individual differences in memory capacity, 
unlike those in intelligence, has been very little studied. There 
seem, however, to be fairly marked individual differences in 
retention of visual and acoustic information respectively, which 
may well be linked with individual differences in imagery-type 
(see Imagery, p.243). Indeed some individuals appear to have 
special facility in acoustic memory, e.g. for music, or in visual 
memory, e.g. for faces. Mathematical ‘prodigies’ with outstand- 
ing memory for numbers and arithmetical operations have also 
been described, of whom one (the late Prof. A. C. Aitkin of 
Edinburgh) formed the subject of a careful psychological study. 
In his Mind of a Mnemonist (1966), A. R. Luria, of Moscow, has 
given a detailed account of an individual known as ‘S’ with 
exceptional powers of visual memory. From this, however, it 
appears that such a gift is by no means an unmixed blessing. 
Indeed Luria points out that exceptionally vivid and circumstan- 
tial visual imagery may actually impair the capacity for 
abstraction and logical thought. 


The physical basis of memory 


Ever since the physiologist E. Hering, delivered in 1886 a 
famous lecture on ‘Memory as a Fundamental Property of 
Organized Matter’, biologists have sought the basis of memory 
from its simplest to its most complex manifestations in terms of 
physiological (or even anatomical) changes in the nervous 
system brought about by repeated experience. While early 
efforts—from William James (1890) to Donald Hebb 
(1949)—were largely speculative, there is now more direct 
evidence as to some, at least, of the physical factors which may 
be involved in the learning and storage of information. For 


example, the work of Eccles on synaptic changes associated 
with use or disuse of spinal reflex pathways has suggested that at 
all events the more elementary aspects of memory might find 
explanation in terms of systematic changes in synaptic resis- 
tance. Unfortunately, attempts to trace conditioned reflex 
pathways through the brain, have for the most part failed to 
correlate the formation and maintenance of conditioned 
reflexes (or other relatively simple forms of learning) with 
activity within well-defined anatomical pathways and systems 
of connection. K. S. Lashley, for example, was led after 30 years 
of work ‘In Search of the Engram’ to doubt whether, like the 
Snark, such an entity can possible exist at all! Largely as a result 
of his consistently negative findings, attempts are now being 
made to view storage in terms of the multiple representation of 
memory traces in the brain, as in the concept of ‘holographs’ 
advocated by K. H. Pribram. Itis too early, however, to say what 
explanatory promise such ideas may hold. 

In recent years, attempts to specify a molecular basis for 
memory along lines that have proved so successful in unravel- 
ling the genetic code have attracted widespread interest. For 
example, H. Hydén and others have claimed to find significant 
changes in the RNA content of brain tissue as a consequence or 
correlate of learning. Unfortunately the evidence in this whole 
field is somewhat conflicting and difficult to interpret at the 
present time. It seems however, probable that biochemical 
models of memory of genuine explanatory power will be 
generated in the coming years. 
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Menopause, Some Psychological 


Aspects 


S. SHARMAN 


It seems appropriate when dealing with the subject of the 
menopause to adopt a general and philosophical line, in the 
hope that it may stimulate the spirit of enquiry and provide 
material for reflection, which is, or should be, part of the 
armamentarium of any modern psychiatrist. In this connection 
itis perhaps appropriate to quote from Bacon’s Essays. 

‘Read not to contradict nor confute, not to believe and take for 
granted; not to find discourse and talk; but to weigh and consider.” 

For many years psychiatrists dealt witha clinical entity called 
involutional melancholia, in which the patient suffered from 
severe and often psychotic depression; and this was due to or 
caused by, or increased by the physiological changes 
associated with the syndrome ‘change of life’. Until recent 
years, these patients were regarded as having a good prognosis 
either with the help of medication and an institutional regimen 
or because it was a self-curable condition. The vast majority did 
get well and left the hospital provided they had a suitable 
environment to which to return. One of the main functions of 
the medical and nursing professions during the peak of the 
illness was to prevent suicide attempts. 

When, however, the condition showed no progress, it was 
customary to explain this by then taking cognisance of many 
other factors, such as a history of previous recurrent bouts of 
depression, or various organic disorders such as hyperpiesia, 
arteriosclerosis, thyroid dysfunction and others. 

Today the great majority of women who are suffering from 
symptoms associated with the menopause are treated by family 
doctors and very few are admitted into an institution, or for a very 
short period only. Yet even today family doctors do refer some 
such patients to psychiatrists to lessen the burden of the daily 
surgeries or when they find their own efforts are proving 
ineffective. 

Nevertheless the majority of doctors donot refer women who 
are suffering from the menopause to any psychiatrist without 
some special reason. It is taken for granted in Britain that the 
treatment and guidance of such cases falls wholly within the 
field of general practice. In what way can the psychiatrist justify 
his opinion that he has anything additional to offer the patient? 

This must depend upon the psychiatrist having a fuller and 


deeper understanding of the underlying psychological factors at 
work. He must show this to the patient and build up a real and 
close rapport; then, and only then, can he use this relationship 
to influence her the better to cope with this phase of her life. 
One must take heed of the factors involved in a woman of, say, 
thirty-five to fifty years of age, which are associated with her 
ailments, and symptoms and feelings of distress and even 
despair. One must always consider the very deep, indeed basic 
factors at work even in a modern western civi lized female in this 
connection. 

The very use of the term ‘change of life’ in everyday life by 
everyday people is a measure of its psychological significance 
both for the individual and for society. A woman of sixty years in 
very good physical and mental health may have ‘gone through 
the change’ during which time she suffered a great deal, in 
addition to having suffered previously from various physical 
illnesses. Another woman may have enjoyed the best of health 
throughout her life yet during the menarche she may have 
become a prey to a host of disorders and symptoms for several 
years before she finally ‘goes through the change’. 

Therefore to classify, categorize and identify specific syn- 
dromes as belonging to ‘the change’ is to oversimplify the 
position and the problems involved. Furthermore, although so 
many illnesses are definitely identifiable nowadays, in this field 
of study the situation is more fluid, variable, indefinite, and one 
might add, unscientific! 

If a psychiatrist is asked to help a patient who has problems. 
during the menopause, he must tackle the case, in order to help 
the patient to help herself, on the basis of trying to understand 
every single case as unique. Of course, one does not discount 
endocrine activities and metabolic reactions but there are 
several matters of individual and social psychology which 
should be kept in mind. 

Woman is a child-bearing animal. If that were all she would 
be of no social account until she is capable of bearing a child, or 
after she has ceased to be able to do so. In many societies and for 
many years, this was the case. In many instances there was 
dismay and disappointment when a female child was born; 
women felt disgraced as though they had betrayed the father. 
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Women were so indoctrinated or brain-washed from their 
earliest days, they accepted their subservient role in playing a 
part in producing sons, and as a kind of side-line, to produce 
some females to perpetuate the species; but as individuals they 
and their daughters were of little or no account. During the years 
when they were fertile they might achieve a slightly higher 
position, but the first signs and symptoms of the menopause 
werea herald of a return to subservience, to second-class status, 
to a nothingness except to drag on the empty final years. 

Jewish fathers prayed for a son who would be a Kaddish, that 
is to say someone who would utter the ritual anniversary prayers 
when the father was dead, without which the father’s soul was 
in jeopardy. Muslim men could divorce a wife who did not 
produce a son. Classical Greece went through a phase in which 
homosexuality was elevated to more than a cult, indeed to 
become a status symbol of being a patrician, whereas relation- 
ship with women was an unfortunate physical necessity for 
continuation of the species, heedless of individual feelings, 
emotions, reactions or potential as individual female human 
beings. Many Christian sects proclaimed in words or behaviour 
that women were an unfortunate necessity and by-product, 
whose only value was humbly to bear children and even this 
was a sinful activity unless the leaders of the sect uttered certain 
ritual incantations to exorcise its unfortunate necessity. 

If a woman found herself barren of both male and female 
children, she was socially disgraced and individually filled with 
guilt, and this might only be assuaged by offerings to whatever 
gods there were in her life. If these were ineffective, despair 
alternated with hope until the onset of the physical changes 
cried aloud ‘Abandon All Hope!’. 

There are today a host of volumes dealing with social 
anthropology which recount the varying procedures and 
reactions to this particular facet of life, and a psychiatrist who 
has not made some study of this academic discipline is not, in 
the author's opinion a fully trained psychiatrist. Whether one 
accepts the views of Jung ona collective unconscious, or prefers 
to identify oneself with the concepts of George Bernard Shaw 
about a life force, one cannot ignore the basic and powerful 
influences which still operate among modern so-called eman- 
cipated members of Western civilization. 

Hence one must examine more closely the proposition that 
things are different now, and that biophysical and biochemical 
happenings are the sole cause of the emotional disturbances 
which are part and parcel of the total syndrome. It is equally 
probable that the deeper emotional factors cause, or in turn 
affect, the endocrinological activities, once the onset of the 
change is becoming manifest. When a woman in the normal 
course of events undergoes the inevitable physical signs and 
symptoms, itis a statement, a declaration, a part of the covenant 
which says ‘You are no longer young enough to bear children 
which has been your primary function from society’s point of 
view; and from the viewpoint of the continuation of the species, 
your role, your metier’. 

In the twentieth century, many maintain all this is a part of a 
way of life which has no meaning and no relevance and hence 
no influence today. There is more knowledge, more under- 
standing, better education in general in all matters of sex and 
health. This is too superficial an attitude. First of all, knowledge, 
intelligence, and education do not prevent more primitive 
responses when under stress, fear or anxiety. Facing a crisis 
while unable or unwilling to use education and intelligence 
which is a brittle veneer over a deeper pattern of ignorance and 
superstition, the human being may react with as much internal 
disturbance as her primitive forebears. Of such are the women 
patients who consult the psychiatrist for help when depressed 
and emotionally disturbed; and in their relationships with 
others so very often morbidly irritable, at times bordering on 


paranoid attitudes. 

In the second half of the twentieth century many women do 
not want a great number of children and many openly declare 
that they do not want any at all. There are so many active 
contraceptive measures, and an increasing number of women 
willingly undergo a termination of a pregnancy, which they 
regard as an affliction to be prevented, avoided or ended either 
by legal or illegal procédures. How then can one assert that the 
menopause can be a source of distress instead of a beacon of 
light shining over the horizon of an approaching blessed dawn. 

If one really listens to these people with patient understanding 
one finds that they too become upset and disturbed at the 
menopause, and the question arises whether their state of health 
is merely a result of endocrinological and metabolic alterations, 
since the psychological factors in them should produce 
euphoria, which one almost never finds in the women under 
consideration. It must be noted that modern emancipated 
women have amongst them those who believe in the right to 
have children, merely being antagonistic to marriage bonds, or 
the religious ceremonies, or the certificate of marriage by a state 
bureaucrat or local government official. 

There are indeed deep psychological factors involved here 
and they are also related to the basic biological and psychologi- 
cal factors of being a woman, which means being both an 
individual and a member of a species. This matter of the 
interrelationship between an individual and a part of a 
community merits further probing. 

The fertilized human ovum divides and thus multiplies 
greatly. It is not long before there are two distinct, separate and 
definite kinds of cells, apart from those which constitute the 
different organs and tissues. There are the gonadal cells which 
are the forerunners of the whole sexual apparatus, and the 
somatic cells which constitute the tissues and organs. The 
former produce the cells which create the next and following 
generations. The latter form the individual destined to physical 
and material death. In biological parlance the gonadal cells are 
the physical harbingers of the individual’s immortality. 

By virtue of the complementary yet conflicting roles of these, 
the individual thinks, feels, speaks and writes about ancestry 
and posterity, duty to and for this continuity, and feels involved, 
with a sense of belonging, in the future of his own self, his family 
and his nation-group. In some creatures, the species is all and 
the individual a short-lived temporary carrier for the species. In 
man it is different, but there is available an enormous literature 
which elaborates on this theme. In the basic biological sense, 
society is for the prolongation of the individual's life and the 
continuance of the species. 

It is too often overlooked that when discussing homo sapiens 
and using the term ‘man’, that everything basic which applies to 
the male applies also the female with certain inevitable 
variations, which are enhanced or emphasized by the type of 
society, its cults and taboos. Throughout history the woman as a 
member of a society has had her place whether she accepted it 
humbly or rebelled. Today the situation is that women are 
struggling for more recognition as individuals. 

For a woman to know that she can never again have a child, 
even if she does not want to, is not necessarily a matter of 
arriving at some long-desired haven, nor is it always without its 
moments of regret. This is underlined by the realization that she 
is turning over an important page in her own calendar. Hence 
the question of considering it as illogical to become depressed, 
when it might appear to be a circumstance calling for jubilation, 
is no different from the illogicalities which occur among many 
women in other circumstances, and in the overwhelming 
majority of men at some time. 

If a psychiatrist is asked to assist in helping a woman with 
various menopausal symptoms, he must deal with the patient by 


gentle but persistent probing until he feels he can understand her 
for the individual she is, and how the fundamental forces are 
operating in this particular person. In one case, it may be clearly 
seen she is suffering from a combination of physical, emotional 
and social factors, whereas in another, in whom the symptoms 
appear almost identical, the actual psychological factors are 
almost the opposite but producing overcompensation or 
inversion of reactions. 

Today the vast majority of patients suffering from the 
menopause are treated by various oestrogen preparations with 
varying effects. Some GPs may always prescribe one particular 
drug while others may take the trouble to vary their drugs while 
watching the benefits and/or the side effects. Therefore when 
the psychiatrist is asked for his opinion, he should go into the 
whole of past medical and personal and social history in trying 
to assess the total personality. 

Unfortunately, (and | use the term unfortunately advisedly) 
too many women have been taking drugs to solve everything for 
some years, from sexual barrenness, or deprivation, or the 
strains and stresses of large families, domestic and economic 
factors, and general living conditions which have caused much 
misery and anxiety. Medico-technical advances have also 
created a community of women, more dependent upon the 
magic of the tablet than ever before; often producing less cure 
than addiction, and resulting in a lessened capacity to cope with 
normal biological changes. The modern world is filled with the 
admass communications about ill health, proteins, carbohyd- 
rates and a veritable cascade of sex-education which is 
supposed to be for the benefit of the next generation but which 
has its effects. on the present women of middle years, who have 
to try, often in vain, to correlate all they have previously 
believed with all they are now told to believe. 

For example, the women who regarded sexual intercourse as 
a duty to tolerate until the menopause, now learns from the 
world around here that the menopause may not be a reason to 
be free of this sexual slavery after all, and she hears of women 
being able to actually enjoy intercourse for many more years, 
and she now finds herself in a mental whirl and with no one to 
discuss this freely. Another woman who has lived for years with 
the absolute knowledge that with the menopause comes the end 
of sexual enjoyment, now has been informed through a dozen 
forms of communication that this is not so; she is confused and 
eagerly anxious to be advised by someone who has established 
a suitable position in which to gain her attention, respect and 
willingness to believe. 

Is there any evidence that active and sincere members of the 
Women’s Liberation Movement, or career women or deter- 
minedly bachelor women, or even lesbian women today do go 
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through the menopause with more or less emotional distur- 
bances? | know of none, but my impression, formed over many 
years is that there is little or no statistical difference. This tends to 
suggest that despite all the social variations today, the funda- 
mental symptoms and signs (glandular and psychological) are 
still the predominant factors. 

The introduction of hormonal medication is an advance in 
the therapeutic armamentarium which has occurred in a social 
atmosphere which counterbalances its benefits. 

We are now living in a society in which women are more 
aware of, for example, cancer and its threats, while many are 
unaware of or afraid to accept the modern curative methods. A 
society in which they hear about wonderful drugs which have 
not helped them personally to solve their problems; a society in 
which the threats of old age are now forced more openly into 
their consciousness; a society in which about half of the female 
population are either approaching, or are in the throes of, or 
have passed through the menopause, and among them all, there 
are very few unaffected by the biological reactions themselves 
and also by the thoughts and feelings associated with them. 

There have been changes in our society in terms of the 
numbers and proportion of women who are or can be involved 
in menopausal problems. There have been changes in general 
knowledge without necessarily any improvement in wisdom 
and understanding. There have been changes in family relation- 
ships. There are changes in the way of life from the days when a 
middle-aged woman was fully occupied nearly all of her 
waking hours with her routine duties and chores to the 
increased leisure characteristic of the modern age. There have 
been changes in the dependence upon drugs to help, or fail to 
help, in coping with the complexities of modern life. Yes, 
indeed, there have been many changes in the life pattern of 
women in Western countries. These are the changes which all 
play their part in influencing what both medical text-books and 
the women’s magazines call the Change of Life! 

Yet the basic issues remain and the problem of the psychiatrist 
isto reconcile such understanding of the individual patient as he 
may have acquired, with the practical task of helping her. The 
emotional disturbances do not begin and end with the sudden 
or gradual cessation of menstruation. Often they precede the 
latter by many months, and even more often they outlast them 
for many years more. 

When one considers the complications arising from the stress 
of modern life with which the woman has to struggle, itis indeed 
a formidable challenge. It should not be dismissed with a shrug 
of the shoulders and a repetition of the platitude ‘Oh, it’s all due 
to the change; and it will soon be all right’. 


Mental Health: 


ES GEIS 


There are many definitions and their variety is a demonstration 
of the richness of connotation of the conceptas well as its lack of 
clarity, It will be seen that many of these are influenced by 
notions from contemporary thinking in biology, medicine, 
sociology, and even philosophy. They may be usefully grouped 
under different headings. 


Mental health as a biological entity 


This means the measurement of the degree of mental health 
using basic physiological or psychological standards in much 
the same way as we measure physical health by objective 
biochemical or physical means, e.g. haematocrit readings, 
blood pressure, liver-function tests, etc. There are, as yet, 
however, no irrefutable physio-chemical data to explain the 
manifestations of mind and behaviour, and no reliable biologi- 
cal tests of their functioning. Who can say what neurophysiologi- 
cal processes cause a man to steal and lie or what actually goes 
on in the brain cells of a philosopher when he suddenly arrives 
at a new truth? We shall probably be provided with the 
‘absolutes’ that we need in time, but it is clear that at present 
psychiatry is not as well served by basic biological data as are 
some of its sister medical disciplines. 

In addition, we may perhaps question whether it is permissi- 
ble to transfer ideas and values which have to do with the 
biological sciences to the sphere of mental health. Are we 
justified after all in calling a person sick who is merely 
unreliable, selfish, swashbuckling, aggressive, or subject to any 
one of an enormous variety of states which comprise the human 
condition? It is interesting that those qualities which we 
categorize as most unhealthy tend to be those which are the 
most undesirable socially or opprobrious morally. Itis perhaps a 
sign of the greater liberalness of our times that we have now 
made many of these qualities respectable by linking them, as it 
were, to the wholly unimpeachable science of medicine. We 
must however recognize that this is often more an expression of 
the fact that one of the ways of dealing with human aberrations 
(which have always exceeded the means of control available) is 
to make them reprehensible rather than to accept them as 
evidence of actual disease. 


its Definition 


Mental health as a subjective state 


Because of the impossibility of objectively assessing the factors 
which cause mental health, certain definitions use the subjec- 
tive feeling state of the person as a datum. This is implied, for 
example, by the use of the term ‘well-being’ which is embodied 
in the definition of health given by the World Health Organiza- 
tion: 

‘Health is a state of complete physical, mental and social well-being, 
and not merely the absence of disease or infirmity.’ 

Other criteria used are feelings of contentment, comfort, 
happiness, or just the fact that a person thinks he is sane and 
healthy. All these criteria are open to the same criticism: that 
they involve a subjective judgment of states of feeling and 
experiencing, e.g. that a person is mentally healthy when he 
thinks he is. The truth of this depends so much on the 
individual’s capacity for insight and soundness of his judgement, 
that assessments made on the basis of these criteria can be most 
erroneous—in fact, it is only a short step to the grossly deluded 
psychotic who asserts that he is quite well mentally and that it is 
only the rest of the world which is mad! 


Mental health as the capacity for adjustment to 
cultural norms 


The concept of ‘adjustment’ is much used as a criterion of 
mental health, and depends on an assessment of what the 
person can achieve in relation to what is expected of him in his 
normal life. Often this means no more than the degree of 
conformity to the values of the group and the society in which 
he lives. It forms the basis of many definitions such as that of 
Menninger (1950). 

‘It is the adjustment of human beings to the world and to each other 
with the maximum of effectiveness and happiness. Not just efficiency or 
just contentment—or the grace of obeying the rules of the game 
cheerfully. Itis all of these together—itis the ability to maintain an even 
temper, an alert intelligence, socially considerate behaviour, and a 
happy disposition. This, | think, is a healthy mind.’ 

It is clear that much qualification is needed before the 
capacity for adjustment can be accepted as an absolute criterion 
of health. For one thing, although personal pliability and 
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adaptability to circumstances will certainly make life easier, it is 
also a matter of what a person is adjusting to and what the nature 
of that adjustment is. 

First, there is the question of cultural relativity. Human beings 
have manifold potentialities, and are not committed in detail by 
their biological constitutions to any particular variety of 
behaviour although the process of education and acculturation 
does provide pressure on the individual to think in particular 
ways and behave according to certain fixed patterns. However, 
this is not uniformly effective and not everyone conforms in the 
same degree to the ways and institutions of the society in which 
he lives, or finds the particular segment of the arc of behaviour 
that it favours equally congenial. Those whose natural 
responses fit into the norms of the societies in which they live, 
are accepted as normal; and those who show deviate patterns of 
behaviour tend to be called abnormal, and if their behaviour 
deviates sufficiently from the norm, they are regarded as 
mentally ill. Benedict (1945) makes the point succinctly. 

‘These are important people for psychiatry. The issue has been too 
often confused by starting from a fixed list of symptoms instead of from 
the study of those whose characteristic reactions are deemed valid in the 
society in which they are born and live.’ 

She gives the example of an individual in Dobu society, who 
was regarded as ill because he was thoroughly disorientated in 
his culture. His nature was naturally friendly, and he found 
activity an end in itself. He was a pleasant fellow who did not 
seek to overthrow his fellows or to punish them, worked for 
others, and was tireless in carrying out their commands. He was 
not filled by a terror of the dark like his fellows, and he did not, 
as they did, utterly inhibit simple public responses of friendli- 
ness toward woman closely related, like a wife or sister. In 
Western European Judeo-Christian cultures we would call this 
individual normal, since his responses coincide very accurately 
with what we expect. In Dobu society, however, he was known as 
asimpleton and regarded as the sort of person who did not fitin. 

Another example of the influence of cultural standards in 
defining mental illness is seen in the rural Bantu who often 
presents with the symptom of ‘a snake in the stomach’. This 
represents a very concrete invasion of his body to him, but the 
idea is so prevalent that it is not regarded as delusional in his 
culture. Similarly, Demkovitz (1945) observes: 

‘Hallucinations are of much less significance than in Europeans. 
Normal Africans see and speak to their dead parents. The presence of 
accusing voices or terrifying dwarfs does not necessarily imply a serious 
mental illness, for they occur in simple depressions and anxiety states 
and, of course, in hysteria’. 

It is interesting to note that as Africans become more 
urbanized and take on the characteristics of Western culture, 
their mental illnesses also take on more of the flavour of those 
found among Europeans. A 

From all this it appears clearly that mental health is notsimply 
a question of adjustment, or learning to manage our lives in 
conformity with the environment we live in. Moreover, as 
Wootton et al. (1959) point out, there is danger in identifying 
health with the ability to come to terms with cultures or 
institutions, since these may be unacceptable for very good 
reasons, e.g. ‘totalitarian methods of government, the dingy 
culture of an urban slum, the contemporary English law of 
marriage, or the stands of an acquisitive, competitive, hierar- 
chical, envious society’. In other words, if mental health means 
taking things just as we find them, it may be better to be ill! 
Another disadvantage of the idea of ‘adjustment is that it places 
great stress on a scaling down and levelling of values and 
aspirations so that eccentricity or non-conformity come to be 
feared and eschewed by all except the ill, the criminal, and the 
great! ‘Keeping up with the Jones’s’ is one of the clearest 
examples of this sort of social evil which tends to make all men 
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equal despite themselves. However, human nature has always 
defeated such pressures, for people are full of defections, 
non-conformity, and unregeneracy. Had it been otherwise the 
world would have been a very different sort of place; better 
perhaps, but inestimably duller. 

Itis unthinkable that it is ever possible to purge people of their 
essential humanness; and it is undesirable, as Sir Geoffrey 
Vickers points out, to yoke mental science and modern 
techniques of persuasion to the task of making everyone 
well-adjusted to everyone else. Along this road lies mortal 
danger, not only for the individual but also for society. Saints, 
artists, creative thinkers and, above all, martyrs, are seldom 
well-adjusted people, and no civilization can do without them, 
least of all ours—which changes faster than any has before. 

‘These are they who incubate tomorrow's orthodoxies through their 
heretic phase—for all orthodoxies were heresies when they were born. 
There are the deviants from among whom spiritual evolution will find 
the material for her next major adaptation. In every age, so far, enough 
have escaped martyrdom to fertilize the next. It would be ironic if we 
alone were efficient enough to make ourselves spiritually barren. And 
not for the sake of the saints and martyrs alone do we reject the cosy 
heaven of mutual adjustment. Life is an individual affair for each one of 
us. We cannot fight each other's battles, feel each other's pain, or see 
each other's visions. The social condition which is integral to us does 
not make us less than our individual selves. For each of us, as well as for 
society and posterity, the need to struggle is the chance to grow.’ 
(Vickers, 1955). 


Mental health defined in terms of a particular 
theory or view of mental functioning 


Included under this heading are those definitions which are 
based on the theoretical postulates of a particular school of 
psychology, or which are in keeping with what someone 
regards as the predominantly important part or aim of mental 
functioning. A definition of the former type, in psychoanalytic 
terms, is that of Jahoda (1955). 

‘The mentally healthy person is one who acts according to a 
consistent inner regulation and is relatively free from conflicts among 
the three constituent parts of personality (Id, Ego, and Super-Ego)—in 
other words, an integrated individual. It is perhaps not quite superfluous 
to add that this does not imply freedom from conflicts with his 
environment.” 

Another example which stresses a particular conception is 
that of Lundbye (1950) who starts from the basic assumption 
(which lacks proof and may well be challenged) that maturity is 
a function of health. 

‘The mentally healthy person is one who is developing towards 
personal maturity. Maturity is reached in the same degree as the 
individual can independently and in a fruitful way overcome his 
internal conflicts, realize his aims in life, and responsibly live in 
fellowship with others’. 

There are many and diverse definitions of these types, and 
although it cannot be said in all cases that they are incorrect or 
not apposite, they are either based on gratuitous assumptions or 
define mental health in terms of a theory which is in itself 
unacceptable to all. Then, there are those definitions which 
resort to what are, in the ultimate, philosophical conceptions. 
These seek to define mental health not in terms of subjective 
awareness or sociological usefulness, but in terms of the nature 
of man and his relation to the temporal world or spiritual values. 
Definitions involving the use of the word ‘reality’ are often of 
this type. One such definition is that of Fromm (1959). 

“| would consider that man healthy who had emerged from 
incestuous attachment to blood and soil; who is capable of experienc- 
ing reality, relatively, without parataxic distortions, by reason or 
objectivity; who is capable of relati ng himself lovingly tohis fellow-man 
and is able-to make productive use of his specifically human powers’. 
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Definitions such as this clarify nothing because they bring us 
face to face with greater problems when we try to specify what is 
meant by ‘reality’, ‘incestuous attachment to blood and soil’, or 
the nature of man. Perhaps the most serious criticism of the 
usefulness of these definitions is that they offer no practical help 
in dealing with clinical problems of health and illness. We must 
also beware of definitions which stress ideal qualities—those 
that have been psychologically purified or emotionally 
accepted as normal. These include definitions with strong moral 
and ethical connotations, or which rely on spiritual values. Let 
us not confuse purity with normality, nor replace conceptions of 
social morality with others which mean the same although they 
are expressed in psychological terms. The position is summed 
up in an authoritative statement as follows: ‘Current concepts of 
mental health and mental illness are heavily flavoured with 
morals and ethics, religious fervour, personal investment, 
invalidated psychological concepts, and are in fact largely 
composed of pure judgments of value’. (Public Health Services, 
1955). 

Is there then no valid way of describing mental health in 
quantitative terms? 

We are left with a few possible solutions. Eaton (1951) 
suggests a multidimensional approach—the use of multiple 
criteria whose validity does not stand or fall by any single set of 
values. Such an approach is typified by the definition given by 
the Expert Committee on Mental Health of the World Health 
Organization (1951) who conceive of mental health as the 
capacity in an individual to form harmonious relations with 
others and to participate in, or contribute constructively to, 
changes in his social and physical environment. 

Perhaps we are better off with a completely pragmatic and 
practical definition e.g. ‘A normal individual is one who is free 
from symptoms, unhampered by mental conflict and who 
shows satisfactory working capacity, and who is able to love 
someone apart from himself.’ (Glover, 1932). Or more simply 
still: ‘The ability to hold a job, have a family, keep out of trouble 
with the law, and enjoy the usual opportunities for pleasure.’ 
(Ginsberg, 1955). There is much to be said for this practical, 
down-to-earth approach; at least the criteria given are com- 
monplace and easy to assess and apply and they depend on the 
sound principle that the proper functioning of an organism is the 
best indication of its state of health. Function means participa- 
tion in the environment, both internal and external, and isin fact 
the usual aim of psychiatric treatment rather than total 
psychological or mental health. 

The other possibility is to describe mental health in existential 
terms, not as an objective thing but as a manner of being and a 
way of experiencing. This is, by its nature, not open to precise 
verbal definition as it depends on the fullness with which life is 
lived. Description is possible though, but it is rather like 
describing electricity which we ordinarily know only from its 
effects; in other words, in behavioural terms. Mentally healthy 
people react adequately: they are comfortable with themselves 
experiencing their emotions freely but not being bowled over by 
them; they take life’s disappointments in their stride neither 
under- nor overestimating themselves, and accept their short- 
comings having respect for themselves withal. They get 
satisfaction from simple everyday things, have a tolerant and 
easy going attitude, and can laugh at themselves. 

With regard to others they are able to give and receive love 
(perhaps the most sensitive criterion of all) and are able to have 
satisfying and lasting personal relationships. They respect the 
many differences they find in people, there is a sense of 
considerateness and responsibility towards them, and they can 
feel part of a group. Finally, they are able to meet the demands of 
life: they make the fullest use of their own capacities and put 
their best efforts into what they are doing; they set realistic goals, 


shaping their environment wherever possible and adjusting to it 
where necessary. They welcome new ideas and experiences 
and deal with problems as they arise; they accept their 
responsibilities, can think for themselves, and they make their 
own decisions. No one can hope to achieve all this happiness as 
so much lies in other hands and circumstances, but perhaps he 
who comes nearest to attaining the ultimate will be the one who 
enjoys the game most rather than the one who gets the highest 
score. 

The final -position then, is that although we are able to 
describe the state of mental health in terms of something else, or 
to enumerate its ordinary effects, it is just not possible to define it 
as a thing in itself for it is a theoretical concept rather than an 
absolute essence—an arbitrary system of values which can 
never be proved true or false in the same way as factual data; 
and like all values, we must beware that we do not regard them 
as ultimate just because they happen to be fashionable or fit in 
with our way of looking at things. 

Has ‘mental health’ then, no validity and significance? 
Nothing in all the above should be construed to mean this: ideas 
have consequences and although haziness and lack of 
definition bedevil it, the concept is still sufficiently real and 
significant for a world wide mental health movement to exist 
and to act as a rallying point for a variety of essential activities 
concerned with the prevention and treatment of mental illness. 
Moreover it has brought humanistic solutions to personal and 
societal problems rather than the sorts of solutions which are 
dictated by the social, religious, moral and legal practices of our 
automated age. 

Perhaps it is not always true that disturbed or aberrant 
behaviour is concerned with mental health, but the conjunction 
of the two often has the effect of bringing the light that 
psychology and psychiatry shed into places where it is much 
needed, and causes a greater sensitivity towards people in 
predicaments, (i.e. in the courts, prisons and hospitals). The 
concept is also potent in influencing public attitudes for if 
‘mental health’ is acceptable as an entity, it places everything 
that is associated with it in an equally acceptable -con- 
text—psychiatrists, psychiatric hospitals, mental illness, treat- 
ment, etc. This serves to reduce the fear and stigma so often 
associated with mental illness. 

Another major gain is that the notion of health has helped to 
shift the interest of psychiatrists from established pathology and 
the end-products of personal and social disorganization, where 
it has lingered so long, to problems of health and normality; in 
other words to promotive and preventive psychiatry, which 
needs their attention so badly. 
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Mental Hygiene 


G. BENEDETTI 


Mental hygiene involves both psychiatric prophylaxis in the 
narrower medical sense and the prevention of mental illness in 
the community at large. We will deal with these two main‘ 
aspects, 


Psychiatric prophylaxis 


Prophylaxis in psychiatry is of particular importance in 
medicine. It has three aspects: primary, secondary and tertiary. 

(1) Primary prophylaxis is concerned with reducing the 
incidence of particular mental disorders. The methods so far 
employed have been designed to further mental health and to 
provide protection against psychogenic factors, insofar as these 
are known. 

(2) Secondary prophylaxis depends upon the early diagnosis 
and treatment of mental illness which has already become 
apparent. Its aim is to reduce its duration, limitits symptoms and 
control its social implications, insofar as this may be possible. It 
is concerned not only with the treatment of acute illness but also 
with protecting the family and the community from its indirect 
consequences. 

(3) Tertiary prophylaxis is concerned with established men- 
tal disease which may be in large part irreversible. Its aims are to 
limit chronicsequelae of acute mental illness and to promote the 
adaptation of the patient within a social context. 


PRIMARY PROPHYLAXIS 


In psychiatry, this is a sociological rather than a strictly medical 
problem. The more fully this has been appreciated, the clearer it 
has become that mental hygiene extends beyond the family and 
the school to embrace problems arising in industry, town 
planning, population control, and the prevention of war. 


SECONDARY PROPHYLAXIS 

This is concerned particularly with children, for the seeds of 
many functional disorders are sown in childhood. Its tasks are 
two-fold: 
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(a) Psychological disorders in which it may be safely 
assumed that early treatment is effective. 

(b) Psychological disorders in which it is hoped that early 
treatment will be effective. 

The first group comprises certain developmental disorders of 
both intellect and character which may present in young 
children as a result of separation from the mother or lack of an 
adequate mother-substitute. The work of Spitz, Engel, Reich- 
sam, Richmond, Lourie, Ribble and others is relevant here, and 
their work has confirmed much earlier observations. For 
example, total lack of maternal care, not unknown among 
institutionalized children without either mother or mother- 
substitute in the earlier years of this century, or cases of very 
severe disturbance of the mother-child relationship, have 
become relatively rare today. Similar conditions have however 
been described in Iran at the present time. It is accepted that 
such disturbances,. basically emotional, can give rise to 
complex psychosomatic syndromes, to maturational delay (e.g. 
in learning to stand and to walk), to reduce resistance to 
infection and to defective development of character. But it is 
equally clear that appropriate treatment, in the sense of 
restoration of-an adequate mother-child relationship, even in 
the second year of life, can result in virtually complete 
regression of the symptoms. But if this is not undertaken early, 
later therapeutic measures are found to be without appreciable 
effect. 

Also falling within this group are psychological disorders due 
to known metabolic disorders of the brain. These, too, are 
treatable. Correction of the biochemical anomaly in good time 
prevents the development of mental symptoms. Especially 
relevant here are metabolic disorders resulting in intellectual 
retardation (e.g. phenylketonuria). The specific prophylactic 
treatment consists in correcting the basic inborn error of 
metabolism by an appropriate dietary regimen. 

The second group comprises psychiatric disorders which can 
be combatted, though with varying success, by 
psychotherapeutic measures in early childhood. These include 
pre-psychotic pictures in young children which, in the absence 
of psychotherapy, would almost certainly issue in adult 
psychiatric illness (Cytryn, Eisenberg, Morris). It also includes 
psychopathic states in young people, in which the efficacy of 
psychotherapy is more dubious. Indeed there is some evidence 


that psychopathic states may have, in part at least, a biological 
foundation. For example, there is evidence that delinquency is 
more common in identical than in fraternal twins (or siblings) 
and that non-specific EEG abnormalities are more frequent in 
recidivist aggressive psychopaths than in normal control 
subjects. On the other hand, many authors stress social and 
cultural issues. For example, it is claimed that there is little or no 
juvenile deliquency in Israeli Kibbutzim in which there are no 
distinctions of wealth or class as compared with other Israeli 
settlements which preserve the socio-economic distinction 
between rich and poor. A second interesting observation is that 
juvenile delinquency in children of parents of relatively high 
socio-economic status is for the most part ‘psychological’, 
whereas in children of lower socio-economic status, delin- 
quency is relatively independent of personality structure and 
largely dependent on the social and cultural context. In other 
studies, the importance of values inculcated by family upbring- 
ing has often been stressed. Thus children of lower socio- 
economic status who become psychopaths often appear to 
come from families in which little attention is paid to 
conventional moral values, e.g. respect for property and the 
rights of others. So much for psychopathy. 

In secondary prophylaxis, the initiative in mental hygiene is 
justified even when firm scientific knowledge which could 
provide the rationale is lacking. For example, it has not been 
scientifically established that sexual enlightenmentin youth has 
any beneficial effect upon later marriage. Nor has it been 
conclusively proved that psychological stimulation in infancy 
improves the I.Q. At present, one can only make inferences 
based on the findings of animal experiments. Nonetheless, the 
task of psychiatric prophylaxis is to undertake such programmes 
in the hope of benefit, if only because they promote human 
solidarity which has a value beyond statistics. It should not be 
forgotten that a single influential teacher can achieve results 
even if these are not validated by statistical tests. 


TERTIARY PROPHYLAXIS 


This embraces a whole series of procedures which, particularly 
in recent years, have markedly affected the degree to which 
many psychiatric disorders may be reversed, not so much in the 
child as in the adult. Since these procedures are used in the case 
of patients already ill, it might well be asked why we use the 
term ‘mental hygiene’ rather than ‘psychiatric treatment’. The 
reason is that they involve social management in addition to 
recognized psychiatric treatment, whether pharmacological or 
psychotherapeutic. They are represented on the one hand in 
institutionally organized social measures (administrative 
therapy’) and on the other hand in attempts to reduce the 
dangers of chronicity and total institutionalization. 


(a) The psychiatric day hospital 


This was originally a-Russian institution which has been much 
developed in Anglo-Saxon psychiatry. It consists of psychiatric 
wards without beds, the patients being treated during the day 
and returning home at night. It is said to have the following 
advantages. In particular it reduces the shock of admission and 
helps to maintain relations between the patient and his family. It 
also involves the family in the management of the patient, giving 
them a measure of responsibility for his care. Further it has an 
educational effect on the patient’s family circle and thereby 
reduces the risk that he may become totally dependent on the 
hospital. It is also alleged significantly to reduce the chances of 
complete hospitalization. From the point of view of the staff, day 
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hospital treatment makes it possible to concentrate therapeutic 
effort and to reduce administrative duties. It is also more 
economical. The day hospital thus provides a bridge between 
the hospital and the community and allows a flexible relation- 
ship to develop between staff and patients. 


(b) The psychiatric night hospital 


In contradistinction to the psychiatric day hospital, the psychiat- 
ric night hospital is an innovation of the last ten to twelve years. 
It enables psychiatric patients to take part in activities outside 
the hospital during the day and to undergo intensive therapy at 
night. The night hospital does not of course limit itself to the 
actual period of sleep—it involves drug therapy, electroconvul- 
sive and insulin therapy, psychotherapy and even psychodra- 
ma. In part, the advantages it offers are those of the day hospital, 
but it is specially appropriate for two classes of psychiatric 
patient: 

(1) Those patients who have already been in hospital but 
who need to take the large step from hospital to the outside 
world gradually, without relapse. This is particularly relevant to 
the present time, when length of stay in hospital is made as short 
as possible. The possibility, after discharge, of spending several 
hours each night under hospital care with active and continuous 
medical treatment greatly reduces the chances of relapse. 

(2) Those patients whose psychiatric symptoms are 
insufficiently grave as to interfere with their daily life and who 
profit from active integration with society. The night hospital 
enables them to carry on their work during the day and at the 
same time to continue in therapy: This permits an attitude 
towards illness not normally present in psychiatric patients. For 
the average psychiatric patient differs from the average medical 
patient in regarding himself as unable to continue with his 
normal activities. The patient treated in the night hospital 
appreciates that his psychological problems are being taken 
seriously ina way that does not compromise his social standing. 


(c) The sheltered workshop 


This admirable institution, developed recently in many coun- 
tries, has been of benefit to a very large number of psychiatric 
patients who do not require treatment in hospital if they can be 
treated in sheltered workshops in which they are protected from 
competitive social stress. 


(d) ‘Household clinics’ 


These offer a kind of ‘substitute family’ environment for the 
subacute or chronic psychiatric patient who, after discharge, 
has no possibility of integration with his own family but 
nonetheless needs an intimate family atmosphere to progress 
further. Since each family has a healthy ‘Mother’ and ‘Father’ an 
imitation family is created. And further, since several patients 
live together in such a household, group discussions and social 
interaction of a beneficial kind can take place. This has distinct 
advantages as compared with the attempt to integrate the 
individual patient in a wholly normal family, e.g. into a group in 
which he feels himself to be inferior. There is evidence thateven 
chronic patients can improve in such an atmosphere, in marked 
contrast to the impersonal milieu of a large city. The presence of 
healthy, socially conscious and forward-looking student volun- 
teers has given a special impetus to the work of many 
‘Household Clinics’. 
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Treatment of disturbed patients at home as opposed to 
hospitalization may also be considered here. The first such 
attempts were made in Holland thirty years ago with a view to 
ascertaining whether early home treatment, in the form of 
either physical treatment or brief psychotherapy, might fore- 
stall the need for hospitalization, with all its attendant social 
consequences. It has been claimed that at least half of all 
potential candidates for hospitalization can be benefited by 
early home treatment. But when it is borne in mind that these 
may include many patients basically opposed to treatment and 
unwilling to acknowledge that they are ill, it is evident how 
much tact and determination is needed—as well as co- 
operation with the family—if anything effective is to be done for 
them by these means. 


(f) Psychiatric social work 


The many psychiatric services available to patients who return 
home after discharge provide a new aspect of psychiatric 
prophylaxis. Such rehabilitation involves both patients who are 
fully recovered as well as those who are incompletely recovered 
and those whose full integration into the community presents 
difficulty. Early discharge, which is made possible by physical 
methods of treatment and the contemporary philosophy of 
psychiatry, has the great advantage of reintegrating the patient 
into society well before he begins to show reduced social 
confidence, regression and autism of the kind insidiously 
produced by prolonged institutionalization and which leads to 
social rejection. At the same time, early discharge of course 
carries with it an increased danger of relapse. 

Visiting professional workers, such as psychiatric social 
workers, clinical psychologists etc, are helpful in providing 
information for the psychiatrist, particularly in the case of 
patients who do not themselves take advantage of psychiatric 
out-patient services. Attempts to involve general practitioners in 
the rehabilitation and social management of patients unwilling 
to seek psychiatric advice have also been made, especially in 
the USA. y 

Finally, one may ask how much effort, money and personnel 
is society prepared to invest in the care, management and 
re-integration of its psychologically disturbed members and in 
the expansion of the Social Services? As the American 
economist Galbraith says, we are living in an era which sets a 
high value on consumer goods and the means of production and 
has a materialistic outlook on life. But this is not seen today ina 
fatalistic sense, as though it were the only ‘reality’, as was the 
case twenty years ago; but in a more revolutionary sense, which 
is particularly the outlook of the younger generation. 


Preventive and social psychiatry 


Mental hygiene is no longer limited to the family and the school. 
Itrelates to questions about the individual in his social setting, in 
particular the general social competence and the opportunities 
which society offers him with regard to mode of life, success and 
power. These are problems of what is nowadays called 
‘community mental health’. 

The following points are pertinent: 


Social participation 


As early as 1948, K. Lewin showed that social disadvantages 


entailed by such factors as poverty level or racial discrimination 
not only restrict the way in which a person perceives himself 
and his world but also limit his capacity to acquire specialist 
knowledge and skills of all kinds. His standard of occupational 
performance is depressed from the start. 

The claim to greater participation in the power structure of the 
community is world-wide today; racial or religious minorities, 
and underdeveloped countries are familiar examples. These 
claims are in no way dependent on degree of poverty or 
powerlessness, as in the past such people were largely apathetic 
and adapted their lives to adverse circumstances. They reflect 
the beginning and growth of true awareness of human 
competence. 


Authority 


An important element in community psychiatric thinking is the 
question of authority and its misuse. The latter extends from the 
microcosm of the family to the macrocosm of international 
politics, from the upbringing of the child to the evolution of 
society. ‘Anti-authoritarian’ upbringing has become a slogan. It 
is argued that the father, who in the eyes of his children no 
longer embodies any transcendent authority and has no 
significant ideals to inculcate into them, and yet claims 
unlimited authority for himself, only encourages dependence 
and passive resistance. 

The psychological characteristics of political authori- 
tarianism have been exhaustively investigated by Adorno 
and his school. The old society appears to be crumbling and 
young people seem to establish a new society through 
political slogans, revolt and negation. The world has need of a 
new society which, while built on the old institutions, demands 
new accreditation, new credibility, and a new horizon embrac- 
ing all humanity. Preventive psychiatry can contribute to this 
aim because, on the basis of accepted ethical values, it puts 
forward scientific facts, inquiries and hypotheses, always from 
the standpoint of the healthy individual and his self-fulfilment. 
While leaving human beings with their philosophies and 
ideologies, it confronts them with the critical and incisive 
question: How far can the person who adopts such systems 
develop his essential individuality and make something of his 
life in accordance with the possibilities of Existence? 


Psychiatric epidemiology 


Psychiatric epidemiology has a prophylactic aspect. The need 
for itarises from the fact that we live in a world of rapid change. 
Cultural changes today are radical, particularly in underde- 
veloped countries. Such peoples are advancing from an archaic 
and agricultural cultural level straight into a technological era, 
without the transitional stage provided in the West by the 
Industrial Revolution. In consequence, people who until 
recently lived in patriarchal societies and still carry in their 
unconscious its intrinsic values are now required to profess a 
completely different life-style. The situation is further compli- 
cated by the fact that islands of the earlier culture remain so that, 
for example, the same boy who learns about progressive ideas at 
school continues to respect authority as sacrosanct at home, or 
the same woman who is subject to traditional male domination 
at home is confronted with female emancipation in the factory. 
Whereas formerly decisions were largely a matter of course, 
tradition prescribing what was ‘naturally right’, the individual 
must now make his decisions for himself, without the advantage 
of a long tradition of independent thinking as exists in Europe or 
America. The growth of civilization in the underdeveloped 


countries thus requires something more than economic plan- 
ning. It requires the building up of professional and social 
services which in the West have developed over decades on the 
basis of higher education and the lack of which is only too 
evident in the underdeveloped countries. Preventive psychiatry 
is essential above all in countries in which anxiety about 
individual and social development is apparently outstripping 
our capacity to solve their social and psychological problems. 
Are we going to tackle these problems or shall we simply ignore 
them or brush them aside? Thas is the question. 
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Mentally Handicapped Children: 
Educational Aspects 


PETER MITTLER 


In April 1971 responsibility for the education of mentally 
handicapped children in England and Wales was formally 
transferred from the health to the education authorities. All 
children, no matter how severe their handicaps, have now been 
brought within the mainstream of education. They are no longer 
to be excluded as ‘ineducable’ or ‘unsuitable for education in 
school’, and they are to be treated as a new category of 
educationally subnormal (ESN) pupils, and educated in special 
schools. About 35,000 children are involved in this transfer of 
responsibility, of whom over 6,000 are patients in hospitals for 
the mentally handicapped. 

The legislation which brought about these changes was the 
result of many years of pressure by a variety of bodies, 
particularly parents’ organizations. Informed opinion in profes- 
sional circles also favoured a change of responsibility but it is 
only comparatively recently that education of any sort was 
regarded as either relevant or worthwhile for the majority of 
mentally handicapped children. In 1959 only 12 per cent of the 
staff of Junior Training Centres (previously known as Occupa- 
tion Centres) had any kind of appropriate training for their work. 
Even now, after intensive efforts by the government-sponsored 
Training Council for Teachers of the Mentally Handicapped, 
well over half of all teachers in the new special schools for the 
mentally handicapped are unqualified. New teachers are now 
beginning to be trained in Colleges of Education by means of 
specialized courses in mental handicap as part of their general 
training. A major building programme took place during the 
1960s, replacing unsuitable premises with purpose-built 
schools. 

The case for a more educational orientation rests on a 
growing body of evidence that mentally handicapped children 
are capable of learning, given appropriate teaching and 
guidance, and that the nature and quality of such learning may 
be greater than was previously realized. Moreover, there were 
reasons to doubt whether existing concepts of intelligence in 
relation to subnormality were either adequate or relevant. 

In the first place, research trends in developmental psychol- 
ogy are laying increasing emphasis on ways in which intellec- 
tual development is affected by the quality of the learning 


experiences available from the earliest months of development. 
Although genetic factors play a substantial part in setting the 
limits of development, environmental factors are undoubtedly 
of great importance. These include the quantity and quality of 
the stimulation which the child receives from his parents and 
from others in his environment, particularly teachers; the extent 
to which attempts are made to provide him with relevant 
learning experiences and in general to help him impose 
meaning and structure on what may to him be irrelevant 
stimulation. 

Many children need to be taught how to play, and how to 
learn from their interaction with materials and toys. The work of 
Tizard and his associates (King, Raynes and Tizard, 1971) has 
clearly demonstrated the effects on social and intellectual 
development of different patterns of child management, and 
that many traditional institutional practices such as regimenta- 
tion, block treatment and depersonalization are potentially 
harmful to development. 

Psychologists have also become increasingly critical of 
previously accepted concepts of intelligence and intelligence 
testing. Research on subnormal adults has shown that a low 1.Q. 
is not synonymous with inability to learn, and that individuals 
with 1.Q.s in the 30s can be taught to carry out comparatively 
complex tasks, provided that carefully designed and appro- 
priate teaching methods are developed (Clarke, 1969). Fur- 
thermore, the traditional 1.Q. test is of little value to the teacher; 
it is not designed to provide information about a child’s relative 
strengths and weaknesses, though it remains useful as an 
instrument of classification, and in borderline cases. 
Psychologists have in recent years been devising instruments 
which are designed to isolate specific cognitive skills, and 
which will provide a profile of assets and deficits, so that a 
remedial programme can be designed which is tailor-made to 
the needs of the individual (Mittler, 1970). 

Psychological research has also helped to throw light on the 
kind of difficulties which mentally handicapped children 
experience in learning. Emphasis has been laid on their 
difficulty in processing incoming information and in dis- 
tinguishing between relevant and irrelevant features, on their 
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specific difficulties in the understanding and use of language, 
and in using language as a tool for thinking. There is also 
evidence that they do not easily learn spontaneously or merely 
by exposure to what might for normal children be regarded as a 
stimulating learning environment (Clarke, 1969 and Clarke and 
Clarke, 1973). However, not all children have the same 
difficulties, and there is increasing émphasis on careful assess- 
ment by teachers and psychologists, in order to take account of 
the wide range of individual differences within a single 
classroom, and to plan systematically for the needs of each 
child. 

Although it is now widely accepted that mentally handicap- 
ped children should be given the fullest educational oppor- 
tunities and appropriately qualified teachers, there is consider- 
able diversity of opinion and practice on questions of curriculum. 
Little information is available on the nature of the activities and 
programmes in the new special schools. Some teachers believe 
that the curriculum should be similar but slower than that 
provided for more mildly handicapped (ESN) pupils; others 
believe that their severe but specific deficits (e.g. in language 
and attention) call for structured teaching techniques. These 
views are not incompatible, since most teachers seem to agree 
that education must be child-centred and enjoyable (Stevens, 
1971); structured techniques can be introduced against the 
background of a stimulating classroom. The presence of two 
adults per class is essential if individual teaching is to be given. 

A number of studies have shown that social and language 
development can be facilitated if arrangements can be made to 
send children to school at the age of three or even earlier: this 
practice is becoming more common, and it may even become 
mandatory for local authorities to make some form of provision 
for all handicapped children from the age of two years. Many 
assessment and diagnostic units are now being set up by 
hospital and local authorities, though not all of these include 
either a teacher or a psychologist in the assessment team, or 
make provision for education on an experimental basis. Many 
psychologists would now prefer to assess the child’s response to 
a long-term learning situation rather than rely on a single test 
(Mittler, 1973). 

There is also growing recognition of the part that parents can 
play in the development of their own children. A number of 


projects have been launched in which parents have been taught 
how to carry out detailed observations in order to establish the 
precise level which their child has reached in different aspects 
of his development (e.g. physical, social, play, language etc.) 
and to introduce games, toys and activities which are designed 
to facilitate the next stage in his development. The importance 
of a working partnership between home and school is also 
increasingly realized, and many teachers are actively seeking to 
involve parents in the day-to-day activities of the school, so that 
consistency can be achieved in the planning of educational 
objectives. 

Severely handicapped children have been shown to be 
capable of benefiting from education in the widest sense of the 
word. Their development, however slow, seems in most cases 
to follow a similar sequential pattern to that of normal children, 
though it may be necessary to plan more systematically for the 
provision and assimilation of learning situations, rather than 
merely wait passively for maturation. Education based on a 
thorough multidisciplinary study of the child in his family 
should begin as early as possible, and should involve the mother 
in detail in providing appropriate stimulation and experiences. 
The schools are now better staffed and equipped, but there is 
still room for growth and discussion about the content and 
technique of teaching. 
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Migration 


©. ODEGARD 


Throughout history there have been wanderings by individuals, 
tribes and nations, and in our own day emigration and 
immigration play a role in most social and international 
problems. Psychiatry became involved through the degenera- 
tion hypothesis and the Mental Hygiene movement. The typical 
emigration countries of Europe complained that they were 
robbed of their most valuable human material, while the 
receiving countries, such as the USA, protested against ‘this 
great influx of defectives (which) must of necessity have a 
constant leavening effect on the whole population’ (William A. 
White). In the heated debate the high incidence of insanity 
among the immigrants became a major argument, and statistical 
studies of this topic came to be one of the starting points of 
psychiatric epidemiology. 

Many pitfalls and sources of error were pointed out (such as 
the influence of the age distribution) but the fact remained that 
psychiatric disorders seemed to be somewhat more frequent 
among overseas immigrants than in the indigenous population 
of the USA. As to the possible reasons for this excess morbidity 
three hypotheses were worked out. 


DIFFERENTIAL HOSPITALIZATION 


The mentally disturbed immigrant has smaller chances than the 
native-born patients of being taken care of outside the public 
mental hospitals from which our statistical data largely stem. 


SELECTIVE MIGRATION 


Selective migration whereby pre-psychotic personality traits, or 
initial symptoms of an insidiously developing psychosis will 
predispose towards migration. For schizophrenia this would 
seem rather likely, and generally the excess morbidity of the 
immigrants has been found to be most marked for this 
diagnostic group. 


SOCIAL STRESS 


Social stress assumed to be a major factor in mental illness, is 


likely to weigh more heavily upon immigrants than upon the 
native-born. 

The analysis of these three possibilities has come to be 
somewhat of a model for research in many social fields other 
than migration. In a way it is simply a special formulation of the 
old problem of nature (i.e. selection), nurture (social stress) and 
errors of registration (hospitalization). 


Intensive and extensive studies 


As to the methodology we can distinguish between intensive 
and extensive studies. In the intensive epidemiological inves- 
tigation one chooses a population group which is so small that 
each individual can be studied with regard to motives for 
migration, route and type of wandering, personal and social 
problems arising in this connection. Dalgard (1970) made an 
intensive study of 1,105 mental hospital patients with a 
carefully matched control material of normals, and found 
characteristic differences in the life-time pattern of migrations 
to, from and within the Oslo area. 

In most migration studies the extensive method has been 
employed, based upon admissions statistics to psychiatric 
hospitals and upon demographic data on the general popula- 
tion as given in the census reports. In this way a statistical 
material sufficiently large for a detailed analysis can be secured 
with comparative ease, but the error of differential hospitaliza- 
tion is not easily controlled. In migration studies as well as in 
other fields of psychiatric epidemiology a combination of 
intensive and extensive studies is the method of choice; 
admission statistics map out the general picture, while special 
aspects can be spot-lighted by intensive study of small samples. 


Migration from one country to another 


Data of wanderings from one country to another are available in 
particular from the USA, and we generally find that the 
morbidity (measured as hospital admissions per 100,000 
population per year) is higher for immigrants than for native- 
born. A great deal of this excess morbidity disappears when 
sources of error (such as differences in age distribution) are 
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brought under control, and there remains a modest difference of 
15 to 25 per cent. The excess morbidity is in fact higher for 
migrants from one state to another within the USA. Here we 
regularly find an increase of 100 per cent, and for Negroes 
moving from the South to New York the figures are five times 
expectation. 


Among the migrants schizophrenia seems to be the dominant‘ 
psychosis, while manic-depression has generally been found to . 


have the same incidence in migrants as in non-migrants. This 
would seem to be in favour of the hypothesis of selective 
migration. We have to consider, however, that schizophrenia 
tends to be most frequent in the lower socio-economic classes 
in which the majority of the immigrants belong. Rates calcu- 
lated for migrants and non-migrants within the same social class 
do not differ nearly as much. 

The traditional prejudice against foreigners in the USA was 
directed particularly against those who came from Southern and 
Eastern Europe and who differed markedly from the native 
Anglo-Saxon stock. But as regards mental morbidity no racial or 
ethnic differences have been found, apart from the high 
incidence of alcoholic psychoses in the Irish. 

Recently arrived immigrants are mostly found to have the 
highest morbidity. In New York those who have moved to this 
State within the last few years have a double or triple morbidity 
as compared with native-born New Yorkers, while immigrants 
of longer New York residence have an excess morbidity of 25 
per cent only. 

A special problem is represented by the immigration from 
Puerto Rico to New York after World War Il. This is a population 
group with highly unsatisfactory living conditions and with high 
rates of poverty and juvenile delinquency. In view of these 
overwhelming social problems the incidence of psychoses 
seems relatively moderate; about 30 per cent higher than the 
average . But for schizophrenia alone the excess is as high as 
100 per cent. The North-African immigrants to Paris would 
seem to represent a similar problem, but here no excess mental 
morbidity has been found. Possibly this was a mass migration 
under extreme environmental pressure, which somehow 
reduced the importance of a really selective migration. 

In Singapore the Chinese immigrants have a mental morbidity 
which varies from one subgroup to another, and generally those 
who live with people of their own clan are better off, while 
social isolation will lead to problems. Similar observations have 
been made in America, with increased morbidity among 
Italians who live in non-Italian sections of the city. 


Internal migration 


Overseas migration has been markedly reduced in volume after 
World War Il, and from a psychiatric point of view internal 
migration (within the country) is attracting more attention. In 
Norway, Astrup and Odegard (1970) have made a detailed 
study based upon hospital admissions 1958-63. A complex 
pattern was observed, but in general the incidence of hos- 
pitalized psychoses was found to be higher in non-migrants, i.e. 
in those who were at the time of the 1960 census still living in 
their community of birth. This decreased morbidity was found 
even in migrants from one rural community to another within 
the same county—a presumably insignificant move, which 
could not possibly lead to personal or social problems. The 
decrease was as great as from 102 to 72 admissions per 100,000 
per year, and selective migration appears to be the most likely 
explanation. 
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The greatest difference was observed, however, when a city 
was compared with its own suburban districts. Here the 
morbidity was found to be only half as high in the suburban 
population. There can hardly be any doubt that city people who 
move to the suburbs represent a ‘positive selection’ with regard 
to economic and social success, and it is natural that this 
selection should be linked with a decreased predisposition 
towards mental disorder. 

This urban-suburban pattern is actually an international 
phenomenon of general importance. It has béen established for 
a number of American and European cities, the first time for 
Chicago in 1935 by Faris and Dunham (1939). They found a 
concentric patterri with the higher admission rates in the centre 
of the metropolis. In these old, central areas the residents tend to 


‘move out to more pleasant sections. Apartments which were once 


good or even elegant are transformed into cheap boarding- 
houses, and single persons from other parts of the country with a 
marginal economy move in. Gradually the place becomes a 
slum, and we are faced with ‘the city problem’. This danger was 
first pointed out in psychiatric epidemiology, but its real 
importance was not generally realized at the time. 

Within the same metropolitan area we have several migration 
patterns. In the USA, 20 per cent of the total population is 
moving each year, which means that the average person does 
not remain in the same residence for more than five years. 
Largely it seems that the same people move over and over again 
in small circles, and this is typical of a slum population with a high 
risk of poverty, crime and mental disorder. A study in Baltimore 
showed that people who had moved within the last ten year 
period had a morbidity figure of 211, while those who had 
remained in the same residence for ten years had only 156. 

In certain situations with a social pressure of maximal degree 
there may result a total migration; everybody in the group 
moves at the same time. These ‘100 per cent migrations’ are 
interesting because any kind of selection is excluded. In such 
groups the admission rates from mental disorders tend to be 
low, which would seem to lend support to the hypothesis of 
selection; without selection there will be no excess morbidity, 
even if the social situation would seem to represent a 
considerable ‘migration shock’. 

Migration follows more or less typical routes, some of which’ 
are more frequented than others. Generally, mental morbidity is 
found to be highest among those migrants who follow the less 
frequented routes, such as from cities to rural districts. It is 
common experience that deviants from common and accepted 
social patterns represent a selection, and for this reason 
migrants have a particularly high morbidity in locations where 
they are in a minority, while in regions in which itis usual to be 
an immigrant, they do not differ from the average. In the 
Eastern provinces of Canada with a predominantly non-migrant 
population the immigrants have a morbidity figure of 168 as 
against only 110 for the native-born. In the Western provinces 
on the other hand, where immigrants represent a majority, there 
is no difference between them and the indigenous population. 

These scattered examples show that migrant and non-migrant 
population elements do differ significantly in their incidence of 
mental disorder. It should be emphasized, however, that the 
differential is very modest in comparison with what is otherwise 
observed in psychiatric epidemiology; admission rates are three 
times as high in the single as in the married, and they are twice 
as high in the lower socio-economic classes as in the higher 
ones. Evidently social selection is more closely associated with 
marriage and with occupation than with migration. This 
naturally raises certain statistical problems. Possibly the excess 
morbidity which is found in certain migrant groups could result 
from an excess of single persons or of lower-class members in 
the migrant population. 
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Displaced persons 


After World War Il we have had to deal with special types of 
migrants, who have generally been designated ‘displaced 
persons’. In this group the political pressure towards migration 
was particularly severe, and the social stress considerable. 
Eitinger examined the displaced persons in Norway and found a 
mental morbidity which was five times expectation. A closer 
study of these patients showed that their migration was quite 
often not motivated by the political situation but by personal 
maladjustment. This illustrates that there will often be quite 
different elements within the same migrant group, and from a 
psychiatric point of view these elements are likely to differ in 
their mental morbidity. The phenomenon of the U-shaped 
curve is well known in psychiatric epidemiology; high risk and 
low risk elements coexist within the same population group. 

So far we have dealt with results of extensive studies. Among 
the intensive ones Dalgard’s Oslo study has been mentioned. In 
his material of 1,105 carefully examined mental hospital 
patients from the Oslo area he found rather moderate differ- 
ences in mental morbidity from one migrant group to another. 
The pattern was a complex one, but on the whole he found 
lower admission rates among immigrants to Oslo than in 
native-born Oslo people, but this was particularly true of men 
from higher socio-economic classes. 

Kleiner and Parker (1969) compared 1,423 Negro patients in 
Philadelphia with adequate control subjects. They found the 
lowest morbidity among immigrants from the South and the 
highest for native Philadelphians, and the same pattern was 
found for broken homes and for juvenile delinquency. Among 
the immigrants those who came from rural districts had the 
lowest morbidity, which is of course unexpected from the point 
of view of social stress and ‘migration shock’, but which is easily 
explained as a result of selective migration. In Oslo the same 
finding was made. 

Furthermore the Philadelphia subjects did not show any 


accumulation of mental illness in the years immediately 
following the migration—in other words no sign of migration 
shock. The present author (1932) found the same in the 
Norwegian-born of Minnesota. In Negroes moving from the 
Southern States to New York the excess morbidity was, on the 
contrary, much higher during the first five years than later on. 
The conclusion is that significant differentials in mental 
morbidity are associated with migration. The pattern is a 
complicated one, but it seems to point towards selective 
migration rather than social stress as the predominant cause. 
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Mind and Brain 


J. R. SMYTHIES 


There are two quite different aspects to the ‘mind-brain’ 
problem; one broadly philosophical ard one which we can call 
neurobiological. Although the early Greeks correlated mind 
with heart, it has been apparent for years that mind is really 
intimately connected with the brain. General damage to the 
brain affects all mental functions (as in dementia) and local 
damage can affect specific functions. It is commonly assumed 
that these medical facts indicate that the mind is purely a 
function of the brain, i.e. that subjective mental states (con- 
sciousness—thoughts, images and sensations) are identical with 
certain states of the brain. 

However, this oversimplifies the problem as one series of 
events A can be completely determined in a causal sense bya 
group of events B without the relationship A = B. All the 
evidence from neurology, psychiatry, psychology etc., merely 
tells us which brain events are related to which mental events but 
it tells us nothing about the nature of the relationship. The 
identity theory is also called ‘monism’ or ‘scientific 
materialism’, Its rival is called the ‘psychoneural interaction’ 
theory or ‘dualism’. Many psychologists and philosophers 
appear to believe that the former has in some way been 
established by science, whereas in fact neither has and both 
remain perfectly possible. In fact if the evidence from para- 
psychology be accepted, this supports the dualist theory, but the 
hard-headed sceptic should keep an entirely open mind on the 
question. Whether the mind is an entity existentially separate 
from the brain, though causally linked, or not is a matter of fact 
the we simply do not have any certain evidence one way or the 
other. 

It will be recalled that the manifold phenomena of electricity 
remained quite unknown for thousands of years except for some 
disconnected manifestations such as lightning and lode stones. 
It could be that the capricious and scattered phenomena 
currently being studied by parapsychologists, such as tele- 
pathy, clairvoyance and _precognition, represent tips of 
another such iceberg of reality. This problem is not merely of 
academic importance for it touches upon the nature of the 
human soul. 

Most scientists regard any such concept as an ‘immortal soul’ 
as a relic of a childish superstition, thoroughly exploded by 
science. Infact no such demonstration has ever been made. The 
job of the neuroscientist is to unravel the detail of the 


electrochemical events in the brain. For this he uses the 
sophisticated concepts of biochemistry and quantum physics. 
By choice he limits his explanations and theories, and the 
experiments to develop and test these theories, to those based 
eventually on modern physics. This provides him with a closed 
system in which he can operate and in which ‘mind influences’ 
play no part. After many years of conditioning to this system he 
may come to feel that he has demonstrated that no such mind 
influences do or indeed could exist. However all he has 
discovered are his own presuppositions which he started within 
the first place. 

Eccles has suggested that the brain could be a physical system 
whose components form, in part, a highly sensitive detector for 
minute influences from a dualistic mind. This suggestion was 
not greeted with enthusiasm by his fellow scientists. However 
physicists would admit that physics in 2076 may be different 
from that in 1976, and the new changes may lead us to 
understand that Eccles may be right. In view of the enormous 
weight of propaganda on the monistic side, and the fact that the 
current ideological secular religious tyrannies depend heavily 
on this, it cannot be stated too often that the entire position 
derives from the fact that few scientists understand their own 
unconscious presuppositions, and the entire question remains 
open. 

However science has made some genuine and important 
advances in our understanding of how the brain works, and how 
facets of mental states, such as mood, and behaviour depend on 
specific brain mechanisms. For many years the neural sciences 
were dominated by electrophysiologists. This was because the 
easiest way to monitor the brain's activities was to pick up the 
electtical signals itand its components emit. On this basis itwas 
deduced that the brain functions like a great electronic 
computer with the neurone acting in place of the valves, 
condensers and other electrical gadgets in the computer. The 
brain consists of a very large number of neurones (some 10° in 
human brain), each of which makes contacts with many other 
neurones (up to 500,000) and each of which receives axonal 
terminals from many other neurones. The contact is the 
synapse. The basic function of the brain is carried by impulses 
travelling along these axons and finally playing on the motor 
cortex so that the appropriate behaviour is emitted. Learning 
and memory were supposed to be due to small physical or 
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chemical changes at the synapses so that the threshold of certain 
synapses was raised and others lowered, so as to change the 
nature of the complex functional neuronal network. This 
concept is generally accepted in its broadest sense but much of 
the current interest in brain function has switched to two 
cognate fields: functional anatomy and neurochemistry. 


Functional neuroanatomy 


Thirty years ago the location of ‘higher mental functions’ was 
supposed to be the cerebral cortex and the subcortical centres 
were supposed to be simple relay stations (e.g. thalamus) or to 
be concerned with olfaction (the rhinencephlon). Nowadays it 
is realized that the basal brain structures such as the reticular 
formation and the limbic system (the new name for the 
thinencephlon) play a vital role in consciousness, learning, 
memory formation and other higher mental functions. 

The work of Moruzzi and Magoun in 1942 established that 
the reticular formation in the brain stem is necessary for cortical 
activation and in its absence coma results. Then the role of the 
thalamic reticular formation in the direction of selective 
attention was discovered. The work on unravelling the function 
of these various structures is still in its early stages but the 
following general picture is emerging. Certain functions can be 
tentatively ascribed to different nuclei but it is clear that much of 
their function depends on the fact that the limbic system 
operates as a system of interlocked circuits and that individual 
‘functions’ are spread out over the whole circuit rather than 
being strictly located in any particular nucleus. 

In the clinical syndrome of Korsakoff’s psychosis, the defect is 
the inability to lay down permanent memories. The pathologi- 
cal lesion consists of small haemorrhages scattered in the 
hippocampus, mamillary bodies and midbrain reticular forma- 
tion. These are way-stations on one of the great limbic circuits 
and the syndrome can result from hippocampal lesions alone. 
Other functions of the hippocampus are (1) the inhibition of a 
previously learned but now inappropriate response (2) main- 
taining a tonic inhibition of the stress response. It may also be 
involved in categorizing sensory data, and in adjusting the 
motivational state. 

The amygdala have important functions in controlling emo- 
tional responses, especially the rage-aggression response. A 
major input to the amygdala comes from the viscera and 
stimulation in conscious humans leads to a wide variety of 
visceral sensations and responses. The amygdala and hip- 
pocampus between them exert the immediate higher control of 
the hypothalamus and major pathways from all three areas lead 
to the midbrain reticular formation. This entire system, which 
forms two circuits by the links: reticular formation—cor- 
tex—hippocampus and hypothalamus—cingulate gyrus—hip- 
pocampus;, is intimately involved in learning, in the formation of 
conditioned reflexes and in the direction of behaviour. 

Another important discovery, made by James Olds, was the 
positive and negative reward areas in brain. Rats with electrodes 
in the former areas will press a lever to deliver an electrical 
shock to their own brain and if the electrode is in a negative 

reward area they will press a lever to prevent a shock being 
delivered to the same area. These areas play a role in 
conditioned reflex formation. 


Neurochemistry and behaviour 


The other major field of recent advance is in our understanding 
of the role of different chemical systems in the brain in different 


mental states. The story really starts with the discovery of potent 
drugs that can change emotional states, for example reserpine 
that can induce, and imipramine that can alleviate, depression. 
Research into the mode of action of these drugs showed that 
they act on the monoamine system (that is catecholamines such 
as adrenaline and serotonin). Studies of depressed patients 
showed that they have a low level of brain amines both 
noradrenaline (NA) and serotonin (5HT). Then new histochem- 
ical methods developed in Sweden allowed neuroanatomists to 
trace out the course of neural pathways in the brain of neurones 
containing the three central neurotransmitters. 

The main results of all this work are as follows, The cell bodies 
of neurones containing NA and 5HT are collected together in 
two separate nuclei in the brain stem. From here the axons are 
distributed all over the brain in a diffuse network so that the 
local stimulation of these small nuclei can lead to the 
widespread release of a specific chemical all over the brain. The 
main neurones containing dopamine (DA) have their cell 
bodies in the substantia nigra and send their axons to the corpus 
striatum. The transmitters used by many pathways in the brain 
remain unknown. Glutamate and GABA (gamma-aminobutyric 
acid) may be widely involved. A permanent cholinergic 
pathway is the ascending activating system running from the 
reticular formation to cortex. Extensive experiments indicate 
that the function of these various systems may include the 
following: 

(1) The dopamine system controls aspects of movement and 
posture. Its role in Parkinsonism is now well known. In this 
disease levels of dopamine in brain become very low and 
rigidity, tremor, and poverty of movement result. However, 
besides these well-known neurological effects, dopamine 
neurones are concerned in elaborating patterns of behaviour. 
Excessive DA stimulation (as produced e.g. by apomorphine) 
leads to stereotyped behaviour and destruction of all DA 
neurones in rats (by 6-OH DA) leads to an inability to make any 
movements at all, without any neuromuscular paralysis in the 
ordinary sense. 

(2) The noradrenaline system is associated with the functions 
of drive, alertness and exploratory behaviour; with rage and 
aggressive reactions; with positive reward mechanisms and 
conditioned behaviour; with various autonomic and endocrine 
functions; and possibly with sleep mechanisms. The ‘positive 
reward’ mechanism described above is probably on NA 
neurones. The arrival of a positive reward (food, water, etc.) 
leads to the release of NE widely in the brain and this acts as a 
chemical signal, tending to potentiate any neuronal action 
going on. The arrival of a negative reward (i.e. pain) is probably 
signalled by excess acetylcholine release and this tends to 
switch off ongoing activity. In the disease known as ‘depression’ 
the low levels of brain NA, lead to a low drive state, lack of 
interest in things and lack of positive enjoyment of usually 
rewarding situations—because the chemical ‘go’ signal is 
missing. 

(3) The serotonin system probably controls the actual mood 
state—lack of it leading to the feeling of depression. It is also 
concerned with sleep, and PCPA (parachlorphenylalanine), a 
drug that prevents the synthesis of 5HT, results in severe 
insomnia. But 5HT also seems to be concerned in some very 
basic brain mechanisms organizing the proper evaluation of the 
sensory input and thinking itself. Blockade of this system with 
hallucinogens such as LSD can lead to a very profound 
disturbance of psychic activity, with hallucinations, thought 
disorder and delusions resulting (the so-called ‘bad trip’). 

Thus chemical codes may be important in brain function and 
this means that the simple model of its function based on the 
electronic computer is insufficient. The formation of permanent 
memories has been shown to require protein synthesis. 


However a memory does not seem to be recorded as a change in 
synaptic thresholds in any particular neurones in the brain. 
Removing parts of the cortex does not lead to the disappear- 
ance of any particular memories, Rather each memory seems to 
depend on a particular pattern of neuronal excitation and the 
memory is reproduced by the elicitation of the pattern itself and 
not by the excitation of any particular neurones. The suggestion 
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has been made that some principle akin to the holograph (a new 
photographic method using laser light) is used to effect this. 
However there is no certainty that this is so and the basic 
mechanisms of action of the brain are still completely unknown. 
Some parts of the mechanism have been unravelled but how 
their parts work together to provide the material basis of the 
manifold phenomena of mind remains for the future to discover. 


Mongolism 


C. E. BENDA 


Terminology 


The widely used term ‘mongolism’ goes back to Langdon 
Down's classical description of this condition in his paper 
“Ethnic classification of idiots’ (1866) in which he described the 
mongoloid patient as the ‘major type of idiocy, a representative 
of the great Mongolian race’. Ever since, the term has been the 
subject of much argument. Obviously, nobody believes any 
more in a relationship between mongolism and the Mongolian 
race. Thus, the term ‘mongoloid’, (‘mongolian-like’) is the only 
linguistically justifiable term, yet the British literature speaks 
usually of mongols or mongolians, while the Harvard 
Anthropological Department went so far as to call the members 
of the Mongolian race ‘mongoloids’ and the patients mongolians, 
only a few years ago. Not only are these terms objectionable, 
but the very idea of: ‘nick-naming an idiot by calling him a 
Kalmuc or mongolian’ found severe criticism among the 
members of the Medico-Psychological Association in London 
as early as one hundred years ago. Nowadays, the term ‘Down’s 
syndrome’ has found wide acceptance, since it spares the 
feelings of the patient's families and satisfies the usage of the 
Medico-Psychological community, although the exclusive 
quotation of Down as the only author leaves out many of the 
most fundamental contributions of other scientists. 


Frequency 


Down’s syndrome occurs about one to two times among 1,000 
births in the general population of mothers between the ages of 
20-30 years. After a maternal age of 39 years, a steep rise of the 
frequency curve is observed, reaching probably 4-5 births per 
hundred at a maternal age of 40 to 45 years, Among the errors of 
development, presentat birth, mongolism constitutes more than 
25 per cent of the cases. 


Chromosomal and genetic findings 


Since the discovery of Lejeune that Down’s Syndrome is 
associated with the presence of 47 instead of 46 chromosomes 
and that the supernumerary chromosome which is responsible 


for the specific symptomatology belongs into the 21/22 
category, the diagnosis of the condition rests on a very firm 
foundation. In approximately 95 per cent of the cases, a 
spontaneous trisomy of chromosomes in group 21/22 is 
observed, while in about 5 per cent, the extra chromosomal 
material is attached to another chromosome, either in the same 
group or the 13/15 group. A karyotype of 46 chromosomes is 
present, yet one of the chromosomes is of abnormal size by 
carrying the abnormal chromosome fused with another one; 
this is called a ‘translocation’. 

In the process of normal cell division, preceding the 
fertilization of an ovum (meiosis), each fertilizing cell enters the 
act with 23 chromosomes resulting in a total of 46 when 
fertilization has taken place. For some, not yet fully understood 
reasons, under certain conditions, mainly the ovum (but 
occasionally the sperm) has 24 chromosomes, which results in 
the abnormal number of 47 (23—24) in the fertilized zygote. It is 
well established that the age of the mother (over 39 years) is a 
decisive factor and many scholars believe that a certain 
‘stickiness’ in the process of chromosomal division which is 
brought about by the slowing down of metabolic processes in 
advanced age is responsible. The present author's studies 
indicate strongly that chronic and temporary illnesses, (such as 
thyroid disorders) havea similar effect on cell divisions and may 
produce temporarily constellations which favour the formation 
of Down's syndrome. 

The 5 per cent of translocation-mongolism are due to 
another factor and are not age-related. As a matter of fact, the 
occurrence of a child with Down's syndrome in a young mother 
or multiple mongolism in a family always suggest the presence 
of a translocation in the mother which results then in 
translocation-mongolism in the child. While we deal here with 
a ‘genetic’ anomaly, it is misleading to call this ‘hereditary 
mongolism’. In translocation-mongolism, the mother carries an 
abnormal assortment of chromosomes which are not pathologic 
in her, but may lead to abnormal offspring. In families where 
there is fear of an abnormal child because close relatives had 
such misfortune, it is nowadays advisable to have a chromo- 
some test done in the prospective mother, because this easy 
procedure would clear the risk once and for all; the risk figure 
for a mother with a 21/22 translocation is said to be between 30 
to 40 per cent. 
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Symptomatology 


Mongolism is present at birth and can be diagnosed by 
examination in 99 per cent of the cases. The diagnosis may be 
confirmed at the time by a chromosome test. 

At birth, the most striking feature is usually a severe hypotonia 
of the whole body which is indicative of the immaturity of the 
brain and cerebellum. The fontanelles are larger than in full 
term babies. The inner angle of the eye is usually covered by a 
skin fold, ‘plica marginalis fetalis’, which is not identical with 
the epicanthus of the mongolian races, but has been misinter- 
preted as such by earlier investigators. The so-called four-finger 
line is a transverse palmar crease which has attracted a great 
deal of attention in the literature as well as other dermatoglyphic 
patterns. It is unilaterally present twice as frequently as 
bilateral. Penrose (1966) called the right hand ‘the more 
mongoloid’, but in my own material, the unilateral transverse 
crease was more than twice present on the left hand. Most 
characteristic for Down's syndrome is the configuration of the 
skull which fails to grow in sagittal dimension. The brachceph- 
aly is common, even if it is somewhat obscured in cases witha 
small width of the skull. The circumference of the head remains 
practically always under 20 inches or 50 centimetres, while the 
normal skull circumference reaches measurements of 21 inches 
at an age of the child between ten and twelve years. 

Down's syndrome is associated with an infinite number of 
physical deviations from the norm which are present in a great 
variety of symptoms. All indicate a deceleration of the normal 
growth process. Itis still a biological mystery in which way the 
trisomy 21/22 or the translocated chromosomal molecules 
interfere with normal growth and developmentas the metabolic 
processes do not take place at the right time and the 
synchronism of events is disturbed. 

For the parents of affected children and many medical 
laymen, the presence of physical symptoms does not seem to 
justify the dire prediction of more or less severe mental 
retardation. While one may admit the presence of abnormal 
physical characteristics, people feel that this does not necessar- 
ily justify the mental retardation. Indeed, if mongolism were 
merely a variant in phenotypical appearance, the condition 
would call for little attention. Mongoloid females can often have 
children (who are, however, 50 per cent affected again) and 
other symptoms can be coped with by various procedures. 


Mental development 


The mental development of children with Down's syndrome is 
fairly severely retarded. As a matter of fact, the great majority of 
LQ.s is scattered around 50 and a very small number of patients 
reach I.Q.s of over 60 or 65. On the other hand, the classical 
designation of idiocy is not justified, since few well trained 
patients have I.Q.s under 40. The explanation for the strange 
association of physical anomalies with mental retardation rests 
on the fact that the central nervous system, as the instrument of 
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mentation, is greatly underdeveloped at birth and remains slow 
in development, never transcending a growth rate of about 50 
per cent. 

The mental development is extremely slow in the first year. 
Sitting up is usually not possible before 9-12 months and 
independent walking not before 18 months to 2 years of age. 
The gait remains unsteady for quite some time. Speech in 
sentences beyond single words cannot be expected before an 
age of 3 years and is often not achieved before 4-5 years. 
However undue pessimism is not justified since Down 
children learn to speak. Their greatest handicap is the inability 
tothinkin abstract or symbolic terms. Arithmetic, even counting 
is difficult. Some children have, however, a keen sense of 
observation and a good memory. Since their mimicry ability is 
great, these children learn from others in practical ways. The 
Down's syndrome child, brought up with love, affection and 
patience—but not spoiled, pampered and babied—has usually 
a sweet and unaggressive character. It responds emotionally 
well and can be trained. Destructiveness and stubbornness are 
often considered characteristic, but are usually the outcome of 
tension and mis-management on the part of the environment. 


Prevention 


Prevention has to consider two problems (1) prevention of the 
birth of an affected child; and (2) prevention of the occurrence 
of mongolism. 

An abnormal fetal development cannot be detected by 
pre-natal x-rays, since the bones are too little calcified and the 
differences between abnormal and normal too slight. 

If an abnormal gestation is suspected—and only 
then—amniocentesis (the drawing of amniotic fluid from the 
pregnant mother’s amniotic sac) provides the possibility for 
studying fetal cells which would reveal a trisomy, translocation 
or mosaicism. Then an abortion could be performed if requested. 

The long-term prevention of mongolism is still in a state of 
speculative research. The age factor in the mother is well 
established and reduction of pregnancies after forty years 
would reduce Down's syndrome considerably. However, it 
would also eliminate the birth of many healthy children. 

The avoidance of pregnancy in states of temporary illness or 
chronic endocrine disorders is still a matter of speculation and 
further research. 
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Moral Behaviour 


D. WRIGHT 


An important feature of the normal adult is that he has a 
conscience. By this we mean that he can resist the temptation to 
act in certain forbidden ways when motivated to do so and in 
the absence of supervision by others, that if he does succumb he 
experiences guilt and remorse, that he can on occasion act 
unselfishly in the interests of others rather than of his own, and 
that he thinks about morality, that is, he makes moral judgements 
and defends them by argument, distributes praise and blame, 
formulates and commits himself to rules of conduct, and tries to 
bring up his children to be moral as well. In other words, in the 
mature person there are controlling mechanisms which regulate 
a wide variety of behaviours in the light both of concern for 
others and of more or less articulated ideals of conduct. How 
should we conceive of these mechanisms and how do they 
arise? 

To begin with there are no compelling reasons why we 
should suppose, as some have done, that the presence of 
morality in man marks some evolutionary discontinuity with 
other species, that his conscience has some special supernatural 
origin. The work of the ethologists has made plain that 
analogous control mechanisms have been evolved by other 
species for ensuring in the individual both behavioural inhibi- 
tion and ‘altruism’ on behalf of the rest of the community. The 
lower we go down the phylogenetic scale the more the 
analogues of human morality appear as genetically program- 
med, ‘automatic’ stimulus-response’ mechanisms which 
require only the appropriate physical environment for their 
emergence in the individual. As we ascend the phylogenetic 
scale appropriate social experience in early life becomes 
increasingly important for the development of these controls, 
though their nature remains relatively stereotyped. 

In man itis very much an open question whether in the area of 

moral control there remain any vestigial signs of specific, 
genetically programmed stimulus-response mechanisms. Con- 
science is to an overwhelming extent acquired, as is evident 
from the great individual differences in it. The imprint of 
genotype is revealed in the relative ease with which individuals 
acquire a conscience and in the extent to which they can 
consciously rationalise it; for example, it appears that 
extraverted temperaments learn internalized controls less easily 
than introverts, and the greater an individual’s intellectual 
capacity the more able he is to elaborate, refine and justify his 
moral principles. 


Within psychology there have been four main traditions of 
theory and research which have contributed to our understand- 
ing of the nature and development of moral controls. They are 
complementary rather than conflicting, and each draws atten- 
tion to certain facets of the problem that the others neglect. 

The first is not really concerned with the development of the 
individual conscience since it locates the controlling 
mechanisms not in the individual but in the social group. It is, 
however, a necessary supplement to theories that focus upon 
the nature of the individual. This approach conceives and 
explains the individual’s behaviour as a function both of the 
groups to which he currently belongs and of the groups to which 
he aspires to belong, or his reference groups. Given the 
individual’s need to belong to a particular group, a great deal of 
his behaviour can be predicted from knowing how the group 
expects him to behave, for group norms act as forces inhibiting 
and shaping the individual’s responses. The experimental 
evidence on this point is considerable. However, social group 
theory is essentially ahistorical in that it does not attempt to 
explain how self-regulating controls are developed in the 
individual, and it cannot easily be extended to account for what 
are usually thought to be the hallmarks of conscience, namely 
the capacity to’ resist temptation in private, guilt responses as 
distinct from shame, and the capacity to face social hostility in 
defence of a principle held by the individual to be right. 

The second is the tradition of thought stemming from 
psychoanalysis. Moral control is attributed to an internal, 
organized structure, the superego, which functions as a kind of 
automatic homeostat. When the individual is tempted to violate 
some moral injunction, a reflex braking operation comes into 
action, and if this fails a state of conflict exists until some action 
is taken to bring the individual back in line with the superego’s 
instructions. The relationship between the ego and the superego 
is always uneasy, and if the latter is particularly strong various 
pathological conditions result. In many ways the psychoanaly- 
tic theory parallels the commonsense notion of conscience. 

But it goes much further than commonsense in specifying in 
great detail the processes by which the superego is acquired. 
Much of this theorizing appears to be untestable, and it certainly 
is not supported by empirical evidence. It is the general outline 
of the theory which is of value; for it draws attention to the 
critical importance of early family relationships, and in this 
respect has been amply vindicated by developmental studies. 
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There is now little dispute about the fact that for the 
development of a strong conscience the following conditions 
are necessary: a close and continuing attachment between the 
child and his parents or other caretakers; the setting of high 
standards by the parents; and the use by them of sanctions 
which from the child’s point of view signal primarily withdrawal 
of love, disappointment, or ‘hurt’ rather than hostility and 
aggression. The explanation of how these conditions work is as 
follows: the child is made aggressive because of parental 
restriction, he cannot leave his parents because he loves them, 
he cannot express his aggression towards them because they 
have done nothing to justify it, and hence he can only cope by 
turning the aggression in upon himself. Whether we accept this 
explanation or not, these conditions are extremely potent, and 
psychoanalytic theory and the research it has generated make 
clear that they can easily produce a conscience which is 
pathologically severe. The overinhibited, neurotically anxious 
and guilt-ridden individual appears to be the product of a family 
background where attachments are intense, where impossibly 
high standards are set, and where parents respond to infringe- 
ments by being deeply ‘hurt’ and make the child work hard for 
the restoration of their affection. 

The third tradition of theory and research comes from the 
analytic, laboratory study of learning processes. Numerous 
experiments have now explored in detail the ways in which 
punishment, positive reward and modelling shape the 
behaviour of children. More recently this work as been 
extended to include the functions served by the verbal 
explanations that can accompany rewards and punishments. 
The results show that the timing of punishment and the kind of 
explanation given at the time help to determine whether the 
outcome will be primarily behavioural inhibition or rather weak 
inhibition and strong post-transgressional anxiety; that children 
can be conditioned vicariously through seeing others rewarded 
or punished; and that they can be both inhibited and 
disinhibited by the example of others. 

The three approaches described play down the extent to 
which moral control is rational and voluntary. The last one, 
usually labelled cognitive-developmental, focuses upon just 
this aspect. It owes most to the work of Piaget, though it has 
since been extended and modified by other psychologists, 
notably Lawrence Kohlberg. Most of the research stimulated by 
this point of view has sought to establish the sequences of stages 
through which children and young people pass in the nature of 
their moral judgments and in the mode of their moral thinking. 
But if the research has dealt with moral reasoning and insight, 
the theory on which itis based presupposes a close connection 
between thinking and action, for both are held to be a function 
of the same underlying cognitive structures. 

Piaget's main contribution was to offer evidence of two 
different moralities, one which predominates in the young child 
up to about the age of eight, and the other appearing after this 
age. The young child sees rules as unchangeable and sacred, 
deriving from semi-mystical authority, he evaluates misdeeds in 
terms of their consequences, ignoring motive, and takes literal 
deviation from a rule as his criterion, and he considers 
punishment essential to balance wrongdoing whatever the 
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nature of the punishment may be. This kind of morality, Piaget 
thought, was due to the immature intelligence of the child and 
his more or less exclusive experience of relationships of 
unilateral respect for adults. The older child has internalized 
rules, or at least the rules of games, and he sees them as 
man-made and capable of being changed if all concerned 
agree. 

In his moral assessments he takes full account of intention, 
and is much less influenced by literal deviation from a rule than 
by violation of its spirit. Punishment is seen as primarily serving 
the purpose of bringing home to the wrongdoer the real nature 
of his offence, and it should if possible be related to the offence. 
This later morality which stresses the importance of reciprocity 
in human relationships derives, according to Piaget, from the 
maturation of intelligence which makes it possible for the child 
to ‘take the role of the other’ and the experience of relationships 
of mutual respect with peers. 

Most of the age changes reported by Piaget have been 
confirmed by later investigators. But it is true to say that his 
general scheme of moral development has been largely 
supplanted by the work of Kohlberg, who has evolved a much 
more refined and detailed six-stage account of the development 
of moral thinking. This is too complex to be described here, but 
the direction of this development is from a simple morality 
based on punishment through reliance upon authority to a 
morality of self-accepted moral principles which normally does 
not appear until at least adolescence. 

It was said at the beginning that there were broadly four main 
aspects to moral behaviour; resistance to temptation, guilt 
responses, altruism, and moral ideas and thinking. 
Psychologists have used a variety of experimental tests, 
interview techniques, questionnaires and projective tests to 
measure them. One general finding that has emerged from this 
work is that these different aspects are not very closely related to 
each other. In other words, if for example an individual has high 
self-control in the face of temptation it does not necessarily 
follow that he will be very altruistic, or display high maturity in 
his moral thinking, or even that he will experience intense guilt 
when he does transgress. It is not therefore meaningful to talk 
about people being in some general way more moral than 
others. We ought. instead to be talking about the styles of 
conscience. So far attempts to explore what typical styles exist 
have barely begun. Inan area of research urgently needing more 
attention, this aspect may prove the most fruitful of all. 
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Motivation and Personality 


A. H. MASLOW 


If we examine carefully the average desires that we have in daily 
life, we find that they have at least one important characteristic, 
i.e. that they are usually means to an end rather than ends in 
themselves. We want money so that we may have an 
automobile, in turn we want an automobile because the 
neighbours have one and we do not wish to feel inferior to them, 
so that we can retain our self-respect and therefore be loved and 
respected by others. Usually when a conscious desire is 
analysed we find that we can dig beneath it to more 
fundamental aims of the individual. 

We have here a situation that parallels very much the role of 
symptoms in psychopathology. The symptoms are important, 
not so much in themselves, but for what they ultimately mean, 
that is, for what their ultimate goals or effects are, for what they 
are trying to do, or for what their functions may be. The study of 
symptoms themselves is quite unimportant, but the study of the 
dynamic meaning of symptoms is important because it is 
fruitful—for instance, making psychotherapy possible. The 
particular desires that pass through our consciousness every day 
are not in themselves so important as what they stand for, where 
they lead, what they ultimately mean upon deeper analysis. 

It is characteristic of this deeper analysis that it will always 
lead ultimately to certain goals or needs behind which we 
cannot go, that is, to certain need-satisfactions that seem to be 
ends in themselves and seem not to need any further jus- 
tification or demonstration. These needs have the particular 
quality in the average person of not being seen directly very 
often but of being more often a kind of conceptual derivation 
from the multiplicity of specific conscious desires. In other 
words then, the study of motivation must be in part the study of 
the ultimate human goals or desires or needs. 

These facts imply another necessity for motivation theory. 
Since these goals are not often seen directly in consciousness, 
we are at once forced into the necessity of dealing with the 

problem of unconscious motivation. Careful study of the 
conscious motivational life alone will often leave out much that 
is as important or even more important than what can be seen in 
consciousness. Psychoanalysis has often demonstrated that the 
relationship between a conscious desire and the ultimate 
unconscious aim that underlies it need not be at all direct. 
Indeed the relationship may actually be a negative one, as in 
reaction formations. We may then assert that motivation theory 


cannot possibly afford to neglect the unconscious life. 

There is now sufficient anthropological evidence to indicate 
that the fundamental or ultimate desires of all human beings do 
not differ nearly as much as do their conscious every-day 
desires. The main reason for this is that two different cultures 
may provide two completely different ways of satisfying a 
particular desire, for example, self-esteem. In one society, one 
may obtain self-esteem by being a good hunter; in another 
society by being a great medicine man or a bold warrior, or a 
very unemotional person, etc. It may then be that, if we think of 
ultimates, the one individual's desire to be a good hunter has the 
same dynamics and the same fundamental aim as the desire of 
the other individual to be a good medicine man. We may then 
assert that it would be more useful for psychologists to combine 
these two seemingly disparate conscious desires into the same 
category rather than to put them into different categories on 
purely behavioural grounds. Apparently ends in themselves are 
far more universal than the means taken to achieve those ends, 
for these means are determined locally in the specific culture. 

We have learned from the study of psychopathology that a 
conscious desire or a motivated behaviour has another peculiar- 
ity that is allied to the one we have just discussed, viz. that it may 
serve as a kind of channel through which other purposes may 
express themselves. There are several ways of showing this. For 
instance, it is well known that sexual behaviour and conscious 
sexual desires may be tremendously complex in their underly- 
ing, unconscious purposes. In one individual sexual desire may 
actually mean the desire to assure himself of his masculinity. It 
may in other individuals represent fundamentally a desire to 
impress, or a desire for closeness, friendliness, safety, love or for 
any combination of these. Consciously the sexual desire in all 
these individuals may have the same content, and probably all 
of them would make the mistake of thinking that they seek only 
sexual gratification. But we now know that this is not correct, 
that it is useful in understanding these individuals to deal with 
what the sexual desire and behaviour represent fundamentally 
rather than what the individual consciously thinks they 
represent. 

Another line of evidence supporting this same pointis the find- 
ing that a single psychopathological symptom may represent 
at one and the same time several different, even opposing 
desires. A hysterically paralysed arm may represent the fulfilment 
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of simultaneous wishes for revenge, pity, love, and respect. To 
take either the conscious wish in the first example or the overt 
symptom in the second in a purely behavioural fashion means 
that we arbitrarily throw out the possibility of a total understand- 
ing of the behaviour and of the motivational state of the 
individual. Let us emphasize that it is unusual, not usual, thatan 
act or a conscious wish have but one motivation. 

In a certain state any organismic state of affairs whatever is in 
itself also a motivating state. If we say that a person feels 
rejected, what do we mean? A static psychology would be 
content to put a period to this statement. But a dynamic 
psychology would imply very many more empirical things by 
this statement with full empirical justification. Such a feeling has 
repercussions throughout the whole organism both in its 
somatic and psychic aspects, for instance, tension, strain and 
unhappiness. Furthermore, quite apart from the current rela- 
tionships with the rest of the organism, such a state of affairs 
automatically and of necessity leads to many other happenings, 
e.g. compulsive desires to win back affection, defensive efforts 
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of various kinds, amassing of hostility, etc. 

It is clear then that we will explain the state of affairs implied 
in the statement ‘This person feels rejected’ only if we add 
many more statements about what happens to him because he 
feels rejected. In other words, the feeling of rejection is itself a 
motivating state. Current conceptions of motivation proceed 
ordinarily, or at least seem to proceed, on the assumption that a 
motivational state is a special, a peculiar state, sharply marked 
off from the other happenings in the organism. Sound motiva- 
tional theory should, on the contrary, assume that motivation is 
constant, never-ending, fluctuating and complex, and that it is 
an almost universal characteristic of practically every organis- 
mic state of affairs. 
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Neuropsychology 


O. L. ZANGWILL 


Neuropsychology is concerned not with the elucidation of brain 
activity per se, which is the province of neurophysiology, nor 
with the analysis of behaviour per se, which is the province of 
psychology, but with the brain conceived specifically as the 
instrument of behaviour. It brings together workers from a 
number of different disciplines, including neuroanatomy, 
neurophysiology, neurochemistry, pharmacology and experi- 
mental psychology, united by a point of view rather than by 
common experience or training. To this extent it is interdiscipli- 
nary in the best sense. 
The term ‘neuropsychology’ seems first to have been used by 
E. G. Boring (1929) with reference to the experimental work of 
K. S. Lashley (1890-1959) on brain mechanisms and intelli- 
gence in the rat and monkey. This-is indeed a fitting precedent. 
Lashley’s work established the first quantitative relation bet- 
ween extent of functional brain. tissue and efficiency or 
behaviour, and though it has had to be considerably modified as 
the outcome of more recent work marked an important advance 
in its day. Lashley had no doubt that behaviour would ultimately 
find explanation in terms of brain function and looked forward 
toa coalescence of neurology and psychology as the final goal. 
If the first root of neuropsychology is animal experiment, the 
second is undoubtedly clinical neurology. While the study of 
aphasia, agnosia and apraxia has interested neurologists for 
well over a hundred years, it is only in comparatively recent 
times that it has come to be regarded as an important approach 
to the study of normal psychological activity. In his Aphasia and 
Kindred Disorders of Speech (1926) Sir Henry Head spoke of 
Arnold Pick and Kurt Goldstein as ‘clinical psychologists’ 
insofar as they adopted a psychological approach to disorders of 
language and held the belief that the study of the pathological 
throws light on the normal. Today, they would certainly be 
called neuropsychologists rather than clinical psychologists, 
along with Head himself. Among contemporary workers who 
would likewise be reckoned within their number are Alexander 
Luria, Professor of Psychology in Moscow, H.L. Teuber, 
Professor of Psychology at the Massachusetts Institute of 
Technology, and Henry Hécaen, Professor of Neurolinguistics 
in Paris. It should be added that Professor Hecaen began to 
organize a series of annual conferences on neuropsychological 
topics as long ago as 1951 and has been Editor-in-Chief of the 
international journal Neuropsychologia since its foundation in 
1964. 


A particularly good illustration of modern work in neuro- 
psychology is that of Professor R. W. Sperry and his colleagues at 
the California Institute of Technology. This work began with 
Sperry’s brilliant discovery of the ‘split-brain’ technique, i.e. 
surgical section of the optic chiasma, the corpus callosum and 
the remaining cerebral commissures in cats and monkeys. The 
operated animals were then trained on a variety of somaesthetic 
or visual discrimination tasks, the conditions being so arranged 
that sensory input from the half-field of one eye or from one 
forepaw was limited exclusively to one or other hemisphere. 
After the habit had been acquired, the animal was tested with 
input presented through the half-field of the opposite eye or the 
opposite forepaw. Although habits in the ‘split-brain’ animal are 
acquired as speedily as in the normal, these fail completely to 
transfer to the contralateral eye or forepaw. Indeed contrary 
habits can actually be taught to each hemisphere without 
mutual interference. These results indicate clearly that the 
neocortical commissures are essential to transfer of training 
between the cerebral hemispheres and to the interhemispheric 
integration of higher sensory and motor function. 

Sperry’s conclusions received dramatic confirmation as a 
result of the introduction by Dr. Philip Vogel, of Los Angeles, of 
commissurotomy, i.e. surgical section of the corpus callosum 
and all other cerebral commissures, as a method of treatment for 
severe and intractable epilepsy. The first case was reported 
jointly with Dr. J. E. Bogen in 1962. This patient, and a 
considerable number of later ones, have been studied in very 
great detail by Dr. Sperry and his associates using a variety of 
techniques adapted from experimental psychology; their results 
in many ways confirm and extend those of the animal 
experiments. For example, although the patients can be shown 
to respond to input to either of the disconnected hemispheres, 
there is no ‘cross-integration’ between them. Things seen in one 
visual half-field only can be recognized only if they are 
re-presented within the same half-field and things explored by 
touch with one hand can be recognized only if they are 
re-explored with the same hand. Such findings have led Sperry 
to conclude that learning and memory proceed quite separately 
ineach separated hemisphere, which seems also to have its own 
conscious sphere for perception and ideation. At the same time, 
expressive speech seems to be almost (if not quite) the exclusive 
prerogative of the left hemisphere and only sensory input to this 
hemisphere can be named or otherwise described. Limited 
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capacity for understanding of language can however be 
demonstrated in the right hemisphere. 

Anarea of interest linked at many points with Sperry’s work is 
the comparative study of the psychological effects of broadly 
equivalent lesions of the left and right hemispheres in man. 
Whereas it is well-known that disorder of language almost 
without exception occurs only with lesions of the left hemi- 
sphere, it is less well-known that disorder in visuomotor 
performance is much more characteristic of lesions of the right 
hemisphere. This finding has received considerable support 
from the study of commissurotomy patients, who tend to show 
far greater difficulty (at all events in the earlier stages after 
operation) in copying or drawing geometrical figures with the 
right hand than with the left. It is hoped that the development of 
work in the general area of interhemispheric relationships will 
throw valuable light on the cortical control of behaviour and the 
nature of cerebral dominance. 

The study of memory is another interdisciplinary area that 
brings together molecular biologists, neurochemists, 
neurophysiologists and psychologists. In recent years, there has 
been much discussion of possible electrical or chemical 
‘models’ of memory and several attempts to envisage the 
structural basis of memory somewhat along the lines of the 
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genetic code. At the psychological level, the distinction 
between short-term and long-term memory activities has 
aroused wide interest and has stimulated new and promising 
experimental studies of the amnesic syndrome. 

As William James once said, psychology is not so much a 
science as the hope of a science. Mutatis mutandis, the same 
may be said of neuropsychology. Yet neuropsychology, 
perhaps, stands a better chance insofar as it is already based on 
several disciplines the scientific status of which is beyond 
reproach. By setting psychology on its organic foundations, 
neuropsychology may well enable it to achieve the full 
scientific standing that still eludes it even today. 
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Neurosis, Experimental 


J. H. MASSERMAN 


Methods of induction 


Marked and persistent deviations of behaviour can be induced 
by stressing experimental animals between mutually incompat- 
ible attractions and aversion; e.g. subjecting a cat to an 
unpredictable electric shock during conditioned feeding, or 
requiring a monkey to secure food from a box in which, on 
several occasions, he had unexpectedly been confronted with a 
toy snake—an object as representationally dangerous to the 
monkey asa live one, harmless or not, would be. Yet counter to 
early Freudian doctrines of neurotigenesis, actual or anticipated 
fear of injury need not be involved at all, since later experiments 
demonstrated that equally seridus and lasting neurotigenic 
effects could be induced by facing the animal with difficult 
choices among mutually exclusive satisfactions—situations that 
parallel the disruptive effects of prolonged hesitations among 
equally attractive alternatives in human affairs. 

More recently we have employed experimental techniques 
that even more specifically demonstrate the devastating effects 
of unpredictabilities of choice and control. For example, 
variably delayed auditory feedback of the animal’s own 
vocalizations apparently disrupt its essential sensory securities 
and, as in the human, proved to be seriously provoking and 
lastingly neurotigenic. So also, when monkeys were taught to 
respond to pre-set cues by working levers ina given sequence to 
secure food or avoid shock, and were then faced with 
bewildering delays or variations in the necessary cues, they 
became highly disturbed, refused to feed or escape, attacked 
the apparatus and developed other persistent aberrations of 
behaviour that could justifiably be termed ‘experimentally 
neurotic’: significantly, these adverse reactions were 
minimized if during the experiment the confused and thereby 
disorganized animals were permitted to profit by the guiding 
example of a monkey-like automaton programmed to work the 
lever in a proper manner. 


Procedure that ameliorated neurotic 
aberrations 
Satiation of one of the conflictual needs 


If a neurotic animal with marked inhibitions of feeding and 


corresponding symbolic aversions was tube-fed, its neurotic 
symptoms were temporarily relieved, only to recur when the 
necessity and the fear of spontaneous feeding returned simul- 
taneously. 


Prolonged rest away from the neurotigenic situation 


Significantly, this form of relief was minimal in monkeys in 
whom, as in the case of man, neurotic reactions quickly became 
generalized. Moreover, animals which were returned to the 
laboratory even after a year of relatively peaceful sojourn 
elsewhere soon redeveloped their neurotic patterns, even 
though the original traumata were not repeated. 


Forced solution 


When hunger was maximal (from one to three days of 
starvation), food was made increasingly attractive and available 
and opportunities for escape progressively diminished, some 
neurotic animals broke through their feeding or other inhibi- 
tions, began eating voraciously, and showed variable relief from 
the neurotic symptoms originally engendered by the 
hunger-fear conflict. On the other hand, animals with lesser 
readaptive capacities, when placed in similar situations calcu- 
lated to shatter the motivational impasse, reacted instead with 
an exacerbation of phobias, somatic dysfunctions, destructive 
aggressivity, or a retreat into a quasi-cataleptic stupor. 


Spontaneous re-exploration and solution 


Animals which had been trained merely to respond to an 
automatic food signal and which were then subjected to a 
counterpoised fear of feeding remained neurotic indefinitely 
since, without special help, they had no way of re-exploring the 
traumatic situation. Markedly different, however, was the case 
of animals that had been taught to manipulate various devices 
that with adequate predictability actuated the signals and 
feeder, since in this way they could re-exert control over their 
environment. This stood them in crucial stead after they were 
made neurotic in as much as, though for a time they feared 
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almost every aspect of the apparatus, when their hunger 
increased they gradually made hesitant but spontaneous 
attempts to re-explore the operation of the switches, signals and 
food boxes, and grew bolder and more successful as food began 
to reappear. If the fear-engendering situations were prematurely 
repeated, their effects were even more traumatizing, but if each 
animal’s efforts were again rewarded with food as in its 
pre-neurotic experiences, it eventually became, to all appear- 
ances, as confident and effective in its behaviour as ever. 


Transference therapy 


he neurotic behaviour could also be alleviated through the 
more direct influence of the experimenter. Dynamically, this 
influence itself was derived from the circumstance that the 
animal had been raised in a provident, kindly manner in the 
aboratory by the experimenter himself, or elsewhere by 
someone who also liked animals. The most ‘neurotic’ animal, 
uddled in cataleptic rigidity in a dark corner, could be led by 
gentle petting and coaxing to take food from the experimenter’s 
and. The animal might then be induced to eat from the floor of 
the apparatus if the experimenter remained near the cage; later, 
it sufficed that the ‘therapist’ was merely in the room. The 
animal could thus be induced in successive stages to open the 
‘ood box, to begin again to respond to signals and manipulate 
switches, and to reassert its former skills and patterns of 
self-sustenance. 


Social therapy 


Neurotic animals were simply placed with well-trained normal 
ones and permitted to watch the latter work the switches and 
signals and then feed unharmed. After from one to several days 
of such observation, about half the neurotic animals would 
begin to approach the food box, cower less at the signals, 
tentatively try the switches, and finally emulate the normal 
animals in resuming effective feeding patterns. 
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Clinical correlates 


These observations, then, added to those of Sechenov, Pavlov, 
Gantt, Delgado, Skinner, Mirsky, Brady and others may have 
helped to clarify basic issues relevant to the genesis and 
alleviation of deviant behaviour. However, since man’s percep- 
tive, mnemonic, symbolic and adaptive capacities are undeni- 
ably much (though not by necessity ‘infinitely’ or ‘by quantum 
jumps’) more complex than those of any other animal, it is 
obvious that ethologic or experimental studies alone cannot 
furnish data that completely explain human conduct. Man, 
indeed, seems to differ from all other animals in having 
developed three ultimate (Ur-) axioms, beliefs, assumptions, 
aspirations, categorical imperatives—no term quite expresses 
their ubiquitous dynamics—that are indeed uniquely immanent 
in human motivations and transactions. In briefest statement, 
they are as follows. 

(1) An urgent seeking for the knowledge and technology with 
which to control the material universe and eventually conquer 
disease and death. 

{2) A persistent need for human relationships that, despite 
debacles of distrust, have led from the primal mother-child 
dyad through loyalties to the family, clan, tribe, state and nation, 
to a growing imperative toward the brotherhood of man. 

(3) An existential faith that man’s being has an enduring 
dignity and significance in some universal teleologic, theologic 
or eschatologic system that extends beyond the ‘here-and-now’ 
into eternity. 

Social systems and psychotherapeutic techniques are 
designed respectively to strengthen or restore these essential 
faiths. 
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Neurosis: General Survey 


SIDNEY CROWN 


The neuroses are elusive of definition and classification. No 
area in psychiatry is more dependent for its delineation on the 
person who looks at it (observer bias); on how it is looked at 
(methodology) and on when it is looked at in relation to the life 
cycle. Although attention has in the past been directed to the 
description of neurosis psychiatrists have become so 
specialized (child, adolescent, adult, old age, etc.) that the 
intimate relation of neurotic disturbance to the life cycle has 
been neglected. It is a particular aim of this chapter to fill this 
gap. 


General survey 


The general survey of neurosis has been notably advanced by 
epidemiological studies. These are, however, limited in a 
number of ways: in the first place it is difficult to know what to 
include under the heading ‘neurosis’. Definitions in terms of 
‘mild’ versus ‘severe’ mental disorders are unsatisfactory when, 
for example, a ‘neurotic’ but crippled, hospitalized patient 
suffering from an hysterical or an obsessional neurosis is 
compared with a ‘psychotic’ patient suffering from an acute 
schizophrenic episode followed by a good recovery. It is not 
easy to decide whether a survey should include only un- 
equivocal neurotic disturbances (anxiety, hysteria, phobias and 
the like) or whether personality disorders, perversions and 
psychosomatic disorders should be included. In addition to 
these difficulties of definition, surveys of neurosis are affected 
by psychosocial factors. Thus any survey is peculiarly tied to the 
group of patients under examination (general practice, industri- 
al, university etc.) and by other relevant psycho-social factors 
such as age, sex, and cultural background. A fourth group of 
factors relate to whether a survey is essentially descriptive or 
whether those conducting it are disposed to take into account 
psychodynamic formulations such as ‘masked’ depression, 
‘displaced’ anxiety, depressive ‘equivalents’ and other concepts 
attractive to the more psychodynamic psychiatrist. While a 
number of different attempts to define neurosis have been 
made, it seems helpful to take one research as definitive. The 
research which, to the present author, seems most comprehen- 
sive in this field is that of Shepherd et al. (1964). 
These authors carried out a survey with the cooperation of 80 


general practitioners from 46 practices in Greater London, In 
the selection of GPs it was impossible to obtain a ‘random’ 
sample so to some extent volunteers had to be relied upon. The 
sample was, however, made as representative as possible. In 
particular it did not include an excessive number of GPs witha 
special interest in psychiatry. The survey ran for one year. A 
system of classification was used which differentiated formal 
psychiatric illness including, for the purposes of the present 
article, neurosis (anxiety, depressive, hysterical, phobic, 
asthenic) and personality disorder from psychiatric-associated 
conditions (psychosomatic illnesses, or physical illness elabo- 
rated or prolonged for psychological reasons). There was alsoa 
group called ‘psychological or social problems’ comprising 
transient psychological disturbance relating largely to social or 
interpersonal difficulties. For both sexes, combined formal 
psychiatric illness ran fourth among presenting conditions in 
general practice. When tota! psychiatric morbidity rates are 
considered, including psychiatric-associated conditions, 
‘psychiatric disorder in some form was reported in approxi- 
mately 14% of the population’. This study showed that ‘the 
prevalence of psychiatric disorder in general practice, unlike 
that revealed by hospital statistics, is greatest in the middle years 
of life’. 

There was considerable interpractice variation in neurosis 
rates. This was related after an examination of many possible 
factors, to ecological differences between practices, particu- 
larly differences in the practice population in terms of age, sex, 
social class and patient mobility. A second group of factors 
related to the doctor, his attitudes and his interactions with his 
patients. 


Symptomatology and classification 


If psychiatry was as simple conceptually as medicine it would 
be possible to list and to classify neurotic symptomatology 
entirely at a descriptive level. This has not been achieved, 
however, even in so authoritative a publication as the HMSO 
Glossary of Mental Disorders (1968). Here, as elsewhere, the 
difficulties are several. First, it is not easy to differentiate 
between a symptom which is something complained of by the 
patient, and a trait which is a personality quality which shows a 
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‘normal’ or Gaussian curve of distribution in the population. 
When, for example, can the almost universal fear of heights be 
regarded as a phobic ‘neurosis’? Second, as Freud pointed out 
many years ago, neurotic symptomatology is usually mixed; 
relatively rarely does one clinically encounter a ‘pure’ neurosis. 
Third, it is extremely difficult, possibly even impossible, to 
define certain neuroses without including aetiological consid- 
erations; for example, ‘conversion’ hysteria. 

There are five ‘core’ neuroses (anxiety, phobic, conversion, 
obsessive-compulsive, depressive) and two others (deper- 
sonalization, hypochondriasis) the expression of which may be 
manifest throughout psychiatry, but which find perhaps their 
purest expression within the neurotic spectrum. 


ANXIETY NEUROSIS 


Anxiety neurosis means a disorder in which the physiological 
manifestations of anxiety (autonomic, endocrine or neuromus- 
cular) or the psychic manifestations of anxiety (terror, panic) are 
present in such quantity and quality as to disrupt the individual’s 
life. 


PHOBIC NEUROSIS 


A phobic neurosis is a condition in which the psychological and 
physiological manifestations of anxiety are observed when the 
patient is in certain specific situations or in the presence of 
certain objects when he shows an ‘unreasonable’ fear; when 
away from the phobic object or situation he remains unstressed. 


OBSESSIVE-COMPULSIVE NEUROSIS 


An obsessive-compulsive neurosis mean the presence of 
intrusive thoughts or the need to carry out compulsive acts 
despite a desire to resist them. Resistance may, at least initially, 
lead to manifestations of free-floating anxiety as in an anxiety 
neurosis. 


DEPRESSIVE NEUROSIS 


A depressive neurosis means prolonged sadness of mood which 
may secondarily lead to somatic manifestations such as loss of 
appetite and weight, disturbed sleep and psycho-social inhibi- 
tions in the field of vocation and interpersonal relationships. 


HYSTERICAL NEUROSIS 


An hysterical neurosis is understood as the ‘conversion’ of a 
psychic conflict, unrecognized by the patient, into a disorder of 
sensation or motor function; or to a gross disruption of the 
normal sense of awareness, as in the state of elaborate 
wandering, called a fugue. 


DEPERSONALIZATION SYNDROME 


The essential feature of the depersonalization syndrome is the 
experience of a sense of strangeness Or unreality to the 
individual of his personality, his body or the external environ- 
ment. In the neurotic form, depersonalization usually starts 
suddenly in adolescence and often recurs over a period of years. 
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HYPOCHONDRIACAL NEUROSIS 


Hypochondriacal neurosis consists in a persistent, anxious 
preoccupation with and a manifest concern over health, usually 
physical health. The most detailed retrospective study of this 
condition (Kenyon, 1964) suggests that hypochondriasis is 
always part of another syndrome, most commonly an affective 
one, mainly depression but including anxiety states. An 
additional feature is the high incidence of pain as a symptom in 
hypochondriacal neurosis. 


Neurosis and life cycle 


A major aim of this section is to relate the study of the 
symptomatology and classification of neurosis to the life cycle. 
By doing this certain essential manifestations of neurosis might be 
captured which escape numerate epidemiology and bookish 
classification. 


Childhood 


A commonly used classification of childhood behaviour 
disorders is into ‘neurotic’, ‘antisocial’ and ‘mixed’ disorders. 
Although this has the appeal of simplicity, if it is applied to a 
large group of children with behaviour disorders about one half 
of them will be classified in the ‘mixed’ group. 

Wolff (1971) in a study which is academically, statistically 
and clinically rigorous interviewed the mothers or mother- 
substitutes of 100 consecutively referred primary school chil- 
dren (average age about 8 years) who had reactive disorders. A 
detailed behavioural inventory was made. The mothers of 100 
control children selected from the school classes of the clinic 
attenders and matched for age, sex and socio-economic 
class were interviewed in an identical manner. The 
essence of this study lay in the author's cluster analysis of 
symptoms. Five symptom clusters emerged. The first was 
aggressive acting-out behaviour. Key symptoms in this cluster 
were disobedience, being highly strung, quarrelling and 
fighting, temper tantrums, being discontented and overactivity. 
The second cluster was called manifest anxiety, anxiety being 
the key symptom. This cluster was negatively correlated with 
anxiety. The fourth cluster was depression and inhibition with 
sad mood the key symptom. The fifth cluster consisted of 
disturbances of toilet functions and symptoms in this cluster 
were not correlated with symptoms in any other cluster. 

When each child was given a score for symptoms recorded in 
each cluster most children scored in several clusters. Wolff 
points out that ‘mutually exclusive subcategories do not reflect a 
child’s symptomatology ina meaningful way’. The ‘diversity of 
clinical pictures in childhood may prove to be an insuperable 
obstacle to devising a useful, valid and generally applicable 
classification of childhood behaviour disorders into mutually 
exclusive subcategories.’ 

In terms of adult psychiatry, only anxiety and depression 
feature in the classification of behaviour disorders in children. 
Behavioural and habit disturbance (e.g. toilet functions) feature 
strongly in the classification of childhood behaviour disorders. 


Adolescence 


In a six-year follow-up study of 65 adolescent patients the 
predictive value of the presenting clinical picture was studied 
by King and Pittman (1969). This research is of importance 
because of the great care with which the diagnosis of the 
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presenting clinical picture at admission was made. The patients 
were aged 19 or younger. A personal follow-up was made on 
these patients using a structured interview systematically 
covering psychiatric, medical, social, and family history. The 
review of the admissions and the follow-up were carried out by 
different persons. Syndrome diagnoses were made based on the 
type of adult classification already discussed; these included 
diagnoses of hysteria, anxiety syndrome and obsessional state. 

The syndrome diagnoses showed remarkable stability, being 
unchanged over six years in two-thirds of the cases. Syndrome 
diagnoses were particularly accurate in the patients charac- 
terized as neurotic. When this study is compared with that of 
Wolff's with children it may be seen that by the time of 
adolescence syndrome diagnosis has become relatively more 
stable and resembles the adult pattern. 


Young adulthood 


The majority of studies of neurotic disturbance in young 
adulthood have derived from the student mental health field. 
Although students are a highly selected group, they are also, 
relative to their numbers, an influential section of the popula- 
tion and their neurotic disturbances are of interest. A number of 
epidemiological studies have shown that psychosis and severe 
neurotic and personality disturbance account for approximately 
2-4 per cent of student referrals. 

Our interest, however, is in what Lucas and Linken (1970) call 
psycho-social disturbances. These include a wide range of 
psychological and psychosomatic symptoms, disturbed and 
disturbing behaviour and constitute a large part of the work of a 
student health department. The disturbances vary very mark- 
edly in severity and symptomatology is often mixed and labile. 
They are an outcome of the interaction between internal 
conflicts and social pressures and it is estimated that perhaps 
10-20 per cent of the student population seek help for problems 
of this type. It should be emphasized that many of these 
disturbances may be regarded as developmental, ‘normal’ 
abnormalities. In this sense they are not pathological. They may 
relate to the transition from school to university, to the changing 
relationship to the family, or to a crisis of identity. Periodic 
examination stress is also of relevance to this group. 

The characteristic features of neurosis in university students 
are the relatively small proportion which can be classified in 
terms of formal diagnostic categories, their relationship to 
psycho-social stresses and their developmental aspect; that is, 
their ‘normality’. 


Mature adulthood 


Orthodox psychiatric classification such as that discussed in the 
second part of this section (anxiety, phobic, obsessional, 
depressive, hysterical, depersonalization, hypochondriasis) is 
derived, in large part, from the study of what might be called 
mature adulthood. It is interesting that this is seldom made 
explicit; nor is the sample defined for age. It seems reasonable to 
assume that the age range is similar to that of psychiatric 
out-patients suffering from neuroses, psychosomatic and per- 
sonality disorders seen in the adult psychiatric out-patient 
department of The London Hospital. 

Approximately 300 consecutive patients in these diagnostic 
categories who were used for the standardization of a personal- 
ity test showed that both the males and females had an average 
age in the mid-thirties (male 37, female 34). Two-thirds of the 


male patients were aged between 50 and 23 years and a similar 
proportion of the female patients between 45 years and 23 
years. It is relevant, therefore, to emphasize that the commonly 
accepted diagnostic classificatory systems in adult psychiatry 
are largely derived from a relatively limited age group. 


Middle life 


Soddy and Kidson (1967) define ‘middle life’ as between the 
ages of 40 and 60 years. They note that many of the neurotic 
disturbances of this age period have either a psychosomatic or a 
phobic quality and compare this with the pattern of neurosis 
among adolescents and young adults which they feel show 
more neurasthenic features. 

They point out that phobic illnesses in adolescents or in 
young adults have a more ‘unreal’ character than in middle life 
when men and women might well have cause to fear diseases 
such as cancer and coronary thrombosis that have a peak 
incidence in this age group. Thus neurotic symptoms tend to 
relate to systems such as the cardiovascular; further, the actual 
form of neurotic illness tends not to be firmly fixed but to shift 
from one function to another. 

Also of relevance to the expression of neurotic illness in this 
age group is the cultural attitude to work so that the middle-aged 
individual with a relatively declining capacity to work may 
develop exaggerated anxiety and guilt in relation to this. A 
psychosomatic manifestation such as obesity is much 
influenced, as an emotional problem, by local cultural or social 
factors. Common neurotic symptoms of middle life, such as 
backache and headache, may relate to the amount of social 
sanction allowed to the expression of these conditions. Other 
disorders commonly regarded as neurotic or psychosomatic 
may be less prevelant in middle life. These include bronchial 
asthma, eczema and gastrointestinal disturbance such as 
chronic diarrhoea. 


Late life 


Post (1965) has researched systematically and sympathetically 
into the clinical psychiatry of late life, Limiting our discussion to 
the neurotic illnesses, depression is of great importance. Post 
makes the point that two-thirds of 100 consecutive admissions 
for depression were ‘reactive’ in that they followed relatively 
soon after a life event, especially actual or threatened losses e.g. 
illness or bereavement; short and mild depression is common in 
the elderly. 

External events are more important than heredogenetic 
factors in the depressions of late life. Especially important are 
losses of sources of self-esteem, e.g. status on retiring. Depres- 
sive illnesses in this age group were also not uncommon in a 
setting of long-standing neurosis, either phobic, obsessional or 
hysterical. Post makes the interesting point that elderly patients 
suffering only from a neurotic symptom such as anxiety are 
seldom seen. Anxiety in this age group is usually associated with 
unpleasant somatic sensations e.g. ‘fluttering’ in the chest and 
abdomen, hypochondriasis, or restlessness. Conversion hys- 
teria is rarely upheld as a diagnosis. Recently established phobic 
states are unusual whereas obsessive-compulsive symptoms are 
seen with some frequency. Post points out that, as the neuroses 
are a way of dealing with anxiety, they change in their mode of 
expression through life as the sources of anxiety change. Thus in 
the elderly sexual factors are relatively less important compared 
to psycho-social factors e.g. dependency problems. 


Discussion 


The elusive nature of neurosis has been emphasized and 
attempts to capture this in epidemiological surveys. The major 
or ‘core’ neuroses (anxiety, obsessional etc.) have been 
delineated usually from patients in their mature adulthood, 
average age approximately 35 years. The present author has 
attempted to relate the expression of neurosis to the life cycle. In 
the immature personality of childhood neurotic symptoms and 
behavioural and habit pattern disturbances are commonly 
mixed; symptoms may be fleeting and the relationship between 
neurotic symptomatology and external events may be close, 
e.g. inschool refusal. The importance of environment compares 
interestingly in children and the elderly; at the extremes of life 
psycho-social factors, particularly dependency relationships, 
contribute to the form of neurotic symptomatology. 

Neurotic illness reaches its clearest expression between the 
early twenties and the middle-to-late forties. Even in this group, 
however, it should be noted that ‘pure’ symptomatology is the 
exception rather than the rule. Young adults, especially 
university students, manifest a number of developmental crises 
of a psycho-social nature which may be regarded as part of the 
normal ‘growing up’ process and in this way basically 
constructive, rather than harmful to personality development. 

In middle life understandable preoccupation with the major 
killing diseases such as cancer or ischaemic heart disease, with 
problems of overweight and the psychosomatics of sedentary 
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activity, give a ‘real’ rather than an ‘unreal’ quality to 
psychosomatic and phobic disturbance. 

The neurotic disturbances of old age are closely related to 
dependency problems, and to the feelings of loneliness and 
uselessness that may occur in this age group even in the absence 
of anything more than normal ageing and the loss, through 
illness or death, of important relationships. 
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Neurosis, Long-Term 


K. ERNST 


The origin of the research into the long-term 
course of this illness 


The fascination with which all research into long-term courses 
is surrounded stems from prescientific experiences, fears and 
hopes. Will the neurosis turn out to be a precursor of mental 
illness? Is the chronic neurotic condemned to social decline? 
Do functional bodily disorders become, in the course of time, 
organic diseases? Do ‘spontaneous cures’ occur or only cures 
through psychotherapy? 

Such questions are asked not only by doctors but also by 
patients and relatives. It should be possible to give the answers 
provided one succeeds in finding a great number of patients and 
persons from their surroundings after decades and in sufficient 
completeness for the purpose of a catamnestic investigation. All 
this already indicates the difficulties inherent in such an 
endeavour. It should however be pointed out from the 
beginning that such difficulties have been overcome by 
numerous investigators in respect of circumscribed problems. It 
is therefore possible to report in the following not only problems 
but results, 


The sources of this review 


In 1968 | undertook, as a trial, to compile the entire catamnestic 
literature concerned with series which had been published 
since the beginnings of the research into the long-term course of 
neurosis in a comprehensive review. Then | compared it with my 
own findings in ambulatory and hospitalized groups of patients. 
This review of literature (Ernst, 1968) forms the basis of the 
present article (including the information from relevant publica- 
tions which have since appeared in the literature). 

No outstanding innovations have, to my knowledge, 
emerged in the last few years. One can, however, notice the 
outlines of new tendencies in research methodology. This refers 
to work not only on ever increasing numbers of patients, but 
also to attempts more frequently made to comprise the patients 
of entire populations. This is no utopia in countries with a 
well-established and centrally documented health service. For 
understandable reasons, however, contributions from general 
medical and private psychiatric practice have remained sparse 


so far though just those would be of eminent importance in the 
case of most of these patients. 


The concept of neurosis in long-term course 
research 


In selecting their primary groups of patients authors regard 
themselves obliged to use a descriptive concept of neurosis. 
Though the psychodynamic concept of neurosis is indispens- 
able for the adequate attitude of the physician towards the patient 
with psychic illness, it becomes clear that psychodynamic 
characteristics, such as the pathogenic repression of 
conflicts—cannot in the individual patient be ascertained or 
excluded with such certainty as to form countable numerical 
factors in the selection of probands. 

Practically, the following syndromes are classified as 
‘neuroses’ in serial-catamnestic investigations: hysterical, 
non-psychotic depressive, neurasthenic, organ-neurotic, 
hypochondriacal, anxiety-neurotic, phobic and compulsive 
neurotic disturbances which do not reach a delusional- 
psychotic degree and which cannot be regarded as sequels of a 
known brain disease. The fact that very frequently different 
neurotic symptoms appear in combination in the same patient, 
does not impede the separate follow-up of their long-term 
tendencies. Conscientious authors always define exactly what 
they understand by their syndromes and what they do not. 
International conformity in this proves to be, in general, so 
satisfactory that | can forgo the repetition of the definitions given 
in my comprehensive review. 

Asocial, sexual and addictive behaviour disorders as well as 
such psychosomatic illnesses as do not show a physiologically 
determined organ dysfunction, usually are not classified as 
‘neuroses’, They are, however, sometimes taken into considera- 
tion in the present review. 


The methods of the long-term course 
researchers 


Most of the previous investigations so far (and the most 
important of them) are based on follow-ups of uninterrupted 
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series of neurotic patients who in their time were admitted, one 
after another for treatment in a certain outpatient department or 
hospital. The quality of the follow-up findings depends on 
whether one succeeded in tracing a representative group of 
these patients (or even all of them), whether deceased ones or 
uncooperative ones have been included, at least in respect of 
certain questions, whether there was a verbal exploration or 
only a sent-out questionnaire, and finally, whether the self- 
descriptions of the patients were sufficiently compared with 
information from surrounding persons (relatives, acquain- 
tances, doctors). The latter point which is of decisive impor- 
tance not infrequently leads in the day-to-day routine of the 
researcher to problems of the professional duty of discretion and 
human tactfulness. 

Apart from these retrospective investigations more and more 
prospective ones also have started appearing. Here the patients 
are being selected already in the first examination for a 
long-term study, and are accordingly completely investigated, 
periodically controlled and eventually compared with control 
groups of healthy persons, patients of a different sort or those 
who have had different treatment. Such research projects are 
very demanding particularly if they have an epidemiological or 
demographic orientation, i.e. when they are concerned with 
entire populations. Only a few of them have so far been 
concluded. Most of what we have to report here comes from 
serial follow-ups of the ‘classical’ type. 

The results which are communicated in the following cannot, 
in the space here available, be attested by quotations and 
numerical data. They are, however, based throughout on the 
findings of several independent authors. 


The morbidity in respect of endogenous 
psychoses 


As far as schizophrenias are concerned, one has to distinguish 
between ambulatory and psychiatrically hospitalized neurotic 
patients. The ambulatory ones do not fall ill later on with 
schizophrenia in greater numbers than their healthy contem- 
poraries in the total population. This finding came quite 
unexpectedly for many investigators. It is, however, one of the 
best secured findings of the entire long-term course research. It 
is also connected and in conformity with the finding that 
schizophrenias are not more numerous in the relatives of the 
neurotic patients. 

Both findings speak against the assumption that the neuroses 
are some kind of ‘mild’ mental illness or form a prodromal or 
transitional form of it. This came as a surprise to some 
psychiatrists if only for the reason that they had so frequently 
found in the case histories of their schizophrenics neurotiform 
prodromal symptoms. Special anamnestic investigations have, 
however, demonstrated how this apparent contradiction can 
possibly be resolved. The neurotiform prodromal symptoms, 
namely, usually last only a relatively short time until the 
outbreak of the psychosis whereas the neurotic manifestations 
of the permanent neurotics have existed in most cases already 
many, many years before the patients had their first psychiatric 
examination. 

If one, however, selects acute neurotic first-time illnesses 
(which as is well known, form only a small minority of neurotic 
new admissions in every public clinical institution), the 
schizophrenic morbidity of this sub-group would probably 
prove to be a high one. In any case, the following rule holds 
good: if neuroses go atall over into schizophrenias, they usually 
do this ‘soon’, i.e. within a few years from the first examination 
and by no means in an equal distribution over decades of 
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observation. The more chronic and thereby consolidated a 
neurosis is, the less is the risk of it ‘tilting over’, as it were, into a 
schizophrenia. Seen as a whole, itremains like that: ambulatory 
neuroses are clearly and significantly distinguished from 
schizophrenias not only by their psychopathology, but also by 
their course and family constellation. 

Less clear is the situation as far as the psychiatrically 
hospitalized neurotics are concerned. In ever increasing num- 
bers investigators have proved here an increased probability of 
schizophrenic illness. This, at first glance, surprises nobody: 
from the start, one expects to find in hospital the more severe 
and in certain respects more acute and dramatic cases as 
compared with the outpatient clinics. The unexpected lies 
somewhere else: it has become clear, namely, that 
‘psychopaths’ or patients disturbed in their social behaviour do 
even much more frequently fall ill with schizophrenia than their 
socially non-deviating neurotic fellow patients. We shall deal 
with this finding again in the child-psychiatric section where it 
has its analogy. 

Less clear is the situation with regard to the morbidity from 
affective psychoses. That ‘neurotic’ depressions show 
recidivism into ‘endogenous’ ones is indisputable. The question 
remains, however, whether this perhaps means that the 
affective psychosis was not recognized in its first phase. 


Social prognosis 


This is somewhat more favourable in the ambulatory neuroses 
than in the hospitalized ones. The difference does not, however, 
impress one as massive. On the whole, the follow-up inves- 
tigators are rather surprised by the fact that in spite of the 
frequent chronic courses of neuroses permanent invalidity 
occurs relatively seldom—in any case incomparably more 
seldom than in the schizophrenias. As far as fitness for work is 
concerned, it has to be taken into account that the follow-ups of 
most probands fell into periods and countries in which there 
was full employment and labour shortage. Though the need for 
treatment, for sickness leaves and hospital stays is on average 
increased in the neurotically ill, it does not reach a proportion 
which necessitates termination of employment. In any case, 
there can be no talk of a general occupational decline in 
neurotics if measured by their schooling and original position. 

Moreover, also in other aspects of social life which depend 
less on the situation in the labour market, the fates of neurotics 
impress generally as less conspicuous than expected, Thus 
frequency of marriage and fertility are either not at all or, little 
increased—depending on the group under scrutiny—and the 
rate of divorce is mostly not increased. It is obvious that this does 
not necessarily mean an average level of family happiness. On 
the contrary, marriage and parenthood become for the neurotic 
as well as for his or her spouse and later for the children a source 
of severe suffering. Whoever has done careful follow-ups of 
neurotics, is protected from the temptation to set therapeutic 
hopes (in the case of an unmarried patient) on marriage and 
even more so from suggesting this hope to the patient and the 
persons surrounding him. 

Even so, the fact remains that neurotically ill persons even 
when they do not reach a cure, are in the long run much less 
distinguished in their external social adaptation from the 
average population than schizophrenics, and this in a way that 
in all countable characteristics they lie far nearer to the average 
than to the schizophrenics. As far, however, as the uncountable 
characteristics and the non-measurable factors are concerned 
(to which belongs the suffering) the situation is perhaps different 
as will be shown later on. 
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The tendencies as to course of illness in various 
neurotic syndromes 


Hysterical symptoms 


These usually appear only during a few weeks to years and do 
not appear in the same form any more. For the patients this, in 
most cases, does not however, mean a definite cure, but the 
transition to or—after a ‘free’ interval—the relapse into all sorts 
of stubborn depressive organoneurotic or other neurotic com- 
plaints. 


Neurotic depressions 


By contrast, neurotic depressions have much rather the 
tendency to repeat themselves in the same form in the course of 
life, particularly in the case of hospitalized patients. In this 
context, the serial follow-ups in attempted suicides are of 
interest. One cannot be but impressed by the favourable 
prognosis of suicidality: repeated attempts are by no means the 
rule. Complete suicides occur rather rarely and the majority of 
patients are grateful for being saved and subsequently being 
helped. These findings provide the main argument in the fight 
against the time and against recurring public opinion that 
nobody has the right to hinder those tired of life from departing. 
The suicidal ones give the answer themselves: they want their 
appeal to be heard and almost all of them want to live on. 


Neurasthenias, hypochondrias, anxiety neuroses, phobias and 
compulsive neuroses 


These can here be described collectively in spite of their 
phenomenological diversities, insofar namely, as they all show 
the same tendency to courses which in form are from 
chronic-uniform to flat wave-like, in contrast to the hysterical 
and depressive syndromes with their, in most cases, distinctly 
phasic, intermittent courses. Where a hypochondria appears to 
take a phasic course, this form of curve usually comes mainly 
from the ‘concomitant’ depression, though often it deserves to 
be called the ‘basic’ one. The same holds good for the other 
above mentioned syndromes, particularly for compulsions. 


Impotence 


This can be associated, not only on account of its phenotype, 
but also on account of its course, most easily with the 
neurasthenic syndrome: it shows in those cases which reach the 
psychiatric outpatient clinic only little tendency towards cure. 
To be sure, one has to consider that the symptom has for the 
patient, at least unconsciously, often more the importance of a 
protection from contact than the character of an affliction and 
that the initiative for treatment more often comes from the wife 
than from the patient. When both partners do not come for 
advice, the patient alone often lacks the real motivation for cure. 


Transition into physical illnesses 


Anxiety neurotics, cardiac and circulatory neurotics do not 
even after decades show any tendency to ‘organ fixation’ as in 
the form of increased morbidity as regards hypertension, angina 
pectoris or myocardial infarction to any other illness or 
premature death. This finding came as a big surprise to the first 


follow-up investigators. It is indeed interesting from the 
psychosomatic point of view that neurotic anxiety lasting 
decades does not produce physical illness. 

Quite different is the state of affairs in the field. of the 
functional ailments of the alimentary tract. Here frequently in 
the course of the follow-up gastric and duodenal ulcers appear 
which originally could not be demonstrated by careful ràdio- 
logical investigation. 


Neurotic residual states 


These are long-lasting changes of personality make-up which 
remain after the fading out of emotionally and symptomatically 
more turbulent periods of illness. They are characterized by a 
decrease in energy and resistance and often also by irritability 
and mannerisms. As there are naturally fluid transitions to 
chronic neuroses, estimations of frequency are risky. What is 
certain is, that after observations lasting decades, they are not 
rarities nor phenomena of old age. From the psychodynamic 
point of view they might be ‘sparing’ tendencies in defence 
against anxiety. 


Influences of life epochs and life tasks 


Puberty has statistically and surprisingly so far not proved to be 
a specific period forthe release of neurotic syndromes, neither as 
far as primary manifestations nor exacerbations are concerned. 
This is evident from both anamnestic and serial catamnestic 
investigations. This by no means implies that puberty is not a 
time of heightened suffering for the neurotic youth. This 
suffering is, however, more an understandably reactive and so 
to speak ‘normal’ one. The frequency peak for manifestly 
neurotic first illnesses falls for women into the third decade of 
life. In the climacterium no further peak seems to follow—con- 
trary to some expectation. 

Apart from innumerable vicissitudes of fate it is most of all 
marriage and parenthood which can lead to long-lasting 
deteriorations. Looking at the totality of life, however, itremains 
an impressive fact that neuroses incomparably more rarely than 
schizophrenias lead to deleterious deteriorations. Old age often 
brings a certain gaining of distance from the symptoms and a 
mitigation of suffering. 


General rules applying to courses of neurosis 


These can be summarized as follows: (1) the ‘healthier’ the 
premorbid personality, (2) the more acute the onset of illness, 
and (3) the more dysphoric and turbulent the clinical picture, 
the more favourable is the prognosis both in respect of 
syndrome and personality—and vice versa. This is no more than 
a general psychiatric prognostic rule which may be valid for all 
not brain-organically caused psychic disturbances, in particular 
also for the endogenous psychoses. Though only partially 
verified so far, it has the character of a plausible working 
hypothesis. 

A further rule applying to courses is equally not one expected 
from the start: it can be called the ‘if at all—then soon’ rule. For 
the transition of neurosis into schizophrenia it has already been 
mentioned. It is, however, also valid for serious waywardness, 
for suicide, for cure—in brief, for anything that has the 
significance of a great turning point in fate. It just seems that the 
decisive inner and outer events of life are, at least for neurotics, 
but perhaps for human beings in general, clustered together in 
crises of a few years rather than being distributed over the 


whole life span. It is mainly in these periods of crisis that the 
patient reaches the psychiatrist. After vehement inner urgings 
and searchings a new balance is established within years so that 
thereafter there is little inclination to renewed upsurge, and less 
occasion, too, for psychic treatment. 


Follow-ups of child neuroses 


Here an important distinction is to be made between disturb- 
ances acceptable to the environment and sociopathic ones. 
The former group has a similarly favourable social prognosis as 
has already been described for the adult neurotics, whereas the 
suffering from the syndromes, again in analogy to the adults, 
frequently proves to be a lasting one. Also the socially disturbed 
children and adolescents often suffer, apart from their way- 
wardness, from additional though inconspicuous neurotic 
disturbances of an anxious and depressive kind. They are, 
therefore, by no means ‘robust’. Their external showing in life is 
toa high degree and with distressing frequency a bad one. From 
such sociopathic disturbances one does not ‘grow out of 
oneself’—this is stressed by several authors independently from 
one another. 

With regard to both groups, those ‘amenable to the environ- 
ment’ and the ‘sociopathic’ ones, investigators are impressed by 
the type constancy of the disturbances: children in accord with 
their environment seldom slip up later asocially and sociopathic 
children do not later become more neurotic because they were 
already—particularly if they succeed in adapting themselves 
and becoming stabilized. ‘External socialization’ therefore, 
does not entail neurotic ‘repressive symptoms’. Also to such 
favourable turns the same rule applies as quoted for adults: ‘if at 
all—then soon’. 


Therapeutic questions 


Very extensive and careful serial follow-ups have shown that 
the courses of neuroses intensively treated by psychotherapy 
are more favourable than those with little or no treatment. Ata 
closer look, however, itturns out that among those patients who 
can be induced to have intensive psychotherapy and persist 
with it, there are many with more favourable spontaneous 
prognostic characteristics (according to the three criteria 
mentioned before). 

These statements are only to indicate the considerable 
methodical difficulties which stand in the way of the statistical 
evaluation of success with psychotherapeutic methods. The 
latter do not depend on the physician alone, but can come 
about by the utilization of those of the patient's powers which 
have remained healthy. All this does not prevent the follow-up 
investigator from realizing time and again the subjective and 
objective help given by psychotherapy. : 

Worthy of consideration are findings according to which 
intensive psychotherapies occur in mildly ill patients rather than 
in severely ill ones, in acute cases (contrary to Freud’s aspirations 
and hopes) rather than “in chronic ones, and in persons 
belonging to the upper social classes rather than in those 
belonging to the lower ones. It can be proved in these matters 
these tendencies do not only arise from the doctor and his 
practice of using indications, but at least just as much from the 


NEUROSIS, LONG-TERM 331 


customs and life styles of the population. 

This being the situation the doctor has to strive so that the 
number and density of outpatient treatment facilities for 
neurotic patients are increased so that fewer and fewer of them 
remain excluded, either by ignorance or distance, from 
adequate facilities for help. 


Concluding remarks 


The public has expected from doctors the art of prediction for 
just as long a time as the art of healing. The progress in the field 
of helping neurotic patients compared with the facilities our 
ancestors had seems to be evident to me personally. The 
progress in the art, or rather technique, of prognostication | find 
as a scientist convincing. Do find the same when confronted as 
a doctor with the individual patient? The answer to this question 
happens to be less unequivocal. Patients and their relatives do 
not want me to give them statistics nor do they want to hear what 
is valid ‘on the average’, what they wantto know is whatis going 
to happen to them personally. Can | help them with information 
about that? 

This question can neither be answered unrestrictedly in the 
affirmative nor generally in the negative. Be that as it may, to 
most neurotic patients one can, when they ask, answer that in 
them the probability of a mental illness, of a physical illness or of 
social decline is not greater than the probability of a road 
accident is for anyone. This, in print, is a weak consolation, but 
is better than nothing. On the other hand, the physician who 
knows the chronicity of most of the psychoneurotic syndromes, 
will judge the prospects of cure in case of treatment not with as 
much optimism as he used to in the ‘pre-follow-up’ era. 
Nevertheless, in no aspect of life is it wrong or deceitful to base 
the hope of the individual on what only the minority of 
comparable fellow men can achieve. 

The prognostic rules so far established can give the doctor the 
affective impetus and intellectual motivation for a thorough 
psychopathological examination of the individual case. The 
supplementation of the individual psychodynamics by the 
‘classic psychopathology’ harbours in itself a therapeutic 
element. Apart from that, the therapist can make use today ofa 
better founded concept of the ‘critical years’. It is then an 
obvious thought that it makes a far-reaching difference whether 
someone has to find his way alone through his crises in life or 
whether an expert is there to help him. 
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Neuroticism 


H. J. EYSENCK 


The term ‘neuroticism’ is widely used by psychologists to refer 
to a personality type which is predisposed to develop neurotic 
symptoms under even relatively mild stress. The relation of 
‘neuroticism’ to ‘neurosis’ is roughly that of diathesis to illness, 
genotype to phenotype; a person high on ‘neuroticism’ may not 
succumb to neurotic disorders of any kind provided he is not 
exposed to undue stress, but he is more likely, all other things 
being equal, to do so than would a person low on ‘neuroticism’. 
Other terms are sometimes used instead of neuroticism; thus 
Burt speaks of ‘emotionality’, and Cattell of ‘anxiety’. Fre- 
quently the abbreviation N is used, instead of the full word. 
Neuroticism is a ‘type’ concept, in the sense that type is 
supraordinate to trait, and is conceptualized in terms of the 
observed intercorrelations between several traits; there is no 
suggestion that people are either high or low on N, without any 
intermediate gradations. The evidence suggests that N is 
distributed fairly normally in the population. Some of the traits 
which correlate and make up the type concept are moodiness, 
anxiety, unhappiness, proneness to worry; in addition 
psychosomatic symptoms are frequently reported by high N 
subjects. 

The concept of neuroticism receives its main support from 
factor analytic studies of the intercorrelations between answers 
to personality inventories, or between ratings made of personal- 
ity traits of people closely observed over a period of time. These 
intercorrelations almost invariably disclose a sizeable factor 
identifiable as N, having high loadings on questions or ratings 
relating to the traits mentioned at the end of the last paragraph. 
The first to discover this clustering of traits was Heymans, a 
Dutch philosopher and psychologist, in the first years of the 
twentieth century, and many other students of the subject have 
since replicated his finding; a review will be found in The 

~ Structure of Human Personality by H. J. Eysenck. 

Neurotics, as might be expected, tend to have high N scores 
on specially prepared personality inventories which measure 
this dimension of personality with high reliability; psychotics do 
not have particularly high N scores on the whole. Convicts and 
prisoners resemble neurotics in having high N scores. Success- 
ful treatment lowers the N scores of neurotic patients, although 
even after treatment scores are still likely to be above average. 

As suggested in the first paragraph, N is conceived as an 
inherited predisposition, and studies of monozygotic and 


dizygotic twins, brought up together and in isolation from each 
other, bear this out. There is a much greater similarity between 
monozygotic than between dizygotic twins, and those brought 
up in separation from each other are on the whole hardly less 
alike than those brought up together. Estimates of heritability 
vary widely, due to the differences in measuring instruments 
used, and their reliability, but 50 per cent is probably the lower 
bound of any reasonable estimate, and 80 per cent the upper 
limit. There is some evidence for directional dominance in the 
literature; intermediate degrees of N are dominant over extreme 
high and low scores, suggesting that very low N may not be as 
advantageous as mightat first appear. This fact may be related to 
the hypothesis that N acts as a drive; low N scorers may be 
somewhat lacking in drive, due to their low degree of emotional 
responsiveness. 

Neuroticism is,almost certainly linked quite intimately with 
the responsiveness of the autonomic system (particularly the 
sympathetic branch) and the visceral brain; there is evidence 
that this autonomic responsiveness is also subject to hereditary 
control. High N scorers tend to react more strongly than low N 
scorers, and their reactions tend to persevere longer, after the 
initiating stimulus has disappeared. The strong reactions of high 
N scorers may be obscured in experimental studies by the 
difficulties encountered in getting them down to a reasonable 
resting level; they already react to the whole testing situation by 
an autonomic arousal which leaves them little room to react 
strongly to the specific experimental stimulus. Neglect of this 
‘law of initial value’ may mislead experimenters into conclud- 
ing that high N scorers are in fact underreactive; this is an error 
of interpretation. 

Neuroticism can be measured along 3 main directions: (1) 
questionnaires, (2) autonomic reactions, and (3) behavioural 
indices. To these might be added (4) ratings; these are usually 
based on (3) above, and probably do not deserve separate 
mention. Another method of measurement widely used is (5) 
projective tests; these have not been found to be very reliable or 
valid, and their use is not now widely advocated. When made 
more objective and reliable, as for instance in ‘forced choice’ 
formats, they too may be subsumed under (3), above. The first 
two types of measures have already been discussed; an example 
of (3) would be eye-blink conditioning. Theory suggests that 
high N, acting as a drive, would multiply with the habit being 
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acquired, and thus facilitate performance. Spence has reported 
in several experiments that high N scorers do in fact condition 
more readily. Behavioural indices may be subdivided into (a) 
experimental laboratory studies, such as the above, and (b) life 
behaviour, e.g. fearful behaviour in social situations, etc. Itis the 
latter type of activity which gives rise to ratings of N. 
Neuroticism is of course only one dimension of personality, 
although an extremely important one. It combines with other 
dimensions to give rise to the diverse patterns of behaviour 
actually seen. Thus high N, combined with extraversion, gives 
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rise to hysterical and psychopathic behaviour. High N, com- 
bined with introversion, gives rise to dysthymic behaviour, i.e. 
anxiety and reactive depression. It is important to bear in mind 
this interaction of different dimensions; this explains the 
complexity of human behaviour, and the difficulties attending 
psychiatric diagnosis. Nosology usually proceeds in terms of 
categorical labelling; it is closer to reality to think in terms of 
intersecting dimensions, with each person having a position on 
each dimension. 


Noise and Man 


L.R. HARTLEY 


Noise can be defined as unwanted and unacceptable sound 
with reference to some criterion of the observer. The criteria are 
either the extent to which noise interferes with something the 
observer is doing, such as listening, talking, sleeping or 
working, or the extent to which noise is concerned with 
determining these criteria. Two reviews of recent research are 
by Burns (1968) and Kryter (1970). 

Airborne sound is transmitted by the movement of molecules, 
activated by some means. Molecular movement exerts pressure 
changes with respect to the normal atmospheric pressure. These 
pressure changes may be so small as to be unheard or so large as 
to cause vibration, The pressure changes in noise range from 
low frequency (a sonic boom) to high frequency (a jet engine). 
Frequency and intensity of noise are of equal importance in 
determining the criteria of acceptability. 

Most sources of intense noise are of a mechanical origin 
arising from aircraft engines, the petrol and diesel engine and 
motor vehicles, industrial machinery and the impulsive noise of 
gunfire. Non-mechanical noise may include other people’s 
speech. Measures of the magnitude of noise, are either physical, 
sound pressure and intensity, or include human assessments 
such as the annoyance, loudness, noisiness and number of 
noises. 

Sound pressure is measured by taking the root mean square of 
the pressure changes of the wave form. The unit of sound 
pressure level (spl) is the bel, a logarithmic ratio of the sound 
pressure of the noise to a reference pressure. These ratio units 
are, for convenience, usually divided into 10, giving the decibel 
(dB). Reference pressure is usually 2 x 10° N/m?. Sound 
intensity in watts is a ratio of the pressure change and the 
impedance of the air. 

Sound level pressure is measured by the sound level meter, 
specified by the International Electrotechnical Commission. 
This may be used to measure the total spl of the noise spectrum, 
or noise spl in each whole octave or one-third octave band of 
the noise may be measured. The meter is equipped with three or 
four scales (A, B, C, and D) weighted to take account of the 
sensitivity of the ear for different frequencies, relative to 1,000 
Hz. The A scale provides the least response at frequencies 
below 1,000 Hz, whereas the C scale is substantially linear. 

The perceived loudness of noise depends upon its frequency. 

Contours relating the frequency of a note, and its sound 


pressure for constant loudness compared to a 1,000 Hz 
reference, have been drawn up by the International Standards 
Organisation. The scale of loudness uses the phon as the unit, 
where the loudness of a sound in phons is the spl of a 1,000 Hz 
tone judged to be the same loudness. A way of predicting 
loudness has been developed by Stevens (1961) for evaluating 
the total loudness of broad spectrum noise. The reference or 
loudness index of 1, is an octave band 600-1200 Hz at 34.5 dB. 
In this procedure octave band spl analyses of the noise are 
made, and these spl’s are converted into the loudness index of 
Stevens. Loudness in phons can then be calculated from the 
loudness index. 

Another similar and frequently used method of predicting the 
perceived loudness of noise, uses the perceived noise level, 
with the perceived noise decibel (PN dB) as its unit. The method 
yields contours of equal noisiness, as compared with a 
reference noise designated one noy. Octave band spl analysis of 
the noise is carried out and the spl values converted to noys. 
Noys are then combined to yield a total perceived noisiness 
which can be converted to PN dB. The value of being able to 
predict the perceived loudness and noisiness is that it enables us 
to judge how loud, annoying or noisy, on average, a sound is for 
large numbers of people, without asking them. This is of obvious 
importance near airports and in industry. 

As well as devising means of predicting perceived loudness 
and noisiness, a number of attempts have been made to 
establish maximum permissible noise levels for work and home. 
The most commonly used system is the Noise Rating curves 
(NR) of Kosten and Van Os. These curves consist of specified spl 
values at octave bands ranging from 31.5 to 8,000 Hz and each 
curve is given a Noise Rating value corresponding to spl at 
1,000 Hz. As in loudness and perceived noise levels, the curves 
take into account the greater annoyance of high as compared 
with low frequencies. In this system, an urban bedroom would 
have a recommended night-time NR of 30, corresponding to 
about 58 dB at the octave centred at 63 Hz and falling to 24 dB 
at the octave centred at 8,000 Hz. 

So far the scales mentioned do not take into account the 
number of exposures to noise that the person is willing to 
tolerate. This particular point is of great importance to people 
living near airports, and a composite scale taking into account 
noise level in PN dB and number of occasions it occurs, is the 
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Noise and Number Index (NNI). This scale was derived by 
asking a large number of people living near an airport, who 
were exposed to different numbers of aircraft per day at different 
PN dB levels, to rate the annoyance of the noises. The results 
showed that subjective annoyance was directly related to PN dB 
for the number of aircraft heard; raising the noise of the aircraft 
by 9 PN dB was equivalent to quadrupling the number of aircraft 
heard. These findings were incorporated in the NNI formula 
with the result that the annoyance experienced by people can 
be predicted from a knowledge of the number and PN dB of the 
aircraft heard (McKennell, 1963). Similar indices of annoyance 
have been formulated in other countries, including the Compo- 
site Noise Rating in the USA, and for other nuisances such as 
traffic (Traffic Noise Index). 

Any level of noise can interfere with the ability to hear both 
verbal and non-verbal information. This condition is known as 
masking. Masking mainly depends on the relative intensity and 
similarity in frequency of the noise and information. But the 
extent of masking is also affected by broad band as compared to 
pure tone noise and at high intensities of noise spreads upwards 
above the frequency of the noise. In the case of speech spl is 
usually determined by taking a long-term constant reading, or a 
weighted average of the spl of each word. Speech levels vary by 
as much as 30 dB during talking, so that masking may be more 
or less effective in the course of a conversation. Because a good 
deal of self-generated speech is heard through bone conduc- 
tion, people do not increase their speech level in noise as much 
as they need to. 

The ‘understandability’ of speech in noise is assessed by 
measuring intelligibility (the meaning of the speech) or articula- 
tion (the reception of individual speech sounds or phonemes). 
Intelligibility is not only affected by the ratio of speech spl and 
noise spl (signal to noise ratio), but also by the nature of the 
information conveyed. The more improbable the words or 
sounds in the message, the more effect the masking noise has. 
The effect of noise on speech is to increase the confusions and 
substitutions between similar sounding speech components. 
Intelligibility is also affected by the spectrum of the noise, since 
different parts of the total speech spectrum are of different 
importance, and also because the speech spectrum falls off at 
about 9 dB per octave above 5,000 Hz. 

A number of attempts have been made to predict speech 
intelligibility from the physical characteristics of the speech and 
noise. One, the Articulation Index (Al) is derived from the 
difference in dB of speech and noise at 20 frequency bands 
found to contribute similarly to the understanding of speech. 
Simplified versions of Al have been proposed using only 5 
frequency bands and taking the weighted average of the 
difference in dB ateach band. The weighting reflects the relative 
importance of the bands to intelligibility. A version using only 3 
octave bands, the Speech and Interference Level (SIL) based 
upon a constant Al at various different distances from the 
speaker has been devised. Important points about the methods 
of predicting intelligibility are that the applicability of the 
method in different conditions is strictly specified. Otherwise 
direct speech intelligibility tests are needed. 

Exposure to intense noise leads to both temporary loss of 
auditory sensitivity (temporary threshold shift—TTS) and per- 
manent loss (noise induced permanent threshold shift—NIPTS). 
The loss of sensitivity is assessed by audiometry involving the 
presentation of one-second bursts of tone at any of 8 possible 
frequencies. The intensity of the tone burst is progressively 
reduced in 5 dB steps until an intensity is reached at which the 
listener detects the presence of the tone on 50 per cent of the 
presentations at a given intensity. The tones are presented to the 
listener over precisely specified earphones to each ear in turn. 
Hearing loss is assessed against an agreed standard level of 
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hearing, so that a meter reading on the audiometer of 0 dB 
represents no loss relative to the standard, but a reading of 5 dB 
represents such a loss. This apparatus and technique is the 
subject of a number of British and international standards. 

In assessing any hearing loss due to noise, the age of the 
person needs to be taken into account since the standard level of 
hearing is specified for a young population, and there is a good 
deal of data to show that hearing ability does decline with age. 
There is a progressive loss of sensitivity with age and this loss is 
greater for high than for low frequencies. 

TTS after exposure to noise has been extensively investigated 
both for its own interest but in particular with a view to 
predicting the NIPTS after long exposure to the same noise. TTS 
is estimated by determining the auditory thresholds before and 
at some specified interval after, exposure to the noise. Mag- 
nitude of TTS increases with intensity and duration of the noise 
exposure. As intensity is increased so TTS increases slowly until 
at levels above about 90 dB, TTS increases more rapidly. The 
relationship between TTS and exposure duration is logarithmic. 
The duration of recovery from TTS is determined by the 
magnitude of the initial TTS, and recovery from moderate TTS 
proceeds quickly at the start and then more slowly. Although at 
low levels of noise intensity maximum TTS occurs at the 
exposure frequency, at higher noise levels maximum TTS 
occurs at a frequency one-half or one octave above exposure 
frequency, although spreading widely on either side of the peak 
shift, Magnitude of TTS is directly related to the frequency of the 
exposure noise. 

NIPTS has been found to be quite similar in its characteristics 
to TTS. Studies of NIPTS are usually made in persons who have 
been exposed to intense noise in the course of their employ- 
ment, NIPTS has been found to depend on intensity of noise and 
frequency in a similar way to TTS. NIPTS at 4,000 Hz occurs 
rapidly over the first few years of exposure to noise, and then the 
rate of hearing loss at this frequency slows down. NIPTS 
increases more slowly at lower frequencies but after many years 
exposure may approach the loss at 4,000 Hz. Proposals to limit 
the damage caused by noise in different environments include 
the Noise Rating Contours, Estimated Damage Risk Level and 
Composite Damage Risk for long exposures (Kryter, 1970), 

The way in which a high spl of noise affects performance has 
been investigated by requiring people to perform a variety of 
simple tasks accompanied by either loud bursts or continuous 
noise. Much of this work is reviewed by Broadbent (1971), and 
Poulton (1970). Bursts of loud noise have been found to disrupt 
briefly the intake of information but not the processing of the 
information. The intensity of the noise is important in this 
respect but also an increase or decrease in a steady noise that a 
person has grown used to disrupts performance for some 
minutes. The size of the change in noise level is of importance 
here. Bursts of noise may also improve performance during a 
prolonged task of watching for occasional visual signals on a 
display. Continuous loud noise may also bring about some 
improvement in the ability to detect occasional signals on a 
prolonged task, but generally continuous loud noise reduces the 
number of signals found when there are a number of places in 
which the signals can occur. Using a task in which people are 
required to make a series of responses to each of five lights for up 
to 30 minutes, ithas been found that continuous noise of 100 dB 
causes more errors and pauses to be made in the task. If people 
are given an incentive, then the adverse effect of noise is 
increased. Performance at this test after loss of sleep reduces the 
adverse effect of sleep loss. Similarly the reduction of loud noise 
in the factory has been found to reduce the number of 
breakages, equipment shutdowns and also the number of errors 
made. In a task similar to driving a car, in which people were 
required to detect signals, loud noise increased the attention 
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paid to probable sources of signals atthe expense of improbable 
sources. Noise seems to narrow attention. Noise can produce 
some improvement in performance, but the effects of bursts and 
continuous loud noise are normally adverse. 
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Nursing, Psychological Aspects of 


J. HAYWARD 


A large number of occupations draw upon the results of 
research from one or more scientific disciplines; nursing is no 
exception to this. Whether or not nursing can be regarded as an 
applied science depends largely upon the way science is 
conceptualized by the reader, a discussion outside the remit of 
this article. However, it is clear that for a considerable time 
nursing has drawn upon sciences such as anatomy, physiology 
and pathology in order to understand basic physical processes 
relating to patient care. But although care of almost the entire 
range of human needs has long been an intrinsic part of nursing 
practice, the deliberate introduction of psychological concepts 
per se is comparatively recent. Even today, some psychologists 
feel that their subject is not adequately represented in nurse 
education and, just as importantly, that psychology is not 
always taught to nurses by the most appropriate people (Bull. 
Br. psychol. Soc., 1974). What emerges from this brief overview 
is that the provision of an appropriate social and psychological 
environment for patient care is seen increasingly as a nursing 
responsibility, a role for which adequate and appropriate 
preparation seems essential. This was well recognized by the 
Report of the Committee on Nursing (1972) which states: 

‘The prescription of an appropriate social context for treatment is a 
major nursing skill which makes practical competence in social 
ee no less important than expertise in aseptic techniques’ (Para 

Toacertain extent nursing has utilized psychological findings 
in an opportunistic and somewhat indiscriminate manner. Butit 
could be argued that the wide range of activities which are 
carried out under the umbrella term of nursing has made this 
inevitable; activities which include the monitoring of electronic 
displays in intensive care units, through to individual or group 
psychotherapy at the other pole. In consequence, whilst 
psychological research into vigilance and monitoring 
behaviour may influence not only the design and operating 
characteristics of the visual displays but also human factors such 
as efficiency of observation and observer reliability; theories 
and findings in group dynamics will certainly influence ways in 
which group behaviour is interpreted. 

A point worth mentioning is that the historical development 
of psychology itself has closely affected ways in which its 
findings have influenced both nursing and medical activities. It 
is generally accepted that psychology has developed along two 


fairly distinct and to some extent separate pathways. The 
increased interest in biological sciences which was such a 
feature of the nineteenth century, evoked in psychologists of the 
time a desire to identify and measure parameters of behaviour in 
just such a way as the physiologists were describing bodily 
functions. These early workers tended to adopt the methods 
used so successfully by the physical sciences (with notable 
exceptions such as the Wirzburgers), performed much of their 
research in the universities, and were typically known as 
experimental psychologists. 

Meanwhile, in the latter part of the nineteenth century, 
progress had been made towards the identification and 
treatment of mental illness; but whereas physical medicine 
could draw heavily upon the biological sciences for much of its 
background principles, psychiatry found little in the experimen- 
tal psychology laboratory that was of immediate use; rather 
were the theories of Freud and his associates seen as a more 
useful basis for psychiatric practice. 

Although these two mainstreams of psychology are still 
apparent, rather more diffuse areas of ‘overlap’ have emerged. 
For example some new treatments in psychiatry effect a 
rapprochement. It may therefore be useful to view psychology 
as providing a variety of different approaches to the understand- 
ing of behaviour, rather than as a homogeneous discipline 
utilizing standard methods; a state of affairs offering certain 
advantages to applied fields. 

It is perhaps inevitable that changes occurring within the 
discipline of psychology will be to some extent mirrored in 
those professions using its findings in an applied fashion. 
Medicine, teaching and nursing are illustrative of this; teaching 
perhaps most clearly, with changes in ideas concerning the 
psychology of learning being closely reflected in both the 
education of teachers and their subsequent practice. Psychiatry 
has undergone frequent modifications resulting in ‘new 
approaches’; this in turn has usually affected nursing practice. 
The traditional reliance of nursing upon medical views and 
attitudes is important. To a certain extent, situational determin- 
ants make this inevitable, but until recently little evidence exists 
for the development of independent (or indeed collaborative) 
policies of nursing practice. Reasons for this are complex and 
beyond the scope of this article, but two are worth mentioning. 
Firstly the post-Nightingale ethics of obedience and subservi- 
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ence, and the almost inevitable result of these attributes; lost 
educational opportunities including the almost complete sep- 
aration of nursing and higher education. The latter point is a 
crucial one, for without access to higher education research into 
nursing was severely hampered (if not impossible) owing to 
prevailing ideas that research was essentially a post-graduate 
activity. 

To say that psychiatry has been more influenced by psychol- 
ogy than general medicine or surgery is stating the obvious. 
Correspondingly, psychiatric nursing has largely possessed a 
greater intrinsic psychological content than general nursing. It 
will be argued later that there are signs that these differences are 
becoming less marked and that several key areas of nursing are 
routinely utilizing the findings of psychological research in 
everyday practice. 


Psychiatric nursing 


With rare exceptions those caring for the mentally ill in the early 
days of this century adopted a largely custodial role. Patients 
were admitted to institutions for protection, either of themselves 
or of society. Consequently mental hospitals of the time were 
organized with these functions in mind; often incorporating a 
large measure of military tradition and possessing many of the 
characteristics of total institutions. 

In spite of these deterrents, the Royal Medico-Psychological 
Association (RMPA) acted as a central examination body for 
mental nursing and from 1896 to 1951 recommended lectures 
and set papers.in this subject (some of which included elements 
of psychology). Scrutiny of old RMPA examination papers 
shows that candidates were required to produce rather descrip- 
tive answers relating to specific physical or mental disorders as 
well as a smattering of psychological definitions usually learned 
by rote from McDougall (1908). 

With the advent of the General Nursing Council the RMPA. 
was gradually replaced by the Registered Mental Nurse (RMN) 
syllabus and examinations and set its last papers in 1951. From 
these times, the RMN syllabus shows a gradual increase in 
psychological content, but some psychologists remain uncon- 
vinced that the precise nature of the content had ever been 
really thought through from basic principles. In addition, the fact 
that until recently few mental hospitals possessed a psychology 
department resulted in the majority of lectures being given by 
non-psychologists; mainly psychiatrists or nurse-tutors, 

During the first half of this century textbooks on psychiatric 
nursing reflected current attitudes towards mental illness and 
contained most of the theoretical content required to succeed in 
the RMPA examinations. The RMPA commissioned its own 
book—the famous ‘Red Handbook’—whilst other textbooks of 
psychology written for nurses began to appear. As would be 
expected, these textbooks largely reflected the psychodynamic 
approach to mental illness current in the 1920s, 30s, and 40s. 

Further encouragement to those who considered that 
psychology had something to offer nursing was given by the 
University of London, which included papers in psychology for 
both the Diploma in Nursing and the Sister-Tutors’ Diploma. 
Some of the tutors who completed such courses returned to their 
hospitals possessing a considerable knowledge of psychologi- 
cal concepts and methods. 

Psychology then was gradually making an impression on 
nursing education; but it might be argued that the proof of the 
pudding lies in the eating, that is, how did nurses subsequently 
apply their newly acquired psychological knowledge to every- 
day practice? This question is always a dificult one to answer 

where professional activities are concerned. As in the case with 
most applied teaching, little real evaluation has taken place of 


the precise influences on practice which can be directly 
attributed to psychology. Again, although a student's know- 
ledge of psychology can be tested by formal examinations, this 
is hardly merited in basic education at present, and in any case 
evidence is sparse that the passing of written examinations is a 
reliable index of job performance in nursing. 

Inaddition to their general therapeutic activities, some nurses 
have been more directly involved in therapy. Psychotherapy, 
that is treatment given on the assumption that an underlying 
‘force’ or ‘complex’ is causing neurotic symptoms, was the main 
approach in treating neurotic disorders in the first half of this 
century. Although the great majority of psychiatric patients 
received little direct treatment in a curative sense, the concept 
ofa ‘cure’ for neurosis was widely discussed. As Freudian theory 
focuses the source of disturbance within the individual, 
individual psychotherapy was seen as the optional choice of 
treatment. Nurses who exhibited a flair for this approach were 
sometimes given opportunities to develop a more definite 
treatment role (under medical supervision). It is quite-possible 
that this was not uncommon, but the fact that until recently few 
nurses put pen to paper makes evidence elusive. 

With the neo-Freudian influences, the emphasis in psychiatry 
changed so as to encompass the influence of social conditions 
as contributory factors to mental illness. Failure of the socializa- 
tion process was now seen as important when discussing 
neurosis. Additionally, individual psychotherapy in groups 
gained support in the post-World War Il years. Although most 
groups were originally led by psychiatrists other staff such as 
psychologists, nurses, and chaplains became involved. Notable 
contributions have been made by nurses ïn this type of 
treatment especially for alcoholic and personality-disordered 
patients. 

In recent years substantial changes in fundamental attitudes 
to mental illness have occurred. Few people of any discretion 
talk widely of cures; rather is the emphasis on maintaining the 
individual in his own environment and having services on hand 
for support during possible crises. Greater investment in 
community care resources is one consequence of this and social 
psychology, with its research into social behaviour, roles, 
norms and human communication has provided helpful 
insights. Nowadays, the psychiatric nurse is not only involved 
with patients within the hospitals, but also monitors her 
patients’ progress after discharge. As a variation of these 
follow-up duties, other psychiatric community nurses are based 
with primary care teams and assist in the identification and 
treatment of the mentally ill at source. 

The advent of psychology departments, which by now are 
found in almost all psychiatric hospitals, has contributed to a 
rather more questioning and rigorous approach to psychiatric 
diagnosis and treatment. Additionally, research carried out 
originally in the psychological laboratory may now be seen 
directly affecting treatment of the mentally ill. One of the most 
interesting aspects, and incidentally, one which depends very 
largely upon an effective nursing contribution involves the 
introduction of ward regimes based upon operant conditioning 
principles, often called token economies. 

Based largely upon the psychological research of Skinner and 
his associates, the fundamental principle of operant techniques 
is that behaviour is governed by its consequences. If these 
consequences are rewarding to the individual (positive rein- 
forcement) it is more probable that the behaviour will be 
repeated than if the consequences are unpleasant (negative 
reinforcement). To the psychiatric nurse who recalls practice in 
the 1950s, this approach has a familiar ring to it, being 
reminiscent of the ‘habit training’ regimes which were widely 
used in the attempted rehabilitation of long-stay patients. By the 
establishment of ‘habits’ such as washing, dressing, hairbrush- 


ing and the like, it was hoped that patients would eventually do 
these things by their own volition and in a fairly automatic 
way, with a consequent improvement in general condition and 
saving of nursing resources. Some of these habit training 
schemes were organised on a highly systematic basis and used 
reinforcements in the form of extra sweets, tobacco and other 
privileges. Although in some cases followed by moderate 
success most of these schemes fell into disuse by about 1960, 
mainly for 2 reasons. Firstly the habits failed to stick; secondly, 
staff grew weary of operating the regimes whose rigidity made 
them unpopular with nurses, and let them lapse. Evidence is 
hard to come by, but it is conceivable that a greater knowledge 
of the parameters of reinforcement might have produced more 
lasting results, whilst the effects on staff engaged in the training 
seems largely to have been ignored. 

Modern token economy schemes have usually been a 
collaborative effort on the part of psychologists, psychiatrists 
and nurses, and have provided considerable insights into the 
usefulness of these methods with the long-stay mentally ill or 
mentally handicapped patient. This kind of approach is not 
limited to these 2 groups, but also includes areas like speech 
training, rehabilitation of physical handicap, and attempts to 
introduce more acceptable standards of social behaviour in the 
maladjusted and anti-social. 

The amount of nursing involvement in operant programmes 
varies with the situation, size and scope of the project. In those 
cases where entire wards are used, the operant schedules may 
be exceedingly complex, and are usually worked out by the 
psychologists involved, the major nursing function being to see 
that these schedules are adhered to in the day-to-day running of 
the scheme. For this to be carried out effectively, training is 
required and although to date this has been largely undertaken 
at the local level, there is evidence of interest in a national 
training scheme for nurses interested in these programmes (Joint 
Board of Clinical Nursing Studies). Token economy schemes 
are fairly widespread in the United States where specially- 
trained nurses often take full responsibility for the planning and 
running of such activities. 

Although not without problems if extrapolation is attempted 
from a very controlled environment, token schemes show a 
direct influence of psychological research upon psychiatric 
nursing practice. Very importantly to the other professionals 
involved, evidence is accruing that unless nurses who are 
involved in token programmes are sufficiently well informed 
and interested any chances of success may be seriously 
prejudiced. 

The above discussion has concentrated largely upon 
psychiatric nursing, but let it not be thought that this is the only 
area of nursing where operant methods are applicable. In caring 
for the mentally handicapped, token programmes may help 
patients to develop higher levels of self-care, thereby releasing 
valuable nursing time for the organization and participation in 
social and educational therapy so importantin this area of care. 

For some time, attention has been drawn to the importance of 
reinforcement in general nursing care. It is acknowledged thata 
wide range of social behaviour such as speech, smiling, 
eye-contact and touch are important and central strategies in 
the process of nursing care, and yet these powerful agents have 
not received the attention from researchers into nursing practice 
their importance merits. If nurses are asked to describe the 
characteristics of a ‘good’ patient the picture they draw is 
usually of a compliant person who quite happily abdicates his 
decision-taking to others, who acknowledges that doctors and 
nurses know best, and who perhaps above all is uncomplain- 
ing. It is therefore not surprising that nurses tend generally to 
reinforce these sorts of behaviours, but it is clear also that these 
behaviours are not always to the patient’s own advantage. In 
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fact, the post-operative surgical patient who fits the nursing 
stereotype of ‘good patient’ may, by virtue of inertia and 
quietude be more liable to complications such as deep venous 
thrombosis and pulmonary embolism. Evidence exists that 
wounds heal more quickly and with less complications in active 
patients of high morale, and that such patients may be ready for 
discharge home earlier. From this it follows that nurses should 
utilize principles of reinforcement to encourage activity, 
independence and participation in decision-taking in their 
patients, even at the cost of a fairly radical change in nursing 
attitudes. At first sight, this may seem to suggest that such 
patients will be ‘harder work’ to nurse but the lowered 
incidence of complications may well recompense this. Similar 
strategies may help in the rehabilitation of orthopaedic patients, 
the physically handicapped and post-cerebrovascular accident 
cases. 

It is important that discretion be used when applying these 
techniques, as profound issues involving ethics and moral 
philosophy are raised by operant methods. If any doubts emerge 
as to the appropriateness of reinforcements for any particular 
patient, nurses should obtain a psychological opinion. The 
many problems and hazards which may arise out of treatments 
of this sort means that nursing must consider these wider 
implications in some depth, rather than leaving it to others. 
Typical questions which frequently arise and which should be 
aired and discussed involve issues such as, who should decide 
upon what is socially acceptable behaviour; how far should 
nurses be involved in the planning of reinforcement schedules; 
should, as in the USA, courses be set up to help nurses acquire 
proficiency in all aspects of operant treatment, or should they 
restrict their activities to operating schedules under psychologi- 
cal supervision? These, and many other pertinent questions will 
require the guidance of senior nursing personnel if the nurses 
role in operant treatments is to be clarified. Psychologists and 
psychiatrists for their part must realise that the attitudes of nurses 
can ‘make or break’ an operant programme, and that efforts far 
greater than the usual ‘putting them in the picture’ must be made 
if success is to be achieved. 

The above considerations quite clearly cast the nurse in a 
treatment management role, where treatment policies have 
been largely the responsibilities of other professionals. A 
different trend, the recently developed ‘nurse therapist’ scheme 
(Bull. Br. psychol. Soc., 1973) attempts to extend those 
responsibilities to include the planning and management of 
psychological tréatment for patients specially selected by the 
psychiatrist. To date this has restricted its endeavours to patients 
suffering from phobic disorders, conditions which allow 
controlled trials to be rather more reliably assessed than most 
other areas of psychiatry, and is still in the experimental stage. 
During nurse-therapist training, which lasts three years, 
psychological principles thought to underly phobic disorders 
are explored by the students and the bases of various 
behavioural treatments introduced. A gradually increasing 
stage of supervised practice follows, during which a steadily 
increasing responsibility for the planning and organization of 
treatment is taken by the individual nurses. One of the more 
important aspects of this scheme is the sound educational base 
which is laid before actual treatment is commenced. In 
controlled trials carried out on the success rate of nurse- 
therapists, there seem little discernible differences in patient 
recovery between nursing and psychiatrist groups when results 
from these two groups are compared. 

For the psychiatric nurse, these are just some instances of 
methods which originated in the psychological research 
laboratory and which are now directly affecting nursing 
practice. For nurses to become fully involved and recognized as 
valued team members has required interest and effort from 
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those concerned, but the long-term rewards for nurses could 
well include a wider range of experience and greater job 
satisfaction. 


Child care 


Although creating controversy, and at times polemics among 
most professional workers engaged in child care, Freud’s 
theories made comparatively little impression upon nurses. 
Both training syllabuses and textbooks gave a certain emphasis 
to ‘child psychology’ but only in the mostgeneral terms, tending 
to concentrate mainly on physical care; and as many children 
appeared to suffer few obvious difficulties as a result of 
hospitalization, possibly this seemed the right balance until well 
after World War Il. Most nurses caring for sick children were at 
this time (and still are) learners who are undergoing general 
nurse training and for whom psychology constitutes a very 
minor part of their theoretical instruction, although advances in 
child nursing practices were occasionally brought about by 
changes in paediatricians’ attitudes, and by those nurses who 
made it their business to keep abreast of new developments. 

A radical change was brought about by the considerable 
publicity accorded to the findings that the separation of a child 
from its mother or home environment for purposes of hospitali- 
zation, could in many cases result in profound psychological 
changes in that child. These findings were focused and given 
urgency by Bowlby (1951), who fired the imaginations of many 
nurses and health visitors with his descriptions of maternal 
deprivation and the possible ill effects which he thought could 
follow it. This trend was maintained and reinforced by a series of 
high-impact films on the effects of separation and hospitaliza- 
tion of children by James and Joyce Robertson. Films such as ‘A 
Two-Year-Old goes to Hospital’ have been very widely shown 
in nurse training schools, and their message was conveyed in a 
manner and style with which orthodox psychology textbooks 
could not hope to compete. The rapid relaxation of visiting 
hours in children’s hospitals and in children’s wards in general 
hospitals is often thought to stem directly from this work on 
maternal separation. 

The maternal deprivation hypothesis, like so many ideas with 
intuitive appeal has been at times in danger of becoming 
dogma, and psychology is indebted to the work of Schaffer 
(1972) and his associates who have contributed a great deal of 
empirical evidence concerned with attachment behaviour in 
children. It is unfortunate that nurses are taught in an almost 
entirely derivative manner a fact which inevitably slows the rate 
at which new findings can be incorporated into nursing 
practice. Schaffer’s findings that a child may readily form 
attachments to people other than its natural mother, and that a 
child may not suffer excessively from an enforced separation if 
substitutes can be found, could ease the anxieties of many 
children’s nurses to whom these issues present a perpetual 
source of anxiety. 

Psychological findings and theories occupy an important 
place in the education and practice of health visitors. Formerly 
almost entirely concerned with the well-being of children under 
five years of age, health visitors now undertake far wider 
responsibilities for health and social care which range from 
infants to the aged. 

At the present time it is interesting to note that as was the case 
with Freud, the work of Piaget, who is perhaps the leading 
present-day psychologist in the area of child development, has 
rarely filtered through into nursing education, although there is 
some evidence that this is less so in the care of mentally 
handicapped children where medical and educational services 
find a meeting ground. This recent tendency to view mental 


handicap as a social and educational rather than a strictly 
medical responsibility has had a beneficial effect on nursing 
practitioners, who now often form part of a team of professional 
people aiming at helping a child to realize maximum potential. 


Nursing education 


Although psychological findings have affected the thinking of 
general educationalists for most of this century, their impact on 
nursing education has been comparatively recent. However, 
over the past 25 years a considerable literature has accrued in 
the area of nursing education, particularly in the USA. The 
influence of psychology may be discerned in much of this 
literature, especially concerning innovations in teaching 
methods, in teacher/student relationships, defining the charac- 
teristics of those being taught, and in the investigation of nurses’ 
attitudes. 

The terms nurse training, nurse training school, and trained 
nurse, are still used colloquially among nurses, although the 
term training has for some time past been officially replaced by 
education. As is so often the case, the colloquialism remains a 
more accurate description of the way a nurse is prepared for 
registration and the educational path she treads en route. This is 
not to say that today’s conditions do not represent an advance 
on those of twenty years ago but there seems little doubt that 
they remain far from ideal. Although this is no place for a 
detailed discussion of why this state of affairs exists, the present 
difficulties are clearly related to the historical antecedents of 
nursing education which originated from what was essentially a 
practical training in bedside care with lectures from doctors and 
matrons, Almost all of nurse teaching is now carried out by 
qualified tutors, ward sisters, and clinical instructors, but the 
essential apprenticeship features remain, making the term 
‘student nurse’ something of a contradiction. 

In many points of detail however, educational psychology 
has made its presence felt, and style of teaching is one of these. 
Formerly based very strongly in ‘chalk and talk’, many 
departments of nurse education now use seminar and tutorial 
methods. To some extent there remains an important disti netion 
between nursing and general education: nurse teaching is 
based almost entirely on derivative material, that is, ‘this is how 
you must do it’ rather than ‘let us examine the alternatives’. This 
relic of old-style teaching is still found, and to some extent has 
its place at an elementary level. It does however, contrast 
sharply with trends in general education and the recent Report 
of the Committee on Nursing (1972). In spite of the general 
shortcomings, the recent Nursing degree courses, based in 
institutions of higher education provide an opportunity for a 
more source-based approach and usually include a substantial 
psychology course as part of their content. 

Programmed instruction is often seen as a direct psychologi- 
cal contribution to educational practices. In the form of both 
textbooks and teaching machines, programmed instruction 
finds a somewhat uneasy place in nursing education. In some 
ways these would seem to possess considerable potential for 
nursing students. The very mixed educational backgrou nds of 
the average group of students makes for difficulties in formal 
teaching, and in theory, programmed texts should help students 
learn at their own rate. However, the general literature On 
programmed instruction points to motivational and personality 
features which seemingly make this method unsuitable for some 
students. Psychology has also contributed useful information on 
style and effectiveness of learning, characteristics of memory and 
latterly the effects of natural or circadian rhythms on the learning 
process, all of which are important to nurses who may be studying 
during unconventional hours of duty. 


Considerable evidence has accumulated about the various 
attributes and characteristics of student nurses, greatly to the 
neglect of similar studies of trained personnel. Standard 
psychological tests (and in some cases special adaptations of 
these) have been used widely to examine the intelligence, 
personality, aptitudes, motivation, and attitudes of students, 
often in an attempt to cast light onto why almost half of them 
leave before completing their course and achieving registration. 
These test results have often been compared with the 
population at large, or with other professional groups, and very 
frequently with progress and examination results. Although 
meeting with some success, some of these findings are 
contradictory, others state the obvious. To say, for example, that 
cognitive tests will predict success rate in factual recall 
examinations is true of almost all students and is certainly not 
unique to nursing. Also, in spite of their general interest, these 
sort of findings are less use to the profession than might at first be 
thought, largely because of two assumptions; firstly, that it is 
assumed that the examination system in nursing uses appro- 
priate criteria (which many nurse educationalists would ques- 
tion); secondly, that cognitive test results can be related reliably 
to job performance in nursing (which all nurse educationalists 
would question). If these criticisms are accepted, then educa- 
tional psychology must join with other resources in relating 
selection to job-performance at the bedside. Of course this 
problem is shared by all professional groups and is certainly not 
confined to nursing. 

An appropriate attitudinal framework is of paramount impor- 
tance to any professional worker, and psychologists have made 
repeated attempts to investigate the attitudes of nurses, usually 
in a comparative manner. The attitudes of both nurses generally, 
and those working in various specialties have been researched, 
but in view of the considerable methodological problems facing 
attitude research in general, it is not surprising that the findings 
are asomewhat ‘mixed bag’; additionally, many originate in the 
USA which apart from specific instances obviously makes 
comparison with British nurses hazardous. Enough interest has 
een generated by the findings of this research to encourage 
urther work. For example there seem considerable attitudinal 
differences between general and psychiatric nurses in the 
United Kingdom, and perhaps even more interesting, the 
findings by Goffman in America that nurses caring for dying 
atients adopt a protective role of shielding the patient from 
medical treatment. This has been supported in Britain by Caine 
and his associates who find a similar defensive posture by 
psychiatric nurses who ‘protect’ patients from doctors (Caine 
and Smail, 1967). This sort of finding has obvious implications 
for the concept of team care and deserves further encourage- 
ment for researchers. 

The 1960s saw quite a vogue in the use of value or preference 
questionnaires as a personality research tool. There are obvious 
advantages in relating motivational factors such as social values 
to an occupation like nursing, and some would argue that this is 
a more profitable approach than either cognitive or standard 
personality tests where the prime objective is the assessment of 
suitability for a caring profession. The lack of consistency and 
reliability of findings makes interpretation of results to date a 
very problematic venture, but undoubtedly further research on 
attitudes and value systems represents an interesting alternative to 
the more usual and at present not especially helpful cognitive tests. 


Occupational psychology 


Psychology is not alone in its efforts to study both personal and 
organizational features of occupations. In fact it would be 
hazardous to argue that any one discipline could, at the present 
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state of nursing development, analyse the many and varied 
activities which together make up what is called nursing. 
However, though not always readily apparent the influence of 
occupational psychology may often be recognized, a case in 
point being the design and use of equipment. 

Nursing duties in operating theatres, intensive care units and 
any department using technological equipment often involve a 
monitoring function, and psychological research on vigilance, 
scanning, equipment design, selective attention and operator 
characteristics will often have been contributory to the final 
design and operating features of such equipment. By increasing 
both the ease and accuracy of routine observations under such 
circumstances, psychologists have made a direct contribution 
to the reduction of operator fatigue and thereby error. 

Not that the psychological contribution is restricted to 
equipment, a case in point being the design and running of 
intensive care units. Early units of this type often consisted of 
cubicles in which patients were nursed entirely separately from 
each other. Their environmental input was therefore restricted 
to white walls, equipment, and an almost totally concealed 
nurse in mask, gown and cap. Reactions of patients to these 
conditions bore some relation to subjects’ reactions produced 
experimentally under perceptual deprivation conditions, an 
area of psychological study since the 1950s. Nowadays, current 
intensive care units are often designed on the large unit or open 
ward principle. There is scope for further applied research in 
this type of nursing function. One issue of current interest 
involves the possible effects which circadian rhythms produce 
in individuals who work unconventional hours; nursing seems 
an obvious occupation to which this is especially applicable. 

A less-known but nevertheless important contributor to the 
easing of unnecessary physical labour in nursing is the science 
of ergonomics. Especially applicable for heavy, incapacitated 
or aged patients, helpful devices to aid bathing, lifting, turning 
and other basic aspects of nursing care are steadily being 
developed by such workers. It is also important to note that 
community nurses, so often attempting the almost impossible 
with heavy patients, were among the first nurses to utilize such 
aids. 

Nurses form the largest single occupational group in any 
modern system of health care; from this it is clear that a large 
slice of the total financial outlay will be spent on providing a 
nursing service, and that the effective deployment of this 
resource is a matter which should therefore occupy the mind of 
any health service planner. Both occupational psychology and 
other social sciences have extensively researched organiza- 
tional and individual factors of occupations, but it is compara- 
tively recently that any real attempt has been made to look at 
nursing in these ways. Although not all research would seem to 
have direct implications for nursing, the typical manpower 
model postulated by occupational psychologists has the merits 
of conceptual simplicity and may perhaps allow a start to be 
made. This model, although postulated in varying forms, has 
two main principles; fitting the man to the job, and fitting the job 
to the man. Nursing has tended to concentrate largely on the 
former and to ignore the latter, there being until recently a 
marked: resistance to the idea of concessions to individuals 
which has not exacly helped recruitment but which may have 
helped wastage. 

Fitting the man to the job involves selection, which has been 
briefly mentioned above, education in appropriate skills, 
identification of aptitude, (rendered difficult for nursing by the 
lack of job-performance criteria) and the provision of support 
systems such as counselling. 

With regard to the last of these, a somewhat striking 
comparison can be drawn between two groups of eighteen- 
year-olds; the university student for whom fairly sophisticated 
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counselling services are often provided, and the nursing student 
who may, in her first weeks, face issues of an ethical, moral and 
emotional nature, for example dying or incurable disease, and 
yet for whom counselling facilities are as yet in their infancy. 

Although it was said above that fitting the job to the man had 
received less attention, this is probably true of any professional 
group which is usually more concerned with selecting appro- 
priate successors to fit the job than the converse. However, 
modern factors such as the necessity to compete for staff in a 
falling labour market has forced those responsible for organiz- 
ing a nursing service to examine closely things such as work 
conditions, salaries, equipment and hours of duty. 

There remains a great deal of research into both organiza- 
tional and personal aspects of nursing in which occupational 
psychologists could become involved. But hospitals are com- 
plex and contain many different interest groups whose work 
relationships often exhibit marked conflict of interests and 
considerable anxiety (Wieland and Leigh, 1974. Conflict is of 
considerable interest to nurses, who as part of attempts to 
professionalize often find themselves in conflict with on the one 
hand, administrators who are responsible for the provision ofa 
service, and on the other hand doctors, who for so long have 
assumed responsibility for all aspects of patient care including 
nursing. It is as well that there appears to be such a thing as 
creative conflict (Gross, 1967). 


Nursing research 


Squeezed as it is between the two powerful groups of 
administrators and doctors, and additionally handicapped by its 
virtual exclusion from higher education it is small wonder that 
research into nursing by nurses is a recent phenomenon. Recent 
that is with one notable exception in the form of Florence 
Nightingale, whose nursing revolution was made possible by 
sound arguments based upon meticulously collected and 
skilfully analysed data. An accomplished statistician, Florence 
Nightingale was able to back up her pressure for reform with 
hard facts and details, something which no nurse had accomp- 
lished before that time (and precious few since), a precedent 


which, sadly for nursing, found little following for half a century 
after her death. 

In recent years most nursing research has been carried out by 
social scientists, but since 1960 an increasing number of nurses 
have acquired graduate status and are concerning themselves 
with investigating a wide range of nursing activities or aspects of 
practice such as selection and education. Many of these nurses 
have qualified in the social sciences, often on a part-time basis, 
therefore social science methodologies are commonly applied 
to nursing problems. Psychological methods seem particularly 
suited to small-scale studies of particular aspects of practice and 
it is not too inconceivable that an ‘occupational psychology of 
nursing’ may one day arise. 

Psychology then, may not at first sight seem to be very closely 
involved with nursing. But, as is so often the case, a closer look 
shows clearly that further and closer collaboration could be to 
the benefit of both groups. This review has not been exhaustive, 
but some areas of future collaboration already seem clear. 
Communication between individuals and groups is one of 
these. The work on non-verbal and verbal communication, 
person perception, and the influence of language are just a few 
of the areas where psychological research could make a direct 
and lasting contribution to nursing, and_it is in everybody's 
interest that these links are developed. 
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Obesity 


A. H. CRISP 


Obesity is a term applied to the clinical condition wherein there 
is an excessive accumulation of fat in the body. It usually leads 
to a state of being overweight, sometimes massively so and, in 
practice, the subject’s weight is taken as the index of his degree 
of obesity. 

The causes of obesity continue to be hotly debated. Feeding 
behaviour and levels of general activity have been found to be 
physiologically coordinated in the brain, especially in the 
region of the hypothalamus, and occasionally disturbances 
such as overeating and inactivity and consequent obesity occur 
in man following damage to these areas of the brain. Obesity 
also sometimes occurs in relation to other specific and focal or 
system disease processes such as Cushing's disease and 
myxoedema. However, in the vast majority of cases, it seems 
likely that human adult obesity results from multiple influences, 
genetic and experiential, shaping and influencing patterns 
within the normal range of such processes as eating behaviour, 
activity and absorption characteristics of the gut. Thus while 
such behaviour in the individual is clearly immediately 
governed by complex biochemical feedback mechanisms, the 
proposition is that it is also sensitive to social and psychologi- 
cally imposed patterns which themselves can sometimes 
influence the pattern and development of such biochemical 
circuits. 

There is a definite tendency for individual weight patterns to 
be evident within the first year of life. For instance overweight 
babies and young children are significantly more likely to 
become overweight adults. Such individuals are also, in our 
own society, more likely to be only children or else younger 
children of sibling groups, and they will tend to grow more 
rapidly, reaching puberty earlier. 

Whether or not such individuals have a naturally shorter total 
life span is not certain, although this appears to be the casein the 
experimental animal situation. However, the state of obesity 
also carries specific additional hazards of life as age progresses. 
Degenerative disease, especially evident in the cardiovascular 
and muscular skeletal systems, occurs early and often, and there 
are significantly greater risks of developing a wide range of 
diseases such as hypertension, myocardial infarction and 
diabetes mellitus. Life insurance companies have been to the 
fore in identifying optimal body weights in the general 
population in relation to morbidity and mortality patterns and 


risks. Ideal weight in these terms is related to height and sex and, 
in affluent societies, is often substantially below average 
comparable population weights. 

Despite the overriding constitutional element seemingly 
present and referred to above, itis also true that if obese subjects 
in middle age lose weight down to normal levels, apparently 
related to their strength of purpose to do so by dietetic means, 
then their morbidity and mortality patterns revert fully to 
normal. 

Meanwhile the controversy continues over the relative 
importance of genetic and experiential factors in the genesis of 
the disorder. Some workers also still expect to identify universal 
and single metabolic defects in the obese to account for their 
disorder, However the majority of clinicians and researchers, 
whilst readily acknowledging that the established disorder has 
certain metabolic characteristics which might still provide 
avenues for medical management, adhere to the view of a. 
multifactorial aetiology. Moreover it may be that the impor- 
tance of any one factor varies between subjects and within 
subjects over a period of time. 

So far as genetic factors are concerned it is reasonable to 
assume that individuals are genetically endowed with a variety 
of patterns of nutritional activity and growth within the 
biologically normal range. Obesity is seen to occur significantly 
within families and some patterns may also be subject to 
external influence from the time of conception and certainly 
from the time of birth. Experimentally in animals it has been 
shown that patterns of feeding enforced in early life remain 
imprinted, affecting growth rate, weight and life-span thereafter. 
There is also evidence that the number of fat cells, cells capable 
of storing fat, is fairly firmly fixed within the first years of life. 

Availability of food can clearly be an important factor leading 
in extreme instances to starvation on the one hand and to 
widespread overnutrition and obesity on the other. Affluent 
societies tend to produce overweight populations so that 
obesity is no longer a statistically abnormal state in them, In 
impoverished societies and cultures overweight is sometimes 
taken as a symbol of prosperity, strength and high social status, 
and in our own society the tendency for more individuals from 
lower social classes than higher social classes (occupational 
classifications) to be obese may be related to this phenomenon 
and also to the not too distant past when lower social groups in 
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this country were impoverished and malnourished. 

It has been suggested that neurotic factors may also be 
amongst the experiential factors shaping early nutritional 
patterns, and the later development and course of obesity. 
Whilst this seems plausible and appears clearly to be the case to 
those working in the relevant clinical fields, it is difficult to 
evaluate the significance and degree of such factors for obesity 
in general. 

It can be argued that the cultural influences referred to above, 
having to do with social status and security, can become linked 
to the individual neurotic needs over and above their reflection 
of the general human condition. It is evident that feeding and 
nurturing are especially important for some mothers who may 
feel personally or maritally insecure in their role as mothers and 
wives, Such behaviour may be general or related specifically to 
one child, whose conception and role to be in the family may 
have similar determinants. However, such observations and 
impressions remain the product of clinical experience tending 
to be related to that small segment of the obese population that 
for one reason or another comes the way of such clinical 
concern. Within this adult patient group a variety of neurotic 
mechanisms has been proposed. Such patients will often be 
found to eat excessively during periods of despair, depression 
and loneliness, such states seemingly sometimes themselves 
stemming from childhood roots which have also led to the 
development of the associated feeding patterns as a response. 
Such patterns must blend into the normal experience whereby 
most people find food a pleasure and comfort at times. 

Obese patients today rarely display or experience the feelings 
of jollity, confidence and emotional stability which have been 
traditionally ascribed to them. They tend to be sensitive and 
self-conscious about their appearance and to have reached the 
position in which they often deny the full extent of their 
disordered weight and eating patterns both to themselves and 
others, The majority of obese subjects are less active than most 
people and hence may fail to lose weight even though they 


currently eat very little. Such inactivity may itself come to meet 
their neurotic needs, immobilizing them, often also reducing 
their level of sexual activity and thereby helping them to avoid 
conflicts which could be provoked if they were more vigorous. 
In this sense both the food and the weight can be seen as 
‘tranquillizers’. With such postulated constitutional ind impor- 
tant social and perhaps sometimes neurotic determinants it is 
not surprising that the disorder is difficult to treat. 

A number of approaches have been tried. Medical advice 
usually takes the form of proposing reduction of food intake, 
especially carbohydrate, combined with increasing physical 
activity. Such measures, needing to be adopted almost 
indefinitely, are more likely to have effect if the patient is well 
motivated and if healthy group pressures are operating either 
within his family or from without (e.g. weight watchers’ group 
meetings). Drug treatments have abounded in the past and 
currently take the form of a variety of anorectic agents, but the 
capacity of such drugs to have a sustained effect in inhibiting 
appetite and hunger in man is still in doubt. At the present time 
attention is being directed to the possibility of producing drugs 
which operate at the level of energy expenditure. Attention is 
also being currently directed towards means, including surgical 
means, of reducing the capacity to absorb food, but some such 
measures appear extreme. 

The capacity to lose their obesity may also require at least 
some individuals to be able to make radical social and personal 
readjustments in their lives if they are to remain normal in 
weight and not become vulnerable to re-exposed social and 
interpersonal stresses. 
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Obsessions 


LEON SALZMAN 


Introduction 


Obsessional ways of functioning have been known and 
described in ancient medical texts as well as theological 
writings. Until Freud’s clinical description of this phenomenon 
they were viewed as ‘possessions’ or ‘invasions’ by outside 
forces which forced the individual to behave in ways contrary to 
his desires or real interests. Under favourable conditions the 
treatment was exorcism which might or might not be effective. 

The first clear scientific conception of the obsessional state 
grew out of Freud’s description of a case he began to treat in 
1907, an account of which was published in 1909 under the 
title of ‘Notes Upon a Case of Obsessional Neurosis’. In this 
lucid and beautifully written case report, Freud attributed the 
origin of the disorder to an ambivalence between love and hate 
resulting in the repression of the hateful feelings which had to be 
kept under control, lest they endanger the individual. In that 
article he concluded that the symptoms and dynamics of the 
obsessive-compulsive disorders were related to an individual’s 
attempt to control and defend himself against unacceptable 
aggressive or sexual impulses. For a short period he believed 
that it was the result of a passive sexual assault on the individual 
and later, in the framework of the libido theory, he attributed its 
origins to a fixation at the anal aggressive period of psychosexual 
development. In that connection he described the famous triad 
of parsimoniousness, orderliness, and rigidity which become 
associated with the obsessional syndrome. 

Freud's description was a most illuminating advance in the 
understanding of this disorder. His ability to explain the 
consistent symptoms accompanying the obsessional state and 
particularly the phenomena of doubting, omniscience of 
thinking, the magical rituals and the compulsive behavioural 
patterns ensured its general acceptance. In spite of the limited 
case material Freud’s brilliant interpretations encouraged the 
acceptance of his explanations and became the model for our 
present day concepts regarding this disorder. Freud described 
the disorder in the following way. 

‘The most extravagant psychiatric imagination would not, | think, 
have succeeded in constructing a disorder like obsessional behaviour; 
and if it were not observed every day one would never bring oneself to 
believe in it. However, the therapist should notsuppose that hewill help 
the patient in the least by calling on him to takea new line or to cease to 


occupy himself with such foolish thoughts and to do something sensible 
instead of persisting in playing childish pranks. He would like to do so 
himself—he is completely clear “mentally” and shares the profession- 
al’s opinion of his obsessional symptoms; he even advances such 
assessments spontaneously, But he cannot help himself. Whatis carried 
into action in an obsessional neurosis is sustained by a kind of energy 
about which we probably know nothing compared with our under- 
standing of normal mental life. There is only one thing the patient can 
do: he can make displacements and exchanges, he can replace one 
foolish idea by another somewhat milder one, he can proceed from one 
precaution or prohibition to another, and instead of one ceremonial he 
can perform another. He can displace the obsession, but he cannot 
remove it. An ability to displace any symptom into something far 
removed from its original conformation is a main characteristics of the 
illness. Moreover, it is a striking fact that in the patient's condition the 
contradictions (polarities) with which mental life is interlaced emerge 
quite sharply differentiated. Along with obsessions having a positive 
and negative content, doubt makes itself felt in the intellectual field and 
little by little it begins to gnaw even at what is usually felt to be most 
certain. The whole position ends up in an ever increasing degree of 
indecision, loss of energy, and restriction of freedom. At the same time, 
the obsessional neurotic starts off with a very energetic disposition. He is 
often extraordinarily self willed and as a rule he has intellectual gifts 
above the average. He has usually reached a satisfactory high level of 
ethical development; he exhibits over-conscientiousness and is more 
ordinarily “correct” in his behaviour. You can imagine that no small 
amount of work is needed before any therapist can make his way any 
distance into this contradictory hodgepodge of character traits and 
symptoms. To begin with one aims at nothing whatever else than 
understanding a few of the symptoms and being able to interpret them.’ 
While his theory has been undoubtedly useful, the value of 
psychoanalytic therapy in these disorders has not been so 
clearly established. Since most of the obsessive’s behaviour 
derives from sources outside of immediate awareness and 
inaccessible to ordinary recall, an introspective exploratory 
approach is necessary to illuminate these unconscious forces. 
The presence and influence of unconscious elements in our 
living is clearly manifested in this disorder and therefore should 
be expected to respond to a therapeutic approach which takes 
these issues into account. It was assumed that the same 
techniques of free association, therapeutic anonymity, transfer- 
ence, dream interpretation, the use of the couch and all the 
traditional therapeutic techniques which were applicable to the 
hysterical states, depressions or other psychological disorders 
could be equally applied to the obsessional disorders. Time has 
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thrown much doubt on this assumption even while it has 
confirmed the validity of a psychotherapeutic approach to the 
comprehension and alteration of this disorder. 

Since Freud’s original formulations with regard to the 
neuroses there have been many revisions and clarifications of 
his views, with particular emphasis on the ego functions. In 
some instances this has involved the total abandonment of the 
libido theory, the instinct theory as well as the emphasis on the 
genetic role of the sexual function in man. In the post-Freudian 
ego-psychoanalytic theories of Horney, Sullivan, Radio, Fair- 
bairn and Erikson, greater focus is placed on the ego transac- 
tions than on the id involvements in behaviour. Therapy has 
been altered in the direction of greater activity and involvement 
with the patient as therefore a greater interest in countertrans- 
ference phenomena. New therapeutic modalities and a variety 
of persuasive and exploratory psychotherapies have been 
introduced. 

In spite of the limitations of all types of therapy in the 
treatment of the obsessive-compulsive disorders, it is com- 
monly agreed that only a dynamic psychotherapy can influence 
it to any appreciable extent. 


Obsessional syndrome 


There are a large number of behavioural, affectional and 
cognitive elements in the obsessional pattern of living that are 
universally agreed upon. These items are acknowledged by 
psychiatrists and behavioural scientists in varying cultures and 
sociological backgrounds. These characteristics have also been 
described in the historical descriptions of this disorder from the 
earliest available sources. These manifestations range from the 
presence of obsessive tendencies in most human beings to a 
more congealed set of defences producing an obsessive 
personality, or a more disabling neurosis. There is a broad 
spectrum of obsessional behaviour ranging from the normal to 
that which pervades a person's living and may impair his 
performances. When present in such great amounts it may be 
incapacitating, and interfere with constructive and productive 
living, However, in lesser amounts it can be conducive to 
marked productivity (in contrast to creativity). Therefore, 
obsessional character traits may produce no noticeable failures 
in living and may even be related to marked successes in our 
culture. 

They are to be distinguished from the obsessive-compulsive 
neurotic developments where the patterns of behaviour and the 
adaptive devices often impair the individual's effectiveness and 
may produce such bizarre manifestations that psychiatric 
treatment becomes necessary. Here the symptoms are maximal 
and the rituals may be extreme and bizarre. At times the 
doubting is so excessive and pervasive that activity may be 
terminated. 

Several factors are invariably present in the obsessive-com- 
pulsive disorders. These include (1) behaviour or thought which 
persists beyond and outside of voluntary control; (2) anxiety, 
which is apparent particularly if such behaviour is abandoned 
before it is fully performed; and (3) the fact that insight and 
understanding as to the illogical or unreasonable nature of the 
thought or action does not alter it. The obsession is a persistent 
ritualized thought pattern while the compulsion is a persistent 
ritualized behaviour pattern. The compelling thoughts or 

actions are often most apparent and at times the most distressing 
items and they give the name of the disorder. In earlier years the 
disease was also called ‘folie de doute’, or the doubting 
mania, since this symptom often occupied the forefront of the 
malady. 

The combination of adaptive devices such as the ritual, the 


maintenance of doubts and the unwillingness to commit oneself 
along with the striving for omniscience, omnipotence, perfec- 
tion and superhuman performance are manifestations of the 
effort to control oneself and one’s universe in order to guarantee 
total safety, security and survival. 

If one tries to be absolutely safe and guaranteed certain it is 
necessary to know all the factors and circumstances that will 
influence our present activity in order to be ready for any 
eventuality that may determine the future. Thus the obsessional 
needs to know everything and emphasizes intellectual attain- 
ments above all else. To maintain the fiction of perfection for 
himself and others so as to feel secure, he must never make an 
error or admit a deficiency. This not only demands omniscience, 
but requires that he never risks taking sides and therefore being 
wrong. He mustalso avoid making definite choices or decisions 
or committing himself to a point of view or course of action, in 
case it may be wrong. This accounts for the classical indecisive 
behaviour of the obsessional who in order to make the best and 
indisputably ‘correct’ decision avoids any definitive action 
since such absolute decisions are generally impossible to make. 
Such procrastinating indecisiveness is intimately related to the 
tendency to ‘doubt’ as a way of guaranteeing one’s omniscience 
when life forces a decision or a choice. Maintaining doubts 
allows the individual to retain a lack of commitment even 
though he was forced to decide and thereby divest himself of 
any responsibility if the choice is wrong and take credit when it 
is right. Attimes the doubting is expressed openly and accounts 
for the bizarre and characteristic quality of the compulsive 
ritual. It is the obsessional’s pervasive doubt that accounts for his 
retrying a door dozens of times to make sure it is closed, or the 
need to recheck, review and to get instant reassurance for a 
matter which he has confirmed a fraction of a second earlier. No 
sooner has the action been taken than he is uncertain that he has 
carried it out. 

It is the doubting that produces the ‘yes—no’ continuum that 
we call ambivalence. One must entertain both feelings, or 
support both sides of every issue, in order to emerge correct and 
in control of the situation. Freud believed that ambivalence was 
a primary issue in this disorder and he viewed this human 
tendency to be on both sides of an issue or to have opposite 
feelings towards the same person, thing, idea or ideal which can 
be manifested in a multitude of ways and in regard to many 
matters. It is the result of doubting rather than producing the 
tendency to doubt. Freud believed that ambivalence was a 
primary quality innate to man’s biology which allowed him to 
love and hate at the same time. However this tendency results 
from our incapacity to take the risks from having firm and 
definite attitudes. We keep the road open by not entirely 
alienating others or committing oneself with our decisive 
feeling or attitudes, since one is rarely secure enough to accept 
such risks. Therefore we hedge by having mixed feelings and 
attitudes which we call ambivalence. 

The need to be precisely correct requires that in our personal 
or therapeutic work we relate in precise detail all events and 
circumstances in the minutest detail. Since everything must be 
said, the unlimited free association technique may play havoc 
with the therapeutic process, by the endless waste of time with 
irrelevant details. In addition, the tendency to ramble so that 
everything gets said may lose direction so that one never quite 
gets to the point. 

The communicative process of the obsessional tends more 
towards obfuscation and confusion rather than clarification. 
The insistent tendency towards distraction also interferes with 
making a particular point and the exchanges with the obses- 
sional seem like a never-ending series of waves in which each 
new idea sets off a multitude of ripples which go on ad infinitum 
except when they reach foreign shores where it becomes 


impossible to comprehend their original source. Unless one is 
careful to control their communication, clarity can never be 
achieved. 

The difficulty in controlling one’s feelings and emotions, 
which is ontogenetically more primitive than man’s intellectual 
capacities, leads to the obsessional tendency to avoid, isolate 
or displace their emotional responses. Thus the obsessional is 
often described as having a flattened affect or being rigid and 
immobile, unable to express his feelings or striving to refrain 
from such expression. Since feelings do enter his life or 
participate in his living he generally keeps them in strict control 
and appears not to be reacting to life with any emotions. 


Dynamics 


The value of the obsessive-compulsive defence for the mainte- 
nance of adequate functioning in man is emphasized by his 
physical and mental deficiencies. These limitations are 
associated with feelings of helplessness which leaves him 
uncertain and insecure. Not only does he have a limited 
influence and control over the forces of nature, despite the 
scientific advances in the nineteenth century, but he is also 
incapable of fully controlling his own intellectual and emo- 
tional responses. In fact, he is not always aware of these forces 
which influence his behaviour and is often at the mercy of those 
‘out-of-awareness’ ideas and impulses that propel him into 
action. This situation is particularly distressing when such 
unconscious forces push him to believe in contradictory, 
unacceptable or bizarre ways. 

In addition to these issues he is also faced with existential 
factors such as his awareness of his mortality and his limited 
capacity to fulfil his goals and desires in a limited life-span. To 
these certainties he can only devise placatory illusions or 
denials. 

In the face of these realistic and inevitable problems, many 
people have the additional burden of increased insecurities and 
uncertainties caused by early experiences or traumatic events 
over which they had no control or were accidental participants 
or victims. Such uncertainties of childhood, produced by 
inconsistent or malevolent familial situations, can only com- 
pound the insecurities caused by financial crises or economic or 
political disasters. Thus man’s innate limitations are compli- 
cated by accidental historical circumstances which further 
frustrate and minimize the capacity to control his living. 

In the face of such circumstances, the obsessive-compulsive 
technique attempts through fantasized or realistic devices and 
techniques to maintain an illusion of having greater control over 
one’s functioning than one really has. 


Techniques for control 


Itis the overwhelming need to maintain control that makes this 
disorder so difficult to treat, since the patient will not commit 
himself to the process or the therapist lest he abandon control. 
Generally, the obsessive individual enters therapy with a 
conditional commitment which under favourable circum- 
stances can be developed into a trusting relationship which 
allows the therapeutic process to proceed favourably. 

Control is manifested in the obsessive’s tendencies towards 
displacement as in the preoccupation with non-essentials or in 
the attempts at omnipotence, meticulousness, Over- 
intellectualized interests and the like. Uncertainty, dilatory 
behaviour, perfectionistic drives, and emotional isolation are 
techniques for avoidance of commitment which protect him 
from making an error or losing control. He remains in control 
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only to the extent that he does not make any final choice or 
when he féels that he knows everything he can predict the 
consequences of the choice and control his future living. 

The obsessive lives in dread and horror, and that such loss of 
control will be the consequence of his human frailties and 
imperfections. He must therefore be a superman—invulnera- 
ble, implacable, omniscent and omnipotent, otherwise he feels 
that in losing control he will be humiliated, isolated and 
rejected from the human race. He will be swallowed up, 
overwhelmed, inundated and completely abandoned unless he 
can maintain a constant state of vigilant control over all his 
living. He therefore attempts to manage this by the use of 
elaborate devices enabling him to avoid commitments or 
decisions, and never exposes himself to the full realization of 
the possibilities of human error or failure, and thereby avoid the 
awareness of his imperfection, infallibility and humanness. The 
striving for omniscience and omnipotence, supported by 
elaborate set of verbal defences, gives him the illusion of 
having superhuman powers with which he can guarantee his 
future. If the verbal magical devices fail, then he may develop 
behavioural rituals which are called compulsions or mentative 
rituals which are called obsessions to achieve the magical 
possibilities of overcoming the human limitations of controlling 
the uncontrollables, and maintaining the illusion of guarantee- 
ing one’s security. 

If other psychic manoeuvres fail, he can utilize absolute 
measures of control by avoiding those individuals, situations, 
places, or objects that threaten to put him out of control, Such 
avoidances are called phobias and they guarantee that he will 
not lose control, since he totally avoids the possibility of 
avoiding encounters with issues that can cause loss of control. 
Phobias can therefore be useful and constructive unless they 
begin to include essential areas of one’s living or spread to the 
extent that they minimize anxiety but excessively constrict 
one’s living. 


Obsessionalism and productivity 


When it serves to enhance one’s security, the obsessive 
mechanism can play a very positive and productive role in one’s 
living. The crucial issue is one of degree and the extent to 
which the illusory mechanisms and perfectionistic patterns 
invade more and more areas ot functioning, and prevent an 
individual from acknowledging and accepting his limitations. 

Everybody utilizes the obsessional techniques more or less in 
their living. The term ‘obsessed’ is used so casually in daily 
conversations that it has lost the intensity of its meaning in a 
psychiatric sense. In common parlance it is used to denore any 
sustained, devoted, and intense interest in any matter. While the 
dictionary defines obsession as an ‘abnormal preoccupation 
with an idea or feeling’ it does not clarify at what point 
preoccupation is abnormal. Devotion to an idea or cause, with 
persistent efforts to actualize it, does not automatically make it 
abnormal or an obsession. Doubting and being unable to 
commit oneself does not necessarily indicate obsessive living. 
Being scrupulously clean or passionately orderly with perfec- 
tionistic desires does not imply an obsessional concern with 
order. Yet, such manifestations might indicate neurosis. As the 
expression ‘to be obsessed’ has taken on a pejorative meaning 
and implies some mental disorder, its use can both discourage 
and disparage sincere dedicated and creative efforts toward 
achievement. We must, therefore, be clear about the healthy 
and pathological elements of dedication as well as the limits of 
preoccupation before such characteristics interfere with pro- 
ductive living. 

To do a masterful job in any area, from carpentry to 
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astronomy, requires a dedication that insists on the highest 
performance. This involves scholarship as well as total partici- 
pation in the doing, and may demand the totality of an 
individual’s time and effort. This is not obsessional behaviour 
and may be entirely contrary to it. It may be a freely selected 
activity to which one commits one’s skills and interests. This is 
indirect contrast to the obsessional preoccupation in which one 
is imprisoned, unable to shift and change, and fearful lest any 
involvement or commitment leave one vulnerable and 
endangered. 

Why are some individuals less secure than others in an 
emotional sense? What are the factors that determine the sense 
of danger and threat that permeates the life of severe obsessive 
individuals. Does the obsessional defence have some 
specificity? Constitutional factors do play a role in this disorder 
as do the parental patterns which become the emotional 
environment of the growing individual. One must also distin- 
guish the realistic threats to our existence in economic, political 
and historical terms from the illusory threats which involve our 
needs for absolute personal security. In view of the multiple 
issues involved in feeling secure, monocausal explanations are 
inappropriate and invalid. 


Developmental factors 


Many observers have noted that particular developmental 
stages in human growth tend to be more closely related to 
obsessional development than others. Freud stressed the era of 
bowel training. 

Since the obsessional pattern is heavily involved with control 
it would tend to be present in situations in which the infant or 
child found himself unable to handle the demands that were 
made upon him. For example, a child whose early experiences 
of being able to please or manipulate adults through his 
repertoire of assorted behavioural devices might develop 
feelings of personal power or the capacity to control and 
influence the world around him. These esteemful feelings 
would be in contrast to the child who is unable to please, 
manipulate, or influence significant adults regardless of what he 
does or how hard he tries. The second child is left with feelings 
of doubt and uncertainty about his capacities and may develop 
an obsessional personality or an obsessive neurosis at a later 
time in his life. The first child will tend to have fewer obsessional 
patterns in his living. 

Therefore the tendency for parents or others to make 
excessive or extreme demands in terms of fulfilling the cultural 
modes may stimulate obsessional patterns, tending to promote 
or accelerate any already existing doubts and apprehensions 
about oneself, Similarly later stages in the juvenile or adolescent 
era where the patterning of social and sexual behaviour to 
conform with adult standards is expected may also be the 
impetus for obsessional developments. 

The need to defy, control, or comply as an expression of 
self-esteem and self-worth comes to play a vital role in the 
developmental situation; depending upon the amount of 
freedom, coercion, or manipulation coming from the significant 
adults. If the pressures are extreme, the individual may need to 
defy or rebel in order to express his own self-esteem. The 
defiance may become automatic or compulsive and be 
detrimental to the growing personality. It can produce a rigid, 
negativistic person instead of one with a strong sense of will. 
Some of these issues are part of many theories which centre 
around the process of bowel training or discipline in general as 
related to the origin of the obsessional disorders. The role of 

early patterning of obsessional behaviour is undoubted, as is the 
influence of the parental figures and their own obsessional 
difficulties. It is conceivable that there could not be a severe 


obsessional problem in the child unless it were already present 
in the parents. 

A brief excerpt from the early experiences of a severe 
obsessional illustrates the relationship of parental demands 
in a child whose physical defect required cautious concern 
from the parents. At the age of four the patient lost an eye in an 
unfortunate accident. In her anxiety to protect the good eye, his 
mother was excessively vigilant about all his physical activities. 
She felt comfortable about him only when he-was at home 
studying. Consequently, academic achievement was stressed 
far beyond everything else. Nothing less than the best in his 
class was acceptable. The constant preoccupation with caution 
and safety in what was pictured for him as a potentially 
dangerous world made him unable to deal with the universe 
without a host of phobias and rituals. These began at an early 
age and continued throughout his life. 

When he reached 18, he had a widespread obsessional 
neurosis which impaired his effectiveness, in spite of excep- 
tional mathematical skills. His tardy, irresponsible and indeci- 
sive tendencies produced occupational complications which 
required psychoanalytic treatment. He had an overpowering 
need to be in absolute control of himself and the universe at 
every moment in order to guarantee his safety and maintain his 
delusion of omnipotent control. He had grown up in an 
atmosphere charged with danger at every moment, and it was 
this feeling of ever-present threat which determined his neurotic 
need to establish guarantees and certainties in his living, rather 
than any particular trauma or specific series of events. 

Although the beginnings of the obsessional defence 
mechanisms can often be fixed around that stage associated with 
the development of sphincter control, or traced to a response to 
ambivalent attitudes towards one’s parents, it is also associated 
with a general atmosphere of doubt and uncertainty about one’s 
ability to modify or influence the environment to satisfy one’s 
needs. This history of obsessional development is as varied as 
one’s environment and the personality of one’s parents. The 
consistent theme in all obsessionals is the presence of anxieties 
about being in danger because of an incapacity to fulfil the 
requirements of others and to feel certain of one’s acceptance. 
Sexual complications in the early years, which were also 
presumed to play a role in the aetiology of the obsessional state, 
can rarely be identified. 

It is evident that all reasonably effective human beings want 
to live in an atmosphere in which their skills and intelligence 
can afford them some guarantee of the outcome of their activity. 
All humans are motivated to some extent by the expectation of 
success in achieving their goals. They exercise foresight by 
using the hindsight of experience and the benefits derived from 
it. Their plans are based on minimizing risks by foreseeing 
possible complications and difficulties. However, most people 
are also aware that not all possible dangers or potential risks and 
complications can be anticipated and overcome. Unforeseen 
changes, unexpected complications, accidental, coi ncidental, 
and cataclysmic events can always occur which may often 
demand an alteration in one’s plans. In general, such complica- 
tions are met and dealt with, and plans are not simply 
abandoned because everything cannot be accurately antici- 
pated. Because of these ever-present potential complications 
and the human incapacity to fully control and influence them, 
man has always needed some devices, rational or irrational, to 
minimize the difficulties. As he could not affect them directly, 
he utilized magical devices, delusions of omnipotent controls, 
rituals, and the whole gamut of techniques described to give 
him the illusion of greater control than he possessed. This helps 
us recognize the universality of obsessive behaviour, and at the 
same time helps us understand how it can become extreme and 
maladaptive. 
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Obsessive—Compulsive States 


P. BERNER and H. G. ZAPOTOCZKY 


Historical summary and definitions 


Following the description of a ‘délire émotif’ by Morel (1966) 
and of ‘folie de doute’ by Falret (1866), Krafft-Ebing (1967) 
coined the phrase compulsive idea, which he attributed to the 
effect of a depressive disorder upon our thinking. In this 
concept, he included phobias, impulses, compulsive fear, even 
tics and sexual perversions. Griesinger (1868) who spoke of the 
‘passion to acquire knowledge’ and of the ‘compulsive asking of 
questions’ (folie de doute), further narrowed down the concept 
insofar as he placed subjective experience in the forefront. 
Westphal (1877) gave the discussion a decisive turn when he 
defined compulsive ideas as those that entered consciousness 
against the will of the person concerned and pointed out that 
they present with unimpaired intelligence and do not arise on 
an emotional or affective basis. Even if Kraepelin and his 
adherents, e.g. C. Miiller (1953), K. Schneider (1955), Wolpe 
(1958) regarded anxiety as the central elementin all compulsive 
states, and, along with Aschaffenburg, Stocker and Bleuler, 
saw the affective disorder as primary, there was no lack of 
support for the view that what is primary in compulsion 
neuroses is a thought disorder. 
This view was represented by Wernicke, Kramer, Ziehen, 
Dornbliith and Bumke. If Kronfeld failed to find emotional 
experiences in the history of patients presenting with compul- 
sive states, Kehrer directed attention to the similarity between 
compulsive phenomena and schizophrenic states. Friedman 
attempted a compromise between these two points of view, i.e. 
a primary thought disorder versus an emotional basis for 
compulsive neurosis, insofar as he showed that there is no ‘pure’ 
psychical picture and that sometimes it is the compulsive 
thought and at other times anxiety that is the most important 
feature. Compulsive’ phenomena could not, in his view, be 
explained either through affect or through a weakness of 
thought or will alone, but arose, he believed, from indecision. 
This indecisiveness leads to a certain fear of definite expectation 
which in the anxious and scrupulously pedantic patient 
produces inhibition of thought which can itself augment the 
indecisiveness. Thus Friedman was the first to implicate the 
learning process in the development and persistence of 
compulsive phenomena. According to Jaspers (1959), psychic 
compulsion is characterized by the fact that it remains in 


consciousness even against the will of the patient, and this is 
possible only at the volitional level of mental life. For this 
reason, children or idiots seldom or never present with 
compulsive states. 

There has been no essential deviation from this definition of 
compulsion in which both the subjective experience of 
compulsion and recognition of its meaningless content are 
equally stressed. Strauss and von Gebsattel, looking at the world 
of the compulsive patient from an existential point of view, 
called attention to a certain blocking, brought about, they 
surmised, by the indecision and rumination which form the 
content of compulsive thought. There is a decline and 
dissolution of the patient’s own existential life-style. 


Theories of the genesis of 
obsessive-compulsive states 


(1) Psychoanalysis and learning theory 


A relatively unified explanation of obsessive-compulsive 
phenomena has been offered by psychoanalytical theory. 
According to this, the Ego, from childhood onwards, defends 
itself against frustrated pre-genital impulses of the Id by means 
of the Super-Ego, with regression to the anal-sadistic level. This 
pre-genital drive undergoes displacement and there is a ‘return 
of the repressed’ in the guise of an obsessional—-compulsive 
neurosis. Atthe same time, a reaction-formation takes place and 
the sadism of the compulsive neurotic is directed against 
himself in the form of self-reproach, self-castigation and 
self-sacrifice, together with compulsive acts of atonement and 
penance. The latter are seen as providing symbolic gratification 
of the need for punishment. In the end, the Id-impulse, having 
eluded (and in a sense worked through) the Super-Ego, gains a 
sadistic ascendancy over the Ego and the resultant guilt expiated 
by self-torment (Nunberg). 

Atthe same time, it is important to bear in mind that not every 
regression to the anal-sadistic level need express itself in 
obsessive-compulsive illness. Though the Id-impulse is thought 
to determine the content of the neurosis it is the Ego that governs 
that form of the neurotic reaction. It thus follows that depres- 
sives and compulsive neurotics present quite different clinical 
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pictures in spite of similar structures of the Super-Ego. One 
might likewise say that while compulsive neurotics and 
paranoiacs both owe their illness to traumatic experiences, in 
paranoia the conflict of conscience is overwhelmed by the 
defence mechanism of projection, whereas in obsessive-com- 
pulsive illness it is procrastination, isolation, annulment and 
reaction-formation. 

Explanations of compulsive phenomena have likewise been 
attempted by learning theorists. Pavlov interpreted compulsive 
phenomena in terms of inertia and inhibitory thought-blocking, 
less marked, it is true, than in paranoia, for which reason 
critique and insight are better retained in obsessional than in 
paranoid states. More recent learning theorists, such as Lewis 
and Wolpe, have underlined the importance of anxiety. Actions 
which accompany anxiety states can on occasion reduce it, and 
if these should lead (if only by chance) to such a reduction, are 
reinforced and thus more likely to be repeated on subsequent 
occasions in which anxiety is aroused. In this way, a few 
stereotyped action patterns are built up which effectively 
protect the individual from anxiety. Of course this hypothesis of 
avoidance learning and anxiety reduction does not explain 
anxiety-laden compulsive actions, e.g. throwing oneself under 
a train or murdering someone, any more than it explains 
compulsive thoughts, which are not preceded by an observable 
anxiety state. 


(2) Relation with character disorders and endogenous 
psychoses 


It has long been known that obsessional—compulsive patients 
frequently manifest peculiarities of character. Janet spoke of 
‘psychaesthenia’, i.e. fatigue, lack of energy, social insecurity, 
ambivalence, overdependence on routine, pedantry and anxi- 
ous preoccupations, which might be in evidence long before 
the onset of frank obsessive-compulsive illness and which he 
thought might reflect a genetical predisposition. Kretschmer 
stressed the ‘sensitiveness’ and Schneider the ‘unself- 
confidence’ of compulsion neurotics. Kronfeld believed that 
compulsive neurotics displayed a schizothymic personality, 
particularly those with chronic, systematized obsessive-com- 
pulsive rituals. Similarly, Jud called attention to schizothymic 
traits such as introversion, love of formalism and of systems, 
and a certain temperamental abruptness (stubborn tenacity 
alternating with sudden desisting), and also the scrupulous 
pursuit of special interests. Soukanhoff (1906) listed over- 
scrupulousness with a tendency to compulsion and since then, 
writers such as Lauter (1962), Rümke (1967), Kraupl-Taylor 
(1966), Politt (1960) and Rosenberg have described the basic 
personality of the obsessive-compulsive patient as pedantic, 
over-scrupulous, shy and inhibited, unable to make easy 
contact with others, insecure and indecisive, heavily dependent 
on the judgement of others and with very high moral standards. 
Skoog studied the relationship of the obsessive-compulsive 
system to personality make-up in a large clinical material. 
Taking as his variables: asthenic, hysteroid, syntonic, infantile 
and schizothymic personality traits, along with intelligence, he 
was able to define the relation of particular obsessive-compul- 
sive syndromes, e.g. repetition compulsion or pathological 
shyness, to asthenic personality traits and of folie de doute to 
infantile personality traits. This brings out, on the one hand, the 
character of compulsion neurosis as a syndrome, and on the 
other, the possibility of secondary personality changes in 
obsessive-compulsive states. Ingram (1961) has been able to 
show that premorbid personality and the symptoms of obses- 
sive-compulsive illness are much more closely associated than 
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had been previously supposed. Makhouf-Norris and Gwynne 
Jones (1971) have called attention to the high incidence of 
isolation and self-alienation in obsessive-compulsive patients. 
The incidence of compulsive traits in one or both parents of 
such patients has also been frequently observed (Rudin, 1953, 
and others). Indeed the suspicion that there may be a genetical 
disposition which can become manifest as a result of a wide 
variety of causal factors was expressed many years ago 
(ahrreiss, 1928), 

A relationship between obsessive-compulsive phenomena 
and periodic depression has long been suspected. In 1912, 
Heilbronner reported an ‘almost regular’ incidence of depres- 
sion in obsessive-compulsive patients and in 1913 Bonhoeffer 
called attention, to the frequency of manic-depressive illness 
among such patients and to a certain periodicity in the 
incidence of obsessive-compulsive states as well as to the 
regular recurrence of phases of depression. He found also 
manic elements interspersed with the depressive states. Finally, 
Stackert (1914) proposed that obsessional ideas arise on the 
basis of manic-depressive illness, in which a mixture of flight of 
ideas and retardation is often apparent. A similar standpoint was 
adopted by Lange, who regarded manic-depressive states as not 
infrequently the carriers of obsessive-compulsive symptoms, 
and by von Gebsattel, who claimed that he could detect 
obsessional-compulsive phases in depressive states. Rümke 
(1967) has likewise described phasic obsessive-compulsive 
illness as a subgroup of the manic-depressive psychoses. 
Taschev (1970), who reported anxiety as a prominent feature in 
much the same proportion of obsessive-compulsive as of 
depressive patients, reported that two-thirds of his obses- 
sive-compulsive patients were undeniably depressed. Lauter 
has referred to this as ‘anancastic depression’ and Bowlby 
(1940), although reporting schizoid traits in a proportion of his 
obsessive-compulsive patients, nonetheless found in others a 
highly syntonic personality structure, leading him to regard 
many obsessive-compulsive states as in reality ‘fits of cyc- 
lothymia’, for which he coined the phrase ‘syntonic anancasm’. 

Furthermore, compulsive phenomena are not uncommon 
at the outset or in the course of a schizophrenic illness (ahrreiss, 
1928; Rümke, 1967; Stengel, 1957) and as Eggers (1969) points 
out, these never present at an earlier, pre-morbid stage, which 
might seem to support Freud's theory of the defensive and 
protective function of obsessive-compulsion phenomena. E. 
Bleuler sees obsessive-compulsive illness as a form of schizo- 
phrenia with these very limited manifestations. It should also be 
said that the stereotyped and repetitive behaviour, rituals, and 
thought processes of obsessive-compulsive patients have 
suggested the possibility of organic brain damage. Steiner was 
the first to describe compulsive phenomena in post-epileptic 
states, in which compulsive counting and spelling are highly 
uncharacteristic. Compulsive phenomena have also been 
observed in epileptics (Jahrreiss and others) and Taschev (1970) 
found a correlation between compulsive phenomena on the 
one hand, and infective-exhaustive states and concussional 
head injury on the other, hand. Compulsive phenomena have 
also been described in chorea (Guttman and others), general 
paresis (Westphal), various toxic states (A. Adler, F. M. Mayer 
and others), and in senile, pre-senile and arteriosclerotic 
dementia (Ziehen, Stacker, Eiden, Lechner). 


(3) Synthesis of organic and psychodynamic (and learning 
theory) approaches 


Although it is hard not to agree with Rümke that compulsive 
phenomena lie within the range of normal human behaviour, 
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such a view fails to explain the precise conditions under which 
they arise. The inability to decide between alternative courses of 
action, which Friedmann regards as the origin of compulsive 
thinking, is seen by Janet as resulting from a reduced level of 
mental efficiency with consequent loss of the power of effective 
decision. In somewhat the same way, Goldstein has drawn 
attention to the psychic inertia which may characterize both 
nervous and mental illness. Even in states of fatigue, convales- 
cence, or even social embarrassment, stereotyped actions may 
make their appearance. Comparative study of chronic 
paranoid, hypochondriarchal and obsessive-compulsive states 
suggests a common basis for the fixation, and indeed in part for 
the origin, of the delusional state, the hypochondiarchal ideas 
or the obsessive-compulsive phenomena respectively (Berner). 
As such a base for the disorder, we should consider in the first 
instance an organic syndrome, marked clinically by a certain 
stickiness of thought and eventually frank perseveration, more 
or less corresponding to Stromgren’s ‘ixoidie’. Further, we may 
discern dysphoric, hypomanic or depressive elements, or 
manic-depressive or even schizophrenic states, characterized 
by what Conrad has called loss of drive potential (‘cycloidie’). 
The postulation of such basic disorders fits well with the fact that 
obsessional-compulsive syndromes were originally described 
within the context of organic neurological disorder or schizo- 
phrenic or cyclic psychoses. The pathogenic role of these basic 
disorders can be interpreted in relation to psychodynamic or 
learning theory as a ‘carrier’ of illness. Thus a particular 
environmental situation giving rise to mental conflict which the 
individual seeks to master by bringing into play the defence 
mechanisms that produce the symptoms. The eventual fate of 
these symptoms would then depend upon the abnormal 
reaction type inherent in the basic disorder which is reinforced 
by learning. Thus one can suppose that particular disorders 
increase the capacity for conditioning or generalization to 
inhibit extinction of the abnormal behaviour pattern once it has 
been acquired. This hypothesis provides an explanation of why 
in some cases we see the development of almost completely 
monosymptomatic paranoid, hypochondriarchal or obses- 
sive-compulsive states, whereas in other cases one may see 
very varied polysymptomatic clinical pictures. The former is the 
rule with organic, schizophrenic or purely depressive basic 
reactions whereas hypomanic, dysphoric and mixed manic- 
depressive states allow generalization and with ita more varied 
symptomatology. ‘Fixation’ of the symptoms can be explained 
through failure of extinction. At the same time, it must be 
admitted that precise verification of this hypothesis is yet to be 
achieved. 

Lastly, one may inquire whether the tendencies towards 
‘psychaesthenic’ or ‘schizoid’ personality make-up which have 
been adduced in the literature suggest the existence of one or 
more basic reaction types other than those already mentioned. 
Such have not, however, been convincingly demonstrated. 

This general mode of approach finds justification in the close 

relation that is known to exist between obsessive-compulsive 
neuroses and delusional states. Kehrer stressed the nosological 
affinity between the former and paranoia, as have likewise 
Westphal, Biimke and Arndt. The relation between these two 
syndromes becomes comprehensible if one assumes that there 
is a single underlying basic illness; the differences lie in the 
selection of different defence mechanisms in the two condi- 
tions. In obsessional-compulsive states, control of drives is 
achieved via discipline inculcated within the family setting and 
embodied in methods of upbringing. Such mobilization of 
sado-masochism within an accepted system of family discipline 
may lead to a kind of ‘symptom tradition’ within the family (C. 
Muhler) which can simulate genuine inheritance of obses- 
sive-compulsive illness. 


Phenomenology, epidemiology and course of 
obsessive-compulsive illness 


The temporal sequence of specific circumscribed obsessional 
thoughts or actions, or alternatively, the appearance of varied 
obsessional thoughts and actions at the same time, has led 
Jahrreiss to stress that what is important is the occurrence of 
compulsive behaviour rather than its origin. 

It is not the content or theme of the obsessional thoughts or 
actions that marks the obsessional-compulsive patient but the 
particular method of defence (Berner). The content is however 
related to the nature of the basic underlying illness. In particular, 
theme or content varies as between manic-depressive and other 
underlying reaction types which present with obsessive-com- 
pulsive features. In the former, it is essentially a fear of criminal 
and aggressive impulses which motivate the obsessive-com- 
pulsive defence, together with an extraverted outlook, whereas 
in the latter, it is compulsive activity of other kinds, e.g. folie de 
doute, along with an introverted outlook. Corresponding to the 
content, it has been customary to differentiate between 
obsessional thoughts, e.g. ideas, fears, impulses, doubts and 
ruminations, and compulsive actions and both from a combina- 
tion of the two, e.g. compulsive rituals. At the same time, 
classification in terms of anxiety-inducing compulsive 
phenomena (somewhat uncommon and consisting for the most 
part of obsessional thoughts or impulses) and anxiety-reducing 
obsessional phenomena (more common and consisting mostly 
of compulsive actions), as proposed by Wolpe, has significant 
implications for treatment. As regards frequency of the various 
obsessive-compulsive manifestations, Skoog (1959) reports 
that situational phobias (e.g. agoraphobia or claustrophobia) 
head the list (84.5 per cent), followed by obsessional hypo- 
chondria (69.3 per cent), ‘embarrassment phobias’, e.g. stage 
fright (59.0 per cent), folie de doute (55.4 per cent), compulsive 
actions (54.2 per cent), obsessional fears of aggression (45.8 per 
cent), obsessive rumination and repetition (32.7 per cent) and 
tactile phobias (16.3 per cent). 

Paranoid thoughts, illusions and even hallucinations, visual 
and auditory, have been described, in which the affinity 
between obsessive-compulsive manifestations and magical 
thinking is clearly brought out (Petrilowitsch). Florid vegetative 
symptoms such as sleep disturbances, loss of appetite ete., that 
often herald obsessive-compulsive illness, are relatively fre- 
quent; according to Skoog (1959), in 70.9 per cent of cases. 

According to Taschev (1970), the incidence of obses- 
sive-compulsive illness in a population of 10,000 is 19.5. They 
tend towards a pyknic physique and Müller (1953) reported a 
predominance of males among patients with obsessive-com- 
pulsive illness but other authors (e.g. Ridin, 1953) have 
reported the opposite. There is, however, general agreement 
that the first manifestation of the illness is most common in 
adolescence or early maturity (Ridin, 1953; Politt, 1960) and is 
unusual after the age of 40 or so. Indeed the average age of 
patients with obsessive-compulsive illness is approximately 22 
years (Ridin, 1953; Politt, 1970). This low average age of onset 
explains the high frequency of unmarried sufferers, as in 
schizophrenia (Ridin, 1953). It has also been pointed out that 
obsessive-compulsive patients tend to belong to the higher 
sacioeconomic classes and to have relatively high 1.Q.s (Lauter, 

1962; Taschev, 1970). 

As regards the course of the illness, episodic obsessive-com- 
pulsive states can be distinguished from periodic and chronic 
obsessive-compulsive states. They can present as monosymp- 
tomatic (especially those that run an episodic course) or 
polysymptomatic and systematized (exclusively in those that 
become chronic). There can be obsessive-compulsive traits that 
become established as ‘normal’ features of an obsessional 


personality or actual symptoms of a genuine obsessive-com- 
pulsive neurosis (Kraupl-Tayler, 1966). Rümke (1967) has 
described as ‘malignant’, those obsessional-compulsive states 
that run a chronic and proliferating course, resulting in virtual 
‘possession’ of the personality, and which lead to increasing 
social isolation of the patient and never issue in spontaneous 
recovery. The residual state of obsessive-compulsive neurotics 
is by and large very uniform (Petrilowitsch, 1964). There is 
usually improvement with advancing age (Müller, 1953); the 
prognosis depending less on age at onset as on premorbid 
personality, as is perhaps indicated by the duration of the illness 
before the patient seeks psychiatric help (Politt, 1960). Fluctua- 
tion in symptomatology indicates a favourable prognosis, 
which suggests that the underlying disorder is an affective 
illness. 


Therapy in obsessive-compulsive states 


If one disregards symptomatic obsessive-compulsive manifes- 
tations in organic brain disease or primary psychoses, the 
success so far achieved in the treatment of obsessive-compul- 
sive neurosis by drugs, psychosurgery or analytical 
psychotherapy has not been exactly encouraging. Petrilowitsch 
(1964), who has devoted serious thought to this matter, has 
considered the problem of treatmentat two very different levels: 
that of manifest symptomatology and that of psychological 
structure. This author attempted to demonstrate first, that the 
symptoms can be modified e.g. by the use of Frankl’s method of 
‘paradoxical intention’, and secondly, that a re-adaptation and 
change of attitude in Leonhard’s sense can be brought about, 
e.g, by breaking down the compulsion before it has become 
firmly established. To facilitate this Petrilowitsch made use of 
psychotropic drugs. 

If itis assumed that a primary psychiatric illness underlies the 
symptomatology of obsessive-compulsive states, then the 
accepted medical treatment of the basic underlying illness 
would provide an appropriate therapeutic rationale. Thymolep- 
tic agents, which increase drive and activity, neuroleptics 
which heighten arousal level, or drugs of the pyrithioxon type, 
which are alleged to improve cerebral performance, may be 
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prescribed according to the needs of the particular case. This 
should be followed by psychotherapy, of which today 
behaviour therapy is the preferred variant. It would seem 
particularly applicable to obsessive-compulsive symptoms 
insofar as what is learned can be unlearned or extinguished. 
Among the various methods available are aversion therapy 
(avoidance learning): aversive stimuli e.g. electric shock, are 
applied whenever the subject produces a phobic or other 
compulsive manifestation, Another technique is massed prac- 
tice, of which the basic principle is that repeated performance of 
an action, if unreinforced by reward, leads to its extinction. 
Compulsive actions are said to respond particularly well to this 
mode of treatment. Frankl’s ‘paradoxical intention’ can be 
interpreted as negative practice, although cognitive factors also 
play some part. In the case of obsessional thoughts productive of 
anxiety, Wolpe’s (1958) method of ‘thought-stopping’ finds 
application and can be combined with aversive therapy or other 
supportive procedures, (Taylor, 1963; Yamagami, 1971). The 
patient is encouraged to express his compulsive thoughts in 
words, after a given interval the train of thought is stopped, the 
patient thereby realizing that the compulsive sequence can be 
interrupted at will. The method of systematic desensitization 
(Wolpe, 1955) is particularly helpful in the case of compulsive 
activity that can be regarded as avoidance behaviour. 

Recently, Meyer (1967) has reported remarkable successes in 
compulsion neurosis using the method of ‘initial response 
prevention’, which is continued over several days. The techni- 
que consists of continuous observation of the patient over a 
24-hour period, during which every compulsive response is 
suppressed as soon as it is made. Simultaneously, the patient is 
shown how he may avoid and control anxiety, distress and 
obsessional thoughts in ways other than by obsessive-compul- 
sive reactions. After a relatively short period in which control is 
exercised by the therapist, the patient is turned over to his own 
‘control’, such that the two control periods are organized 
hierarchically thus permitting generalization. 

This therapeutic concept of combined treatment having 
relevance to the underlying primary psychiatric disorder, might 
seem to offer the possibility of at any rate alleviating, if not 
wholly eliminating, a psychiatric disorder which has hitherto 
been regarded as therapeutically hopeless. 


Oppression 


L. EITINGER 


Oppression of individuals or of whole communities, minorities, 
or peoples, has been known since time immemorial. Defeated 
nations have been exiled, abused for slave labour and 
annihilated by victorious oppressors all over the world. Political 
opponents have been arrested, suppressed and oppressed by 
tyrants throughout the whole history of mankind. 

One was inclined to assume, especially before World War II, 
that our modern and enlightened times had brought oppression 
and atrocities of this kind toan end. The rise of dictatorships and 
World War Il were a considerable relapse into the more 
primitive and barbaric forms of oppression where especially the 
Nazis were treating their victims in the most cruel way. 

The concentration camps erected by them were to begin with 
institutions which should ‘re-educate’ people of ‘unacceptable’ 
political views. Later on most of the camps were used as 
annihilating stations where the victims who were not killed 
immediately after their arrival (about 5 million Jews were 
treated in this way) were forced to perform hard labour under 
the most severe circumstances. The nutrition was much less 
than inadequate, the clothing miserable, and general hygiene of 
the lowest imaginable standard. The whole set-up of the camps 
was geared to the highest degree of oppression, exploiting the 
last resources of the prisoners who simply were killed when 
unable to do further work. The mortality in the camps was 
extremely high, owing to undernourishment, frostbite, multi- 
ple infections and injuries owing to ill-treatment. 

In addition to these somatic factors, a long range of debasing 
psychic oppressive situations were present. The prisoners found 
themselves suddenly in a situation of complete isolation, bereft 
of the last traces of personal dignity, helplessly surrendered to 
the whims of the most brutal guards. The world inside the camps 
had its values and stimuli which had no connection whatsoever 
with anything in one’s life outside the camps. There were 
continual changes, but nevertheless it was expected that the 
newcomers should react in an adequate manner to all new ideas 

and regulations or else risk terrible punishment. No-one was 
instructed in the camp’s ‘scale of values’ which were absurd to 
such a degree that it was impossible to find any relationship at 
all to the values one was familiar with in a normal world. This 
left the prisoner extremely scared, full of anxiety, and deep 
inside hopelessly confused. 

As mentioned before, these life conditions were probably 


similar to those which earlier victims have been exposed to. 
What is unique in World War II is the fact that the oppressed 
survivors have been examined and investigated thoroughly 
both immediately after the stay in the camps and many years 
after the liberation. Investigations in many different countries 
show results which are fairly similar to each other and which 
can be taken as proof that the findings must be considered both 
consistent and reliable. 

Based on our experiences in relative constant and protected 
environment, i.e. with regard to the stresses and strains of 
everyday life, one has erroneously assumed that ‘normal’ 
people are able to adapt to all sorts of stress situations and to 
come through them without lasting psychological disturbances. 

The lessons studied by psychiatrists of the concentration 
camps all over the world brought quite different results. It is true 
that most of the prisoners recovered seemingly rather quickly 
after release and began to work after a relatively short period of 
convalescence. Out of the total Norwegian population fol- 
lowed up until 25 years after the liberation, only a small 
minority of less than one per cent did not go back to work at all. 
But the later results show another picture. 

Compared with individually matched controls, the persons 
who have been exposed to severe oppression were compelled 
to change their professions more often than the controls. They 
moved much more than the controls, either because of their 
restlessness or in order to find new jobs. They were also less able 
to succeed in their occupational life. One out of four is 
characterized by an obvious professional decline, while this 
can be seen in the controls in only one out of twenty-five. This 
fact must be seen in connection with other findings, e.g. that the 
ex-prisoners were to a smaller degree able to stick not only to 
their professions, but also to their jobs, that one out of three had 
to find four or more jobs during the observation periods in order 
to remain in some sort of occupational life. 

Morbidity investigations carried out on the survivors in 
Norway give a clear picture of the long-lasting and serious 
results of the oppression mentioned. The ex-prisoners have 
been ill more often than the controls, and their ill periods have a 
tendency to last much longer than in non-prisoners. All these 
differences are statistically significant. These differences are 
found especially in tuberculosis which was one of the most 
common infectious diseases in the camps, and which had avery 
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clear tendency during the post-war years to relapse again and 
again. Diseases of the digestive tract and infections of the 
respiratory tracts were very common, but the greatest differ- 
ences were found in the neurotic reactions and the 
psychosomatic diseases: ulcus verticuli and duodeni. The same 
statistically significant differences were also found in the 
number of days which the survivors and the controls had to 
spend in different hospitals during their various illnesses. There 
was also a decisive relation and probably a causal connection 
between the degree of incapacity and the length of the time 
during which the ex-prisoners had been exposed to the extreme 
forms of oppression. 

The findings concerning the mortality of the survivors gave on 
the whole results of the same kind. The difference between the 
diagnosed and expected mortality in 1941-66 is statistically 
significant (on the one per cent level) with some small variations 
in all the five periods and for all age groups. Among the causes 
of the excessive death rate, tuberculosis is the most prominent, 
but also heart and coronary diseases have resulted in excess 
mortality in all periods after 1945 and in all age groups over 35 
years. The same applies for accidents and for suicides. 

So much about the statistics concerning the total survivor 
population. 

Detailed clinical investigation of individual victims of 
extreme oppression reveals a multitude of symptoms both in the 
somatic and psychological sphere of the victims. The most 
important finding, however, is that the intensity and extensity 
of pathology is dependent at least as much on the degree and 
duration of the hardships suffered, as on the pre-morbid 
personality. The importance of the latter disappears when the 
degree of oppression becomes really excessive. Severe oppres- 
sion is not a psychological problem only; somatic ill-treatment 
and chronic undernutrition and starvation are often an intrinsic 
part of it. The symptoms found are therefore both in the somatic 
and psychological sphere and there are, of course, many 
psychosomatic dysfunctions. 
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It must be considered very probable that long periods of 
starvation may cause organic changes in the central nervous 
system (atrophy of the cells). Such signs of chronic brain 
damage have been found in Danish and Norwegian concentra- 
tion camp survivors. These findings were completely indepen- 
dent of family conditions, harmony in childhood, educational 
level, socio-economic status, reason for being arrested, and 
even of social adaptation and abuse of alcohol before the war. 
On the other hand, one finds an absolute statistical significance 
when correlating these signs of brain damage with torture, head 
trauma with loss of consciousness, loss of weight to under 30 
per cent of normal, and of course, also with the general severity 
of captivity. There was, however, no correlation between this 
syndrome and psychic disturbances, fear reactions or psychic 
anaesthesia in the camp. Neither was there any correlation with 
the living conditions, family life and harmony, socio-economic 
status, etc. after liberation. One must thus draw the conclusion 
that the somatic traumatizing aspects of the concentration camp 
stay are the decisive factors of the signs in question. 

The psychological disturbances are dominated by anxiety 
reactions. Manifestations of anxiety appeared in a rather typical 
triad; nearly always together with sleep impairment and 
nightmares. It was further striking that there was no statistical 
correlation whatsoever between signs of anxiety demonstrated 
in the Norwegian patients and any factors in their lives prior to 
their arrest, not even nervousness in pre-war times. Psychic 
disturbances and especially anxiety reactions during captivity, 
are, however, without doubt statistically important factors, This 
means that people who reacted with anxiety in camp, are 
continuing to have these anxiety reactions even a quarter of a 
century later. 

Both the symptoms found in survivors of extreme oppression 
and their detailed pathogenesis might be different in the 
individual cases, but they are practically always dependent on 
the different forms of psychophysical traumatizations as the 
main and decisive factor. 


Organizational 


A. B. CHERNS 


The concept of a social organization implies (1) a number of 
people, (2) that they act in common, (3) to serve some goal or 
goals. Social organizations are artefacts, have a beginning in 
time, involve the patterned social interactions of their members 
and mechanisms for coordination and control of these 
interactions. They differ from other social institutions such as 
families, language, culture, law, which lack the formal, 
constructed features of organizations. They differ from groups or 
aggregates such as audiences and crowds in serving goals 
which persist, although they may change, over time. 

A defining characteristic of an organization is its possession of 
‘structure’, internal differentiation of its parts. 

Because the organization persists over time, possesses 
structure and behaves in a manner directed towards the 
attainment of defined or implicit goals, it has frequently been 
compared with the biological organism. This comparison is an 
analogy, often fruitful, sometimes dangerously misleading. 
Organisms have internal differentiation of their parts, conduct 
transactions with their environment, reproduce themselves, and 
go through a cycle of birth, growth and death. In the first two 
respects their behaviour is precisely parallelled by organiza- 
tions; in the third and fourth respects they are not. There is 
another vitally important difference. The component parts of an 
organism have no other function except as a part of the 
organism; they begin and end with the organism or as a 
transplant to another organism. The component parts of 
organizations are made up of positions occupied by people 
performing the roles appropriate to those positions. Although 
the positions have no function outside the organization, the 
people occupying them do. 

Nevertheless, the concept of ‘system’ invoked to understand 
the interrelation of the parts of the organism to the whole and 
with one another has been fruitfully borrowed to aid in the study 
of organizations. The concept of system not only draws 
attention to the interrelationship of parts and of parts to the 
whole, but also to the organization's self-correcting capacity 
provided by the operation of feedback. As with organisms 
almost all organizations have undergone internal differentiation 
to the point at which special coordinating and controlling 
functions have to be discharged. These are confided to special 
positions within the organization. With increasing differentia- 
tion, additional levels of coordinating and control are required 
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and the organization acquires the typical hierarchical structure. 
One of the causes of differentiation is advancing technology; as 
the operations needed to attain the organizational goals 
become more complex and require more specialized and 
specially trained people, so the division of labour becomes 
more complex. 

The organization is an ‘open’ system. It receives inputs from 
its environment and it discharges outputs to the environment. 
These inputs are generally in the form of people, materials, 
money, energy, ideas, knowledge, information. Outputs may 
also be in any of these forms, generally speaking with the value 
added. The organizational system develops subsystems to 
conduct the transactions with the environment and to perform 
the transformations that convert input to output. 

A hospital has to have an admission subsystem and a 
discharge subsystem as well as subsystems for treating patients 
and monitoring their progress, for acquiring, dismissing, 
rewarding, punishing and promoting staff, acquiring and 
accounting for drugs and so on. Generally speaking these 
subsystems are congruent with departments or groups of 
departments, but certain people occupy positions in more than 
one subsystem. Apart from the comparatively trivial examples 
of people who double unconnected roles, such as porter and 
relief telephonist, these people tend to be at coordinating and 
controlling positions in the hierarchy. 

Sometimes, however, whole departments play a part in more 
than one subsystem. A radiography department may, for 
example, be a part of the patient treatment subsystem but also a 
part of the personnel maintenance subsystem by virtue of its task 
of regularly checking the health of nursing staff. In a teaching 
hospital it may also be a part of the medical training subsystem 
and of the research and development subsystems as well. 
Typically, people and departments forming parts of more than 
one subsystem experience conflicting pressures to which the 
response may be some form of stress. 

An organization exposed to the full impact of changes in the 
environment would endure insupportable stress from all but the 
most placid environments. Like organisms, organizations 
develop means of anticipating environmental change and 
attempt, where they can, to obtain control over the relevant 
aspects of their environment. As environments become less 
placidly predictable the need grows to replace control by 
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anticipation. Thus commercial and manufacturing organiza- 
tions acquire marketing subsystems in place of their selling 
subsystems—knowledge of future changes in the market and 
their anticipation becomes necessary for survival and growth. 

The subsystem on which the organization as a whole is most 
dependent for its survival tends to become the ‘leading’ 
subsystem; the one to which the others must give priority. This 
does not necessarily mean that it acquires first claim on all 
material resources, though often it does so, but that its values 
become the dominant values of the organization. Since people 
are both slow and reluctant to change their values, organiza- 
tions in the throes of turbulent environmental change subject 
their members to severe stress. Occupants of roles on the 
‘boundary’ between the organization and the environment or 
on the boundaries between subsystems are the most exposed to 
stress from this and other causes. 


Organizational pathologies 


Notall organizational change is adaptive. Organizations whose 
structure and mode of operation are appropriate to the relatively 
placid environment in which they previously operated fre- 
quently try to cope with turbulence in the environment by 
intensifying their efforts along traditional lines; like the horse in 
Animal Farm they see the solution to all problems in the 
resolution to work harder. A mixture of exhortation and greater 
central control is the bureaucratic nostrum which unfortunately 
often produces a rigid and sterotyped, instead of a flexible and 
imaginative, organizational response. The Ford Motor Com- 
pany, having exercised control over its market environ- 
ment—‘any colour so long as it’s black'—lost its leading 
position through its slowness in accepting that the market now 
required competitive styling. Production remained the leading 
subsystem long after design had replaced it in other companies. 

A common organizational pathology is the proliferation of 
internal differentiation; a new subdepartment to deal with 
every new need. If misplaced extra control has an analogy with 
arteriosclerosis, unchecked departmental proliferation is 
reminiscent of cancer. Each new subdepartment makes increas- 
ing demands on the organization’s capacity for coordination 
and control, leading to the establishment of yet more co- 
ordinating, liaison and controlling roles until the organization’s 
capacity is exercised to such a degree in internal control as to 
leave little to spare for external response. 

People involved in subsystems serve first the goals of their 
subsystem and only secondly the goals of the organization. A 
department tends to seek to maximize its own function whereas 
the optimization of the goals of the organization asa whole may 
require that the function be less than maximized. 

In hospitals, particularly mental hospitals, treatment subgoals 
may conflict with rehabilitation subgoals. Group therapy may fit 
the patient for life in the therapeutic community but not for life 
in the unsympathetic world outside. In a group of American 
hospitals, the optimization of the patient treatment and 
throughput subsystems led to shorter duration of patient-stay 
and reduced the bed occupancy and utilization of beds by 
which the administrative efficiency of the hospitals were 
judged, thus precipitating a cut in their financial appropriations. 
In this way auditing subsystems may distort the operation of an 
organization by rewarding on the basis of inappropriate 
measures of system performance. A 

Another pathological response of organizations is paradoxi- 
cally their refusal to die. Organizations established for one 
purpose infrequently disband when that purpose is attained oris 
no longer attainable. Its members’ role occupancy IS too 
rewarding to be surrendered readily. The controlling members 
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of the organization seek new goals. This is not by any means 
always pathological; the organization represents a large 
investment of people’s experience, skill, time and emotions, as 
well as its tangible assets. On disbandment the assets may be 
used more economically or more effectively by a successor 
organization or organizations but the intangible investments 
may not. New goals may keep in being a valuable asset in the 
form of teams of people with expert skills, if only the expert skill 
of working effectively together. 

Two other studies of hospitals as organizations illuminate 
general points in the theory of organizational behaviour. 
Management or leadership style expresses the ‘culture’ of an 
organization, but also affect its operation, penetrating to 
surprising depth. In hospitals where sisters’ attitudes to nurses 
were authoritarian, partly reflecting doctors’ attitudes to them, 
the nurses in turn were authoritarian in their behaviour towards 
patients. Patients took longer to recover. 

The structure of formal roles in an organization can specify 
only to a limited degree the way in which the roles shall be 
discharged. The person-in-role brings to his role performance 
his personality and experience. He will discharge his role 
differently from any other incumbent. Not only is this one part of 
the dynamic of organizational change since the role will not be 
the same after he has left it as it was before he occupied it, but 
leadership roles must satisfy the needs of the led as well as those 
of the organization. 

People in organizations need in varying degrees paternal- 
assertive, maternal-nurturant, and fraternal-permissive leader- 
ship. As all these cannot be provided by one leader, the task of 
emotional leadership tends to be divided, shared among the 
members of the top echelon of an organization, An intensive 
study of a mental hospital showed how these leadership roles 
were filled by the superintendent, assistant superintendent and 
clinical director respectively. The internal dynamics of the 
organizational team evolved an ‘executive role constellation’. 
The top directorate of any organization must evolve a modus 
operandi, suiting their respective talents and capacities for 
interacting with one another, if all are to remain in office while 
the organization functions effectively. 

Organizations staffed with professionals, people whose 
professional status provides them with extra organizational 
moral support, encounter special difficulties particularly when 
professionals of different kinds have to operate in harness, The 
professional role places special responsibilities and claims to 
expertise and jurisdiction in special areas of the organization's 
functioning. Thus in the briefing phase of building contracts 
where architects, surveyors, contractors and specialist 
engineers are involved in their professional capacities, the 
formal procedures which respect the different professional 
jurisdictions are ill-adapted to modern techniques of building 
and planning. The National Health Service suffers in its overall 
effectiveness through the professional interests inevitably 
involved. 


Traditions, concepts and methods in the study 
of organizational behaviour 


Although not the first to turn his attention to formal organiza- 
tions, Weber was the most influential. His studies of bureau- 
cracy as a phenomenon drew attention to the bases of authority 
and its exercise and to the standardization of procedures in 
which this exercise is clothed. Others have gone on to compare 
government administrative bureaucracies, military organiza- 
tion and the structure and functioning of work organizations. 
Parsons has emphasized the ‘structural-functional’ approach 
noting that all organizations require subsystems with the same 
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functions as those of society itself: a goal attainment subsystem, 
an adaptive subsystem, an integrative subsystem and a subsys- 
tem concerned with ‘pattern maintenance’. 

By far the most thoroughly studied are work organizations, 
mostly in productive industry. The psychological approach has 
emphasized the requirement for work organizations to satisfy 
the human needs of its members, for social as well as 
psychological and physiological satisfactions. High labour 
turnover, sickness and absenteeism are regarded as symptoms 
of failure to satisfy needs. Systems theory has, in the hands of 
social psychologists, described organization. Sociologists have 
pointed to the consequences for organizations of its members’ 
extra-organizational life and have usefully distinguished ‘total’ 
organizations (prisons, boarding schools, ships at sea, asylums) 
in which the extra organizational roles of its members are 
temporarily or permanently curtailed or absent. 

The technology of work organizations has been shown to set 
limits for the design of the social organization (roles) required to 
operate the technology. The ‘open sociotechnical system’ 
approach’has, however, shown that within the limits set by the 
technology there is still a choice among possible social 
structures, some of which give greater scope for the attainment 
of values such as ‘participation’, ‘democracy’, ‘autonomy’. 
Perrow, another representative of the ‘technological implica- 
tions’ school, has developed an analytical schema relating 
technological characteristics to modes of coordination, control 
and the relationships between managerial and technical 
functions. 
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Pain 


H. MERSKEY 


The nature of pain 


Pain depends upon consciousness and it is always a subjective 
experience. As such it is a psychological event and not a 
physical one. Historically it was supposed, until the nineteenth 
century, that it was an emotion. Aristotle called it one of the 
‘passions of the soul’ and Ibn Sina (Avicenna) is the first 
physician credited with the distinction between the sense of 
titillation arising from a wound and that of pain from the same 
source, During the nineteenth century, considerable evidence 
emerged to show that the experience of pain depended largely 
on certain nerve endings, fibres and tracts. Opinion then swung 
towards regarding pain as a sensation. If itis a sensation itis one 
whose occurrence and strength is related very closely to the 
emotional state of the organism. 

Emotion can influence all modalities of sensation either by 
distracting us from stimuli or enhancing their effects or even 
producing hallucinations. Although it is recognized that pain 
most often originates from physical stimuli it is also now quite 
widely accepted on the basis of extensive evidence that pain is 
frequently modified by the emotions, especially anxiety or 
depression. Sometimes it is caused by them and sometimes it is 
reduced or abolished by them. Anxious patients—a large 
minority of all those who consult doctors—often have pain, 
without a proportionate physical cause. On the other hand, men 
in sport or battle have often sustained injuries which did not 
cause pain because attention was directed at the other 
important events going on at the same time. Only afterwards 
was pain noted from the wounds. Clearly there are two main 
common features of pain, namely a particular type of unpleas- 
ant experience and the frequent relationship to bodily injury, 
disease or dysfunctions. To these can be added the notion that 
we tend to recognize pain as a result of learning in childhood. 
Thus certain types of knock, blow, fall, bruise, laceration and so 
forth are described as painful and the common elements of 
experience which they comprise have come to be recognized as 
pain. There is even a little evidence to the effect that we actually 
learn the quality of the experience as well as the use of the word; 
but that is somewhat controversial. There are stronger indica- 
tions that the ability to feel pain undergoes a degree of 
developmental maturation, although this may not be great. 
Taking into account the two main common elements in pain, 


the way in which we learn the characteristics of pain and the 
fact that pain is sometimes felt for emotional reasons, unrelated 
to local physical changes, the following definition of pain was 
framed by the present author. 

‘An unpleasant experience which we primarily associate with tissue 
damage, or describe in terms of such damage, or both.’ 

It follows from this that pain is always related to a part of the 
body. The concept of pain must involve a location in the body 
for the experience, even though there is not always a physical 
cause. This is quite distinct from the notion of mental pain 
which is strictly metaphorical and has no bodily reference. 

Pain is normally produced by stimuli which are sufficiently 
harmful to cause damage immediately, or to do so if continued. 
The biological purpose of this is obvious. The organism will 
withdraw from harmful or potentially harmful situations. Very 
rarely an individual is born without the ability to feel pain. More 
often it happens that the nerve supply toa part of the body is lost, 
or at least the ability to discriminate noxious stimuli in that part. 
Persons so affected are liable to ignore serious injuries or 
disease with increased risk of disability and even death. This 
provides a direct proof of the usual biological theory of the 
purpose of pain. 

If one effect of pain is to withdraw from the stimulus, a second 
is to cause the organism to rest the painful part, which normally 
helps to promote healing. A third effect of pain is to promote 
irritability and even aggression. This too may have a functional 
role in rousing the organism to self-defence against an attacker. 
A further effect of pain or noxious stimulation is to increase 
sexual stimulation. This happens normally to a small extent in 
man and to a greater extent in some animals, but usually one 
with trauma of a mild type. Unfortunately, nature is rarely 
precise, providing just enough pain for these various purposes 
and no more. Sometimes it would be a help to have pain when 
none is felt, and at other times, indeed quite often, far more pain 
results from wounds or illness than is helpful to the sufferer. 


Measurement of pain 
Being a subjective experience pain cannot be measured except 


in terms of the sufferer’s estimate. He can say whether it is mild, 
severe or intolerable. He can match it with some other external 
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scale, e.g. a line 10 cm long ranging for example from ‘no pain’ 
to ‘as bad as it could possibly be’. But pain remains private, only 
measurable by the one individual and not by any other person. 
A yery good indirect measure in certain clinical circumstances 
is to take the quantity of analgesic required to produce a 
standard degree of relief. A relationship has actually been 
shown between size of lesion and the quantity of morphia 
required. 7 

Another indirect approach consists of making measurements 
of the threshold at which noxious stimulation is considered 
painful. The techniques used include electrical stimulation, 
heat, cold, pressure, chemicals applied to the base of a blister, 
saline injections, working muscles under conditions of 
ischaemia and ultrasonic waves. There is no satisfactory easy 
technique. The best is perhaps the Hardy-Wolf-Goodell 
dolorimeter which consists of a hot lamp focused on the skin 
through a lens and timed shutter. This produces a fairly precise 
end-point but needs carefully standardized conditions for 
atmospheric heat and requires the skin to be painted with India 
ink or lamp black. The most useful method is probably the 
pressure algometer, which is a rod with a flat end loaded against 
a calibrated spring; the end is placed against a flat bony surface, 
for example the shin. Electrical stimulation which is an 
attractively easy technique is probably the least reliable. 
Threshold measurements provide an estimate of the stimulus 
quantity which is perceived as painful. In general women have 
lower thresholds than men, and anxious people have lower 
thresholds than calm people. Measurements may also be made 
of the point at which stimuli are regarded as very painful or 
severe. This indicates ‘the pain tolerance’ and it tends to vary in 
the same way as with theshold of complaint. As a rule the 
threshold is more related to physiological conditions, the 
tolerance tending to be more highly correlated with emotional 
variables. 


Anatomy and physiology 


Pain is generally felt after noxious stimulation of tissues supplied 
with free nerve endings, but the same site as gives rise to pain on 
noxious stimulation may also give rise to heat er cold. Thus it 
has been much disputed whether individual receptors or fibres 
can give rise to pain, but current opinion tends to the view that 
individual nerve axons probably do subserve such a function. 
However, specific individual ‘pain receptors’ are not anatom- 
ically distinct, and it is arguable that we can best relate pain to 
anatomico-physiological patterns rather than to static 
receptor-nerve-tract roots resembling single telegraph wires. 
Those nerve fibres which do respond in the most specific way to 
noxious stimulation are unmyelinated and small myelinated 
ones. Pain can also be set up (without damaging stimulation) if 
there has been destruction of larger myelinated fibres whose 
terminals would otherwise exercise a modifying influence on 
the smaller fibres. The idea of a balance between large (i.e. fast 
conducting) and small (i.e. slow conducting) fibres has been 
cogently argued by Noordenbos (1959) on clinical and 
anatomical grounds and well reviewed by Melzack and Wall 
(1965) who develop a neurophysiological theory to account for 
it. Their discussion allows for the influence of psychological 
mechanisms becoming effective via the arousal of appropriate 
descending pathways from the cerebrum and midbrain. 


Psychological theories of pain 


Notwithstanding the effort to correlate psychological and 
physiological phenomena it is still often more practical to 
discuss pain in terms of psychological mechanisms rather than 


physical ones. This is particularly justified by the evidence 
already mentioned that emotional states may influence or 
abolish pain. There are three main ways in which emotions may 
cause pain. 

First there is a reasonable case for the proposition that some 
pain is caused by persistent muscle tension and that this results, 
quite frequently from anxiety. Anyone who has held anarm stiff 
for some time or held an unusual posture at the wheel of a car 
will probably recognize the discomfort amounting to pain that 
can be caused mechanically in this way. Anxiety which leads to 
contraction of muscles (especially round the head and neck), 
and then causes further alarm by the discomfort noticed, is 
likely to be responsible for much ‘tension’ headache and some 
other pain. 

Second, pain may result more precisely from an idea. One of 
the most striking examples is the Couvade, mimicking the 
discomfort of pregnancy and labour, from which quite a few 
men suffer during their wives’ pregnancies. Such pain may be 
regarded as due to ‘sympathetic identification’. There is reason 
to suppose that it develops by conversion mechanism. 

A third mechanism of pain is hallucinatory. In epilepsy brief 
pains of cerebral origin are well recognized and have a physical 
basis. In schizophrenia pain rarely occurs; when it does, it may 
well be hallucinatory. These several mechanisms are of varying 
frequency and importance according to the frequency and 
gravity of the associated diagnoses. 

Typically, more than half the patients attending psychiatrists 
have a complaint of pain, usually headache. The commonest 
diagnosis in such patients is one of anxiety or neurotic 
depression. Hysterical mechanisms probably play an important 
part in a significant proportion of the more chronic cases whilst 
endogenous depression and schizophrenia are more rare as 
causes of pain. 


The alleviation of pain 


Physical lesions and dysfunctions most often cause pain but, 
even in those circumstances of physical illness, personal, 
psychological, and environmental factors remain important. 
Thus age, sex, occupation, social class, learning effects, personal 
relationships, suggestion, anxiety, anger and depression may all 
variously arouse or diminish pain. The first aim of all doctors is 
to eliminate the precise cause of pain and whether or not this 
aim is successful many other strategies may have to be 
employed in addition, to secure adequate relief. 

Analgesics such as acetyl salicylic acid (aspirin) appear to have 
a specific pharmacological effect, still not properly understood. 
Drugs which abate anxiety can also be very valuable. Part of the 
effect of such strong narcotic agents as morphine is attributable 
to the relief of fear, and substances such as the benzodiazepines 
and antidepressants can produce quite considerable relief in the 
same way. Some other psychotropic drugs, especially certain 
phenothiazines also relieve pain, including pain due to lesions 
of the nervous system. This effect appears to be independent, to 
a considerable extent, of any influence on anxiety or other 
aspects of mood. The interrelation between states of mind, 
neuronal activity and pain is thus very complex but there is no 
doubt of its importance. 
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Paranoia and Related States 


KARL LEONHARD 


In considering abnormal, in particular paranoid, mental states, 
we are concerned with what Jaspers has described as reactive as 
opposed to process psychoses. In a process psychosis, some- 
thing fundamentally new appears in the illness; the normal 
individual cannot share the patient’s experiences and can only 
explain the mental disorder in causal terms. In reactive 
psychoses, on the other hand, the abnormal derives from the 
structure of personality itself in its transactions with the 
environment. The normal individual can put himself in the 
place of the patient; he can ‘understand’ him. Psychoanalysis 
places a different meaning on reactive illness, for it assumes 
that, in the development of neurotic illnesses, the personality 
has itself been changed by influences in early childhood. This 
was indeed the standpoint adopted in the papers given at the 
International Psychiatric Congress in Montreal in 1961 in the 
Symposium on ‘Personality Development’. With such a view- 
point we shall not be concerned here. Insofar as we are 
discussing the evolution of paranoid states, and for that matter 
neurotic states, e.g. hypochondria and reactive depression, we 
are dealing with the origin of abnormal forms of conduct arising 
from a particular mode of life and under particular external 
circumstances. It is with such reactive processes that German 
psychiatry has been principally concerned. In France, interest in 
paranoid states has been principally directed to demarcating the 
borderline between them and the schizophrenias. In the United 
States and other countries with a predominantly psychoanalyti- 
cal orientation, interest is wholly centred on the mechanisms 
which, according to Freud, influence personality in the earliest 
years of life and largely determine whether the adult will be 
normal or neurotic—or even psychotic. The patient Schreber 
suffered, according to Freud, from paranoid schizophrenia and 
has consequently no relation to the reactive paranoid states 
under discussion here. 

The question of reactive psychosis has been discussed by 
Jaspers and many following him with special reference to 
Kraepelin’s concept of paranoia; i.e. a circumscribed delu- 
sional system with otherwise intact personality. In its gross 
manifestations, this clinical picture has usually been regarde 
as a ‘process’ psychosis and therefore classified with the 
schizophrenias. Some related forms, however, were because of 
their ‘comprehensibility’ regarded as reactive disorders, in 
particular the over-sensitive and suspicious character type of 
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Kretschmer and some cases of paranoid reactions among the 
hard of hearing. The paranoid states marked by constant 
complaints and litigiousness (‘Querulantenwahn’) have con- 
tinued to warrant inclusion among the reactive disorders. As 
well as a paranoid outlook, according to Specht and Ewald, a 
hypomanic temperament which never allows drive to flag is an 
important determining condition of such states. 

According to Jaspers and the psychiatrists of his time, 
personality is more important than external events.in reactive 
psychosis. The summary given by Jaspers in the histories of his 
two standard cases begins with the following words: ‘Peculiar 
from childhood onwards and jealous since the start of married 
life’ or ‘A personality suspicious from the start, given to ideas of 
reference and easily worked up.’ External events appear 
essentially to prime the development of personality; they are 
necessary to trigger off the paranoid reactions. In litigious 
paranoids the first complaint is often justified—they really have 
suffered from an injustice, although often only a minor one. 
Bumke has described an impressive case. A farmer developed a 
paranoid reaction when a boundary stone on his estate was 
washed away by a flood and a new survey of his property was 
set in train. As later transpired, he was quite right in supposing 
that his estate had been larger before the flood. But what he 
could not have known was that in his father’s day there had 
likewise been a flood and on this occasion the surveyors had 
erred in the opposite direction. Had it not been for the original 
mistake the farmer would have remained free from mental 
disturbance. 

Delusions of jealousy, 
likewise have a reactive basis,in so 
potency. This gives rise to the delu: 
seeking sexual satisfaction elsewhere and the suspicion is 
reinforced if she increasingly withdraws sexual interest from her 
alcoholic husband. Further, his frequent absences from home 
might seem to provide her with opportunity for an extramarital 
relationship. 

In milder forms of reactive disorder one cannot really speak of 
a psychosis—there is only aprepotent idea, in Warnicke’s sense 
of the term. The idea of, say, judicial prejudice, becomes, as in 
psychosis, so overloaded with affect that reason does not suffice 
to correct it. In such a marginal psychical abnormality, the 
external event can be the decisive factor, but here it is not one 


common among chronic alcoholics, 
far as alcohol reduces sexual 
sion that the patient's wife is 
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solitary event but a succession of events leading to repeated 
kindling of the idea. As has often been pointed out, we are 
indebted to the writer, Heinrich von Kleist, for a classic account 
of the development of a paranoid idea in his Michael Kohlhaas. 
He tells how Kohlhaas over-reacted to an injustice which he had 
suffered, started to fight for his rights and did not accept defeat in 
spite of losing over and over again. As a result, his emotions 
became so overwhelming that he considered himself justified in 
committing murder and burning cities to the ground although 
the injustice concerned only a couple of horses! 

The classic picture of the evolution of paranoid jealousy is of 
course Shakespeare’s Othello. Othello is subtly induced by 
lago to develop suspicions of Desdemona’s fidelity to a point at 
which he finally convinced himself of her guilt. It is characteris- 
tic of this type of reactive disorder that its development is often 
irregular and vacillating, as is characteristic of human emo- 
tional reactions (Leonhard). It reaches a climax at a point at 
which success alternates with failure and there is vacillation 
between hope and fear with regard to the ultimate outcome. 
Kohlhaas was constantly achieving small successes and Othello 
is telling himself all the time that his suspicions are groundless. 
In this vacillating state of jealousy it often happens that love 
grows stronger through the alternation of emotions and a 
remarkable state of ‘love-hate’ arises. After he killed Desdemo- 
na, Othello professes his deepest love for her. In much the same 
way, Prince Mischkin, in Dostoevsky’s The Idiot, tells 
Rogoshin that his love is hardly distinguishable from hatred. 

In comparison with paranoid disorders, reactive depressions 
occupy a relatively minor place in the literature. But reactive 
depressions often develop in accordance with the multiplica- 
tion of external stresses. Human beings have great powers of 
resistance to individual events, however traumatic. The horrors 
of war frequently precipitate reactive depressions, though 
seldom to a pathological degree with a tendency to suicide. 
Indeed it is a matter of some surprise that the suicide rate 
actually falls in wartime. Some figures cited by Hentig for the 
suicide rate in eight countries during and after World War | are 
shown in Table I. 


TABLE 1 
National Suicide Rates in World War 1 and in the Post-War 
Period. (Incidence per 100,000 of the population) 


1915-1918 1926-1930 
United States 14.5 15.0 
England & Wales 73 12.3 
Scotland 4.5 9.9 
South Africa 7.7 11.2 
Germany 16.4 25.9 
Italy 7.5 9.6 
Sweden 12.2 14.5 
Switzerland 19.2 25.3 
From Hentig 


In World War II, the suicide rate in Japan (Thomas, 1964) fell 
from 2.2 per 100,000 in 1936 to 1.24 in 1944 and a similar 
decline was likewise reported in Germany not only for the 
period of the war itself but also for the immediate post-war 
period when there was great hardship. According to Jung 
(1961), there were twice as many suicides in Switzerland in 
1946—47 as in Germany, in spite of the fact that conditions in 
Switzerland were normal though in Germany still very bad. 
Even in neutral countries, such as Sweden, the suicide rate fell 
during the war years, though to a lesser degree than in the 


belligerent countries (Hartelias, 1957). Finally, it is extremely 
noteworthy that suicide was uncommon in prisoner-of-war 
camps and under the appalling conditions of life in the 
concentration camps (Kornhuber, 1961). 

The reason for this decline in national suicide rates in time of 
war is perhaps that the events of war deeply involve the whole 
population. The individual is affected not only by his own fate 
but also that of others, so that his attention is deviated to some 
extent from his own fate to that of others. But, in particular, it is 
relevant that fortune runs its inevitable course in wartime. To the. 
individual, the course of events seems irrevocable and unalter- 
able; there is no uncertainty or emotional vacillation and 
consequently no reactive’ processes take place whereby deep 
emotion is generated. Conversely, if suicide appears to result 
from circumstances so trivial as not to warrant it, one can be 
sure that a reactive development has taken place. This is true of 
most of the suicides which have resulted from unhappy love 
affairs; they are almost always preceded by a lengthy period of 
vacillation between success and failure, hope and anxiety. So 
Goethe depicts the suicide of Werther, who in his sorrows is 
buoyed up by the love of Lotte. In his Sorrows of Werther, 
Goethe describes a murder resulting from an understandable, if 
grossly exaggerated, sense of jealousy and in fact paints a 
picture of reactive paranoia alongside a depression, both in the 
erotic sphere. 

Finally, there are hypochondriacal reactive states often based 
upon severe anxiety states, even fear of death. Often doctors 
play a part in determining the cause of the illness. Indeed the 
frequency of ‘iatrogenic neuroses’ has been noted the world 
over. Such neuroses arise when patients become anxious and 
remain so as a result of frequent examinations and courses of 
treatment, often with contradictory reports or statements being 
given them. These cumulative reactions result in the patient's 
growing fear that he is suffering from a severe, possibly fatal, 
illness. Similar anxieties can likewise arise among laymen who 
hear too much about illness and disease. Along such lines as 
these one can explain the remarkable fact that people who are 
really seriously ill, and who have no reason to doubt the 
diagnosis, generally come to terms with their fate. Indeed such a 
person is often surprisingly calm, in marked contrast with a 
hypochondriac, physically healthy but living in perpetual 
uncertainty as to whether he does or does not suffer from a 
serious disease, who may pass into a severe anxiety state. 
People who have sustained a coronary thrombosis suffer less 
than many who are physically well but who live in dread of 
heart disease on account of a developing paranoid hypochon- 
dria. Indeed the increase of coronary disease in all developed 
countries has led to a marked increase in the frequency of 
cardiophobias. 
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Pathography 


F. E. KENYON 


Pathography refers to the biological study of eminent people 
taking into account their mental and physical health. In the 
sense that one preoccupation in this area has been the possible 
relationship between genius and madness, pathography can be 
said to have a long tradition. 

Perhaps the first systematic survey was attempted by Robert 
Burton in The Anatomy of Melancholy (1621). The next 
important landmark was the publication in 1869 of Francis 
Galton’s Hereditary Genius. He investigated the ancestry and 
progeny of men in nine fields of achievement: judges, 
statesmen, commanders, literary men, scientists, poets, 
painters, musicians and diviners. 

Other notable empirical enquiries were by Terman and Cox 
(1926) who studied the early mental traits of 301 of the most 
eminent men and women of history who lived between 1450 
and 1850. W. Lange-Eichbaum’s monumental investigations 
were issued in various editions from 1927-56. Amongst other 
ideas he postulated two orthogonal axes of normal—abnormal 
mentally, and great ability-average ability, fitting in various 
types of eminent people into the four cells. 

Less biased in selection, as this was done by independent 
specialists, was Adale Juda's (1953) sample of 113 artists and 
181 scientists. She found both groups were from three to four 
times as heavily predisposed to endogenous psychosis as might 
have been expected by chance. Finally, mention should be 
made of the invaluable compilation by Gilbert (1962), a unique 
source book for the literature of pathography, 

As pointed out by Slater (1970) pathography and psychiatry 
are sister sciences but with different approaches. In ordinary 
history-taking we examine the patient's biography for clues to 
his illness; pathography also relies on biographical data but uses 
information about the illness to better understand the person 
and his life. Kenyon (1973) has also reviewed the relationships 
between pathography and psychiatry. 

The dangers and difficulties of pathography are not always 
fully appreciated. They are essentially retrospective studies, 
based largely on written records and concerned with people 

who were considered eminent for a variety of different reasons. 
Many so-called geniuses were not recognized as such in their 
own time, therefore sociocultural factors enter the picture as 
well. 

How and why particular subjects are chosen for study may 


well influence the evaluation. The evidence may be scanty, 
biased or deliberately distorted, and is rarely the type of 
information most needed for psychiatric study. There can be 
social, political, religious or other reasons why certain aspects 
of the person’s life have been ignored or suppressed, e.g. sexual 
history. Living descendents may have to be considered or the 
deeply held convictions of a sizeable minority. 

Each generation needs to re-interpret its history in the light of 
both new knowledge and techniques. The use of psychological 
insights may lead to further understanding of a complex 
personality or help explain seemingly inexplicable behaviour. 
There is, however, the danger of explaining too much, of having 
a ready-made answer for everything, and of rigidly applying a 
particular theoretical system. This can sometimes cause great 
antagonism, or seem to demean or devalue. On the other hand, 
it can also be salutary in showing the limitations of the 
psychological approach. 

Even more tenuous is the study of fictional or semi-fictional 
characters to make unwarranted assumptions about the author's 
personality. This has been repeatedly done in the case of 
Shakespeare. 

Jaspers (1962) apart from his own studies of particular 
individuals, e.g. Nietzsche, has also summarized some of the 
general problems. 

‘Pathography is a delicate matter. A thorough psychopathological 
understanding and a capacity for historical judgement are precondi- 
tions for scientific study, and in the same way respect for the individual 
and a certain reserve that does not necessarily conceal anything are 
prerequisites for a pathography that will be acceptable and read... 
Whatever we learn through pathographies ... becomes relevant in 
retrospect for psychopathology itself. In this material we may see what 
can never be observed in the average patient or institutional inmate and 
what we see will help us and add depth to our knowledge.’ 

Psychoanalytical ideas have frequently been applied to 
pathography in spite of being unable to utilize free association, 
dream analysis or verifications of interpretations. Freud himself 
was rather more cautious than some of his followers and 
realized the limitations of psychoanalysis in understanding the 
creative artist. He considered pathographies of limited help in 
understanding subjects’ personalities or their work but an 
analysis of the way in which their minds had developed could 
throw light on the motives that impelled them towards their 
various creative acts. 
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Freud’s own contribution was his study of Leonardo da Vinci 
(1910) and although he had anticipated some of the criticisms in 
a postcript he was probably not fully prepared for the ensuing 
hostility it provoked. These factors no doubt influenced him 
against further such publications. His collaborative study of 
Thomas Woodrow Wilson was published posthumously. Even 
though the obvious difficulties of not having the person 
available for personal examination have often been stressed itis 
worth remembering that Freud's theory of psychosis was based 
on his study of thewritings of Schreber. 

Another outstanding psychoanalytical contribution is the 
work of Hitschmann (1956) who also wrote a thoughtful 
introduction to the English translation of his collected patho- 
graphies of philosophers and others. 

A different kind of investigation by Macalpine and Hunter 
(1969) into the alleged madness of George III has produced 
persuasive evidence that he suffered from a form of porphyria. 
This is important for another reason as it is susceptible to some 
kind of proof by testing living descendants for the inherited 
biochemical abnormality. 

Religious leaders seem to be fairly frequently studied. There 
is, for instance, a considerable psychiatric literature on Jesus 
himself, some of which suggests he might have suffered from a 
paranoid psychosis. These were reviewed and subsequently 
dismissed by Albert Schweitzer in the course of his MD thesis. 
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The present writer has recently studied the life and health of 
Joan of Arc with particular regard to the sociocultural back- 
ground (Kenyon, 1971). It was concluded that not only was she 
a child of her time but also possessed the gift of eidetic imagery, 
this perhaps being reinforced by long periods of fasting and 
prayer. Also the images and stories surrounding the particular 
saints who appeared in her visions were well known to her. She 
was basically a simple, pious girl, immature, suggestible and 
overidentified with these Saints. At the same time she was made 
use of for political ends. 
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Pavlovian Psychology 


W. HORSLEY GANTT 


Background 


In order to understand Pavlov’s approach to psychology and 
psychiatry, it is necessary to know his physiological back- 
ground, Pavlov’s research training began in the laboratories of 
Carl Ludwig in Leipzig and Rudolf Heidenhain in Breslau. With 
the former he investigated the cardiovascular system, which at 
that time was the centre of Ludwig's interest. Since this was one 
of the most prominent research laboratories of the time in 
Europe, Pavlov here came into contact with students from many 
countries. 

While working with Heidenhain, Pavlov developed his 
techniques and interest in the gastrointestinal system. Here he 
perfected an operation Jater known as the Pavlov miniature 
stomach. This was superior to the Heidenhain isolated stomach 
because Pavlov’s operation did not sever the vagus nerve, 
thereby preserving its connections to the isolated pouch. The 
stomach was divided so that food could not pass from the main 
stomach into the pouch which opened on the abdomen. The 
importance of Pavlov’s gastrointestinal studies was the preser- 
vation of the dog in good health and over a long period, the 
so-called chronic experiment. This supplanted the acute experi- 
ment of physiology in which the animal was studied briefly 
under anaesthesia, a pathological state excluding the higher 
nervous control. 

Returning to St. Petersburg in Russia (later Petrograd, after 
1924 Leningrad) Pavlov worked in pharmacology with the 
Russian internist Botkin. 

During the decade 1880-90, Pavlov’s major interest was in 
the cardiovascular system, By careful dissection he discovered 
the so-called trophic nerves to the heart (simultaneously with 
the British physiologist William H. Gaskell); nerves which 
increased the force of the heart beat without altering its rate. 
Working with the unanaesthetized animal, Pavlov discovered by 
stimulation of the cervical vagi their effect on heart rate and 
blood pressure. He also studied blood pressure variations in the 
normal healthy animal by inserting a cannula into the femoral 
artery. These experiments on unanaesthetized, intact animals 
were done almost three-quarters of a century before similar 

experiments abroad. His successes were due to his patient 
training of dogs to tolerate the technical procedures of arterial 
cannular insertions. Many of his novel results of vagal stimula- 


tion and procedures of measuring blood pressure are only now 
being repeated in laboratories with the aid of modern electronic 
equipment. 

In the decade of the 1890s and to a lesser extent after 1900, 
Pavlov studied intensively the gastrointestinal secretions by 
means of his chronic fistulae (salivary, pancreatic, choledochus) 
and his miniature stomach. In this period he also perfected his 
oesophageal fistula to study the effect of ‘sham’ feeding on gastric 
secretion; during this sham feeding the dog continued to eat 
though the food emerged in the neck without reaching the 
stomach. 

In the study of these secretions Pavlov contributed to 
physiology the ‘chronic experiment/—the healthy dog for along 
period of its life. Thus the influence of the higher nervous 
centres was not eliminated as it was in the acute experiment. 
From such experiments Pavlov obtained quantitative as well as 
qualitative relations of the various secretions to both the amount 
and the composition of the food. These relations varied with the 
type of food, as well as the state of division, e.g. the 
composition; whether carbohydrates, fat or protein, whether 
finely divided or in large chunks. For his studies on the 
gastrointestinal secretions Pavlov was the first physiologist to 
receive the Nobel Prize, in 1904. 


Conditional reflex 


During Pavlov’s research with the gastrointestinal secretions, 
because he was using the healthy, normal animal, he was able 
to discover the conditional reflex. In the course of his studies 
Pavlov observed that the salivary, gastric or pancreatic 
secretions might begin before the actual food was taken into the 
mouth. Looking for the causes of these irregularities of 
secretion, Pavlov found they occurred to the signals of 
food—the food vessel, the appearance of the Diener who 
brought the food, or even his footsteps. After a two-year debate 
with himself and collaborators as to whether this type of 
secretion should continue to be explained subjectively or 
whether it should be investigated objectively by his former 
physiological methods, he decided in favour of the latter. In 
doing this he had to devise a new kind of experiment. He was 
forcibly impressed by the adaptability of the so-called psychical 
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secretions, which later became the conditional reflexes, and how 
they changed with the external conditions. He noted that there 
was a period of gradual formation of what he now called a 
conditional reflex, and that once formed it could be altered or 
would even disappear. These observations led him to postulate 
two basic types of learned or conditional reflex activities—the 
excitatory and the inhibitory. 

His subsequent work was patterned largely on the interaction 
of the positive (excitatory) conditional reflex and the negative 
(inhibitory) conditional reflex. Pavlov attempted to formulate 
laws of conditional reflex action which followed the current 
ideas in neurophysiology expressed in the terms induction, 
irradiation and concentration of the excitatory or of the 
inhibitory processes in the brain. By the study of the interplay of 
the excitatory and the inhibitory conditional reflexes he was led 
to a new theory of sleep and of neurotic development. Finding 
that sleep could be produced in many dogs by the repetition of 
inhibitory stimuli (conditional), he theorized that the cause of 
sleep was the spreading of this new type of inhibition over the 
cortex or even into the subcortex. Other theories of sleep are 
those of W. R. Hess. 

In 1913 and from 1922 onwards, Pavlov saw a disturbance of 
behaviour in his animals when they could no longer differen- 
tiate between the signals for receiving food and those with 
which they did not receive food. From these experiments Pavlov 
considered that the cause of neurosis was a conflict between 
excitation and inhibition. He postulated that there was in the 
brain a ‘collision’ of the excitatory and of the inhibitory 
processes to produce a disturbance of behaviour. Such distur- 
bances Pavlov called ‘experimental neurosis’ without dis- 
criminating as to the type of disturbance. 

In his collision theory it is noteworthy that Pavlov 
hypothesized that excitation and inhibition were due to 
different chemical substances in the brain long before the 
experiments of Loewi demonstrated acetylcholine or those of 
Cannon sympathin. 

As Pavlov continued these studies he observed that one dog, 
when subjected to the same external environment, differed 
markedly from another dog in its susceptibility to nervous 
breakdown. From these observations he described four func- 
tional types, dividing his animals into the four groups suggested 
by Hippocrates (1) choleric (extreme excitable, pathological); 
(2) melancholic (extreme inhibitory, pathological); (3) sanguine 
(normal excitatory); and (4) phlegmatic (normal inhibitory). Itis 
important to note here that Pavlov through his observations 
recognized the significance of individual differences. His facts 
would not permit him to state specifically whether the types 
were wholly genetic or due to past training. 

Being a careful observer, Pavlov saw ‘spontaneous’ 
developments of experimental neurosis to events outside of the 
laboratory, especially during a Leningrad flood in 1924 in 
which animals were threatened and frightened. In his assess- 
ment of the pathologic state Pavlov observed the ordinary 
behaviour of the animal as well as the variations in the 
conditional reflexes measured quantitatively by the salivary 
secretions. In the disturbed animals the relations between the 
excitatory and inhibitory conditional reflexes were altered in 
definite ways, varying from a decrease or abolition of the 
excitatory Conditional reflexes to the conversion of the inhibit- 
ory conditional reflexes to excitation—the so-called paradoxi- 
cal phases. William Sargent has made these phases the basis for 
the origin of psychoses as well as of extremes of normal activity. 

In the last years of his life, after reaching age 80, Pavlov 
shifted his attention to the explanation of psychoses on the 
basis of his animal studies. He postulated that schizophrenia 
was due to exceedingly strong conditional reflex stimuli; these 
produced inhibition rather than excitation, a phenomenon 
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which he called supramaximal excitation. On this basis he 
suggested protecting the schizophrenic from excitations, and 
inducing sleep by quiet surroundings and a darkened room. The 
method was widely used in Russia after Pavlov’s death but 
without remarkable success. 

After the age of 80 Pavlov introduced the important idea of 
language in the human as indicating the process of generaliza- 
tion and the existence of complex long chains of conditional 
reflexes at the basis of human behaviour; the length of the 
chains and the extent of the generalization separated the human 
from all other animals. Pavlov saw in the human the parallel 
differences among individuals that he had seen in the dog; 
consequently he divided humans into two types according to 
their reactivity. This division was purely hypothetical; though 
the recognition of differences was sound, Pavlov’s categoriza- 
tion of the types has not been substantiated. 


Philosophy 


In Pavlov’s attitude toward science he was a representative of 
the nineteenth century. He believed that the scientific method 
would not only bring knowledge but a new life, that ‘the 
omnipotent scientific method would deliver man from his 
present gloom and bestial behaviour in international relations, 
from wars and revolutions and their horrors’. He died before the 
frustrations of the twentieth century had overtaken such 
scientists as Einstein and Bohr. Although a firm believer in the 
success of science in ushering in an era of human happiness, 
Pavlov took pains to assert that beyond science the subjective 
life and its manifestations as art, literature and religion were of 
supreme importance. Pavlov was cautious in his claims for the 
application of the laboratory results to the human. 

Pavlov’s style of speaking and writing in its dogmatic, positive 
tone was often misleading in that what he considered as hopes 
and theories were conveyed to his listeners as positive claims. In 
his two essays ‘Reflex of Purpose’ and ‘Reflex of Freedom’ he 
allowed himself latitude of application of experimental laws to 
human-behaviour. Although such theorizing may seem fantas- 
tic, his experiments were precisely performed and well control- 
led. In his ability to reduce complex situations to the terms ofa 
simple experiment, he was a master biological experimenter. 
He impressively demonstrated a quantitative method for 
measuring in physiological quantities what had been consi- 
dered as psychical, and of eliminating the subjective or at least 
separating it from the objective records. In doing this he placed 
the conditional reflex on a scientific basis. 

Although Pavlov gave great impetus to the development 
especially in psychology of the conditional reflex method, his 
concepts and school are markedly different from those who call 
themselves operant conditioners. These differences particularly 
involve (1) emphasis of the operant school on the external 
environment rather than on the internal physiological state; (2) 
the prevalent use of the motor behaviour (until recently) rather 
than the internal, visceral; (3) the development of the operant 
school from psychology, by such leaders as Thorndike, Watson 
and Skinner; (4) the predominant study of averages in large 
numbers by operant psychology rather than the individual 
subject as done by Pavlov; and (5) the special interest of operant 
psychologists in the practical, and recently, therapeutic applica- 
tion rather than in the basic physiological laws. 

Among the psychologists who have applied in one degree or 
another the Pavlovian method of reaction to a conditional 
stimulus are, in England, those of the Eysenck school at 
Maudsley, and in America, Skinner and his followers. Konorski 
in Poland discriminated early between operant and Pavlovian 
classical conditioning. Although the medical profession has 
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been slow to work with Pavlovian methods, there have been on 
the practical side advances by Desmond Kelly in London. In 
America, Gantt, Reese, Dykman, Newton, Murphree have 
worked with both methods. In Russia there has been wide- 
spread expansion of Pavlov’s work in the experiments of E. A. 
Asratyan, P. K. Anokhin, N. l. Krasnogorsky, Ivanov-Smolensky, 
all'of whom worked directly with Pavlov. The latter two applied 
the conditional reflex method to the study of infants, children 
and adults. 

In America the school of neo-Pavlovians (Gantt and co- 
workers) has elaborated certain concepts using the conditional 
reflex. These concepts relate to the role of the periphery and the 
central nervous system in the formation of the conditional 
reflex, the differences among the physiological systems 
(schizokinesis) and the internal elaborations on the traces of 
former conditional reflexes to interact and produce new 
behavioural patterns (autokinesis). A further analysis of the 
criterion for conditional reflex formation indicates that only 
certain physiological systems are subject to conditional reflex 
formation and that each system must be studied separately in 
the light of the function it performs in the total economy, viz., an 
organ system responsibility. 

Although there may be no difference in the nervous 
mechanisms between operant and Pavlovian conditioning 
(Pavlov, contrary to the general opinion, ‘employed both 
methods) the two schools represent separate goals; (1) the 


school of operant conditioning; the emphasis here is on the 
application, the control of behaviour (Skinner) and its therapeu- 
tic use (Neal Miller); (2) the Pavlovian school with the attention 
devoted to the scientific laws rather than to their immediate 
application. The former is an elaboration of the effect of the 
external environment in the tradition of Locke, Helvetius, 
John B. Watson; the later, the investigation of the laws of the 
central nervous system and of the internal environment based 
more on the physiological concepts in the tradition of Sherring- 
ton and Eccles. 
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Perception and Personality 


RONALD FORGUS 


Since the purpose of this article is to discuss some of the central 
relationships between perception and personality, it is neces- 
sary to give a brief definition of perception and personality so 
that the reader knows what is meant by these constructs. 

Perception is conceptualized as the process of information 
extraction. In order to adapt to his environment and perform the 
necessary functions of locomotion, goal attainment, survival 
and problem-solving, the individual must first be able to extract 
the relevant information from stimuli originating outside and 
inside himself, Perception is the process through which this task 
is accomplished. 

Some reflection on the nature of this process will reveal, 
however, thatthe perceptual capacities of lower animals, which 
govern the effective execution of these adaptive functions, are 
largely instinctive. By contrast, man’s adaptive behaviour 
originates with built-in reactions which become modified and 
increasingly more complex with learning and development. It is 
the fact of increasing complexity which leaves room for the 
involvement of perception in personality, since personality 
deals, among other things, with individual differences in 
behaviour. 

To account for the development of perception we conceive of 
the total act of perception as consisting of a hierarchical 
organization of levels. The lower levels are unlearned or built-in 
programmes while the higher levels are modified or learned 
programmes. For examples of the former are the discrimination 
of brightness and colour while examples of the latter are the 
recognition of form and the identification of meaning. Since 
form and meaning contain more information than mere 
brightness and colour, we can see why they require more 
complex perceptual processing. In fact, perception at these 
higher levels is part of a larger cognitive process. We can thus 
more completely define perception as the superset of the 
cognitive processes, with learning and thinking as subsets. 

Cognition deals with knowledge, and a large part of human 
knowledge is learned. Therefore a large part of perception must 
be learned. Furthermore, since the vicissitudes of genetic 
predisposition and socialization opportunities lead to uneven 
effects of learning, we can expect the organization of percep- 
tion, particularly at the higher ends, to show wide individual 
differences. The perceptual aspects of these differences should 
thus be revealed in differences in cognitive structure. Consistent 


differences in cognitive structure, also called cognitive style 
differences, would thus represent characteristic aspects of 
personality. 

Personality represents consistent and unique patterns that 
each individual possesses for coping effectively with the 
demands of living. If we can show that specific cognitive styles 
cope in predictably consistent ways, then we will have 
demonstrated important relationships between perception and 
personality. In pursuing the task just outlined we will ask first 
whether there are reliable informational cues in stimulation, 
and secondly, whether there are predictable differences be- 
tween cultures and individuals. 


Informational cues in the stimulus 


A group of experimental researchers, influenced by the famous 
school of Gestalt psychology, have attempted to demonstrate 
that certain space-time relationships will indeed contain 
information about the intentions of individuals—certainly an 
aspect of personality. Notable among this group are Fritz 
Heider and Albert Michotte. Both of these investigators have 
attempted to uncover the cues in stimulus information which 
lead to the perception of an attribute; thus we refer to their 
explanation as Attribution Theory. A cue isa sign or relationship 
in the stimulus which carries specific significance for the 
perceiver, that is, which tells him something that he can use ina 
functional way. 

Typical of the research of these two investigators is to present 
the perceiver with a short animated motion picture in which two 
or more objects move around in space in variable directions, 
with variable contact and with variable outcome after contact. 
The observers are asked to report what they see or to tell a story. 

The results are verifiably predictable and informative. Basi- 
cally, it is found that the perceptual reports can be organized 
into variations of the Gestalt laws of perceptual organization, 
particularly the law of similarity, proximity and common fate. 
For example, objects which have similar features (similarity) are 
seen as belonging to the same class, e.g. the same sex. Objects 
which are seen to be in close contact (proximity) and which go 
off together following contact (common fate), are seen as 
wanting to be together— an integrative motive. Conversely, 
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objects which are seen as approaching each other violently and 
as separating swiftly following contact, are seen as not wanting 
to be together—a segregated motive. Thus, Michotte sees the 
‘billiard ball’ effect as a model for how the segregated human 
emotions of anger and fear are transmitted in and perceived 
from the space-time relationships of motor behaviour. This fact 
was dramatically exploited and exaggerated in the silent 
cinema. Similarly, the ‘pushcart’ effect typifies the space-time 
relations underlying the transmission and perception of the 


integrative human emotions of love, joy and compassion. * 


Heider, in his work and books on interpersonal perception, has 
elaborated these basic Gestalt organizational themes. 


Cues in facial patterns and non-verbal 
communication 


During 1971 Ekmanand Mehrabian published some fascinating 
work on the cues underlying the recognition of emotions in 
human faces and non-verbal communication. 

Ekman worked with the recognition of facial patterns 
cross-culturally. Before the work of Ekman there was consider- 
able controversy concerning the extent to which specific 
emotions can be detected from facial patterns. Much of the 
difficulty was caused by methodological problems and the fact 
that different cultures prescribe different behaviours for the 
same emotion. 

By a careful analysis of the difference between the motor 
patterns and the situational context, and in a very complex 
research design in which he attempted to control for previous 
difficulties, Ekman found evidence that facial patterns do 
provide reliable indices for underlying emotions. Moreover, 
specific facial patterns will call up similar emotions from 
culture. Thus, literate as well as a variety of non-literate and 
non-Western cultures responded similarly to specific photo- 
graphs of faces which were depicting such emotions as anger, 
disgust and friendliness. 

One can understand the adaptive significance of human 
beings being able to tell what another human being intends 
from looking at his facial expression. During evolutionary and 
developmental experience the mechanism for doing this 
probably came about as follows. A particular facial expression 
(e.g. gritting of the teeth, tightening of the eyes, a pressing and 
lowering of the jaw) triggers a fear reaction in an individual. He 
stores that stimulus pattern in long-term memory. Then, follow- 
ing experience and association he retrieves from memory that 
pattern when he transmits a similar emotion intended to 
intimidate another individual. We can also understand the 
usefulness of transmitting a unique pattern of ‘friendliness’ 
when one desires approach and ‘sadness’ when one desires 
caring. 

Facial expressions represent only one region of non-verbal 
communication. In the last decade there have been increasing 
attempts to study the information which is communicated from 
the whole body. Thus, Mehrabian found, rather surprisingly but 
quite understandably, that the most significant revealer of 
‘deception’ comes from the legs and the feet. That is, if an 
individual masks his true feelings the clue is provided by rigid 
control of the feet and legs. While many people think that 
deception will be revealed through the eyes, reflection will 
reveal that the face is the most censored part of interpersonal 

behaviour. Consequently it makes sense that the ‘uptight’ 
feeling associated with deception should be revealed through 
motor expression which is far less likely to be censored. 


Experimentally-determined differences 


While the foregoing suggests that there are universal determin- 
ers of personal perception, other work has shown that different 
kinds of experiences associated with culture or personal 
development also make a difference in how the individual sees 
his world. For example, in a fascinating and painstaking 
cross-cultural study, Segall, Herskovits and Campbell (1963) 
found that different cultures have greater susceptibility to 
particular kinds of illusions. For example, industrialized 
societies are highly subject to geometric illusions because we 
have much contact with such patterns in our everyday 
experience whereas primitive cultures do not. In fact, there 
seems to be an absence of certain kinds of geometric illusions in 
non-literate cultures which also points to the importance of 
learning in the determination of perceptual illusions. Converse- 
ly, highly agricultural societies have greater susceptibilities to 
the vertical-horizontal illusion because of their very frequent 
experience with the foreshortening of lines which represent the 
receding distance of furrows. These foreshortened lines which 
represent distance are of course seen as vertical lines in a 
picture. Therefore their experience leads them to exaggerate the 
Vertical over the horizontal dimension, which is what happens 
in the vertical-horizontal illusion. 


Personality consistencies in perceptual 
abilities 
More general description and research on experiential deter- 
miners have been conducted by individuals who have con- 
cerned themselves with the effect of values, group membership 
and personality on perceptual judgements. Notable amongst 
these writers are Bruner and Tagiuri. 

Early research which brought this approach into prominence 
reported that poor children had a larger constant error than rich 
children in estimating the diameter of a 25 cent American 
coin. Initial interpretation suggested that relative deprivation 
led to a greater valuing which resulted in exaggerated overesti- 
mation. Subsequent research, however, indicates that relative 
deprivation can actually affect the perceptual process directly. 
For example, Gardner and Long (1962) have demonstrated that 
individuals differ systematically on a perceptual ability which 
they call scanning. Extensive scanners are more accurate than 
narrow scanners in estimating the diameter of circles, that is, 
their error of overestimation is reduced. Itis highly plausible that 
poor children not only value coins more strongly, but also scan 
more narrowly because of relative deprivation of varied 
perceptual experience. 

There have been other demonstrations that individuals have 
characteristic personality differences in their perceptual styles 
of responding to environmental information. Thus, Charles 
Eriksen and his associates have shown that individuals differ 
with respect to the kinds of information they find threatening. 
For example, as the reader might already know from his 
experience, some individuals are threatened by information 
which suggests dependency relationships while others are 
threatened by information which suggests sexuality or competi- 
tion, and so on. But not only do people differ in what 
information they find threatening, but also in how they cope 
with threatening situations. Thus, some individuals withdraw 
while other individuals attack stimuli which transmit threaten- 
ing information. The former are said to behave defensively 
while the latter are said to behave vigilantly. Moreover, these 
methods of controlling the emotional components of informa- 
tion also seem to be determined by cognitive abilities. 


Typically, defensive individuals have a higher recognition 
threshold for threatening stimuli while vigilant individuals have 
a lower threshold; the former ward off threatening information 
from consciousness while the latter go after it. 


Cognitive style 


The above findings about consistent perceptual types have been 
extended to a more general personality construct called 
cognitive style. Cognitive style refers to the characteristic way an 
individual’s ego copes with environmental tasks and stress. The 
particular patterns that these ego control mechanisms follow are 
presumed to be directed by the organization of the individual's 
cognitive structure, Cognitive structure in turn has two domin- 
ant features, both of which concern the individual’s construc- 
tion of and reaction to knowledge. One component deals with 
the individual’s approach to information and the other deals 
with the meaning extracted from the information. For example, 
wide scanners not only approach information with broader 
perspectives, but are also likely to obtain more accurate 
meaning. However, being more cognitively complex is not 
always the most adaptive. In some situations the most adaptive 
thing involves the ability to see the simple. 

The fact that the relative advantage of cognitive complexity 
depends on the demands of the situation, follows from the work 
of Witkin et al. (1963) who have dealt with psychological 
differentiation, Werner and his associates who have dealt with 
organismic complexity and Bieri, Harvey and Schroeder who 
have dealt with cognitive complexity. For example, the work of 
both Witkin and Werner shows that the advantage of relying on 
organismic (called field-independent or egocentric orientation,) 
external (called field-dependent) or both sets of cues, depends 
on the demands of the situation. Similarly, Harvey and 
Schroeder warn that processing at a high level of information 
complexity can prevent one from seeing the ‘forest for the trees’. 

In general, however, it is probably more desirable to be 
cognitively complex and cognitively differentiated. Thus, indi- 
viduals who are more likely to articulate new experience and 
seek cognitive growth (called sharpeners) can be expected to 
adapt to a wider range of situations than individuals who tend to 
assimilate new experience into the old (called levellers). Those 
who use the cognitive style, sharpening, seek information and 
stimulation. While they may experience more anxiety, they will 
also probably experience more satisfaction and effectiveness 
than levellers who, in turn, tend more to focus on warding off 
anxiety or seeking security. 

One can readily see how these dominant cognitive styles are 
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important not only in the pursuit of personal satisfaction and 
successful living, but also in the pre-disposition to maladjust- 
ment and psychopathology. The present writer and his 
associates, utilizing the outflow model of perception described 
in this article, have described data which suggest that hallucina- 
tions, delusions and other forms of paralogical exaggeration do 
indeed constrict the individual's functioning in the direction of a 
narrowed perceptual set. If we knew more about how to 
measure what people expect, we could then discover ways to 
respond to these perceptual expectancies. Since people can 
only code information for which they have models, we will 
never be able to have effective communication from which 
cognitive and personal growth can take place, until we can map 
perceptual and cognitive structures. 
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Perception, Interpersonal 


MARK COOK 


Introduction 


We tend to take ‘interpersonal perception’ for granted. We do 
not realize that we are constantly making judgements and 
forming impressions of other people's behaviour and per- 
sonalities. Yet these judgements and impressions are important 
since they often determine our behaviour towards other people. 
If we decide that someone is disagreeable we do not make 
friends with them. If we decide that someone is untrustworthy or 
unintelligent we do not employ or recommend them to others 
for employment. 

The judgements we make about other people take many 
forms. We predict their behaviour in specific circumstances, for 
example anticipating someone’s reply to a request, or reaction 
to a piece of information. We perceive their emotional 
reactions. We perceive the relationships of like and dislike, 
dominance and submission etc. between other people and 
between them and us. We also make judgements about 
people’s enduring personality traits and dispositions. Judge- 
ments about traits and dispositions have two purposes; they 
summarize and explain previous behaviour and they help us to 
predict or anticipate future behaviour. Most of our thinking 
about others uses broad dispositional categories, for exam- 
ple—he is mean/sadistic/has a high need for achievement/has 
an anal personality. 

Sometimes we form judgements about dispositions that do 
not really exist, in terms of consistent behaviour. For example 
the layman, as well as the psychologist, talks about ‘attitude to 
authority’ or ‘conformity’ as if they were consistent aspects of 
behaviour, although research has shown there is no consistent 
disposition in either case. Most social psychological research 
on interpersonal perception has looked at the perception of 
personality traits, rather than the prediction of particular items 
of behaviour, 


Mechanisms of interpersonal perception 


Given that we form a great number and variety of judgements 
about others, how do we do it? There have traditionally been 
two types of explanations—intuition approaches and inference 
models. Intuition theories are often rather obscure. Some 


versions simply say that perception relies on innate 
mechanisms. This is certainly true in animals, but has not been 
demonstrated in humans. In any case there are obviously many 
types of judgement that could not be explained by postulating 
innate mechanisms. Other versions of the intuition explanation 
say that perception of emotions, personality etc. is direct or 
immediate. This is a very obscure notion; it may mean that we 
are not aware of the processes involved when we make the 
judgement. As we shall see this is not a relevant consideration. 
On the other hand some who say that perception is ‘direct’ or 
‘immediate’ seem to mean that there are no processes involved 
or that we cannot investigate them. Both propositions are 
obviously false. 

The alternative view says that perception of emotion, 
personality, etc. depends on a process of conscious of 
unconscious inference. When we decide that the (red-haired) 
person before us is aggressive, we have actually inferred itin the 
following way: 

All red haired people are aggressive 

This person has red hair 

Therefore this person is aggressive 
We reason from general principles, derived from experience or 
acquired secondhand, and from the evidence available to a 
particular conclusion about the person concerned. The usual 
objection to this explanation is that we are not aware of making 
any inference, nor, indeed that we have such general principles 
or are using particular pieces of evidence. However this is nota 
valid criticism, since ‘unconscious inferences’ have been 
convincingly demonstrated in other types of perception. The 
inference approach has two virtues; it gives some account of the 
processes involved, and gives us a framework to discuss 
interpersonal perception. We can look at the kinds of general 
principles about behaviour and personality that we all have, 
and we can also look at the information we use to put people 
into different categories. A good account of intuition and 
inference theories may be found in Sarbinet al. (1960). 


General principles of personality and 
behaviour 


We tend to expect different attributes to be associated when we 
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judge people. These expectations are called ‘implicit personal- 
ity theories’. A recent experiment by Wiggins, Hoffman and 
Taber (1969) looked at implicit personality theories about 
intelligence, by presenting people with imaginary case histories 
of college students, in which nine items were systematically 
varied. The people were then asked to judge the students’ 
intelligence. 

Most assumed, more or less correctly, that vocabulary and 
academic achievement were related to intelligence. Some 
assumed, less correctly, that the student's industriousness was a 
clue to his intelligence. A few people had bizarre ideas about 
qualities associated with intelligence, for example one person 
thought the only indication of intelligence was emotional 
instability. 

Research on implicit personality theories has shown that we 
tend to think that large numbers of different attributes are 
associated. Thus if we think someone is agreeable, we tend to 
think they are intelligent, well-adjusted, have liberal political 
opinions, are extraverted, that they like our friends etc. This 
means that our judgements of other people are often far more 
global than we suppose. Furthermore the crucial factor in many 
such global judgements is liking—if we like the other person we 
attribute consistently favourable characteristics to them, 
whereas if we dislike them, we attribute consistently unfavour- 
able characteristics. Obviously an incorrect implicit personality 
theory will lead us to make incorrect judgements about 
people. 

Ithas also been shown that many implicit personality theories 
contain pervasive biasses, which also make us form incorrect 
judgements. The tendency to attribute intention is a good 
example of this. We think people intend to do things and intend 
them to have the effects they have, although the deed and the 
consequences might not be intended. In extreme cases this 
tendency develops into paranoia. It has also been suggested that 
our judgement is affected by our undesirable qualities. A person 
who is mean will assume that others are meaner than they 
actually are, but will rate himself less mean. This is called 
‘projection’. 

Finally we should note that we tend to assume people are 
more consistent than they are, and we are generally too slow to 
alter our opinions. Several experiments have shown that we 
would rather ignore or distort evidence that does not fit our 
preconception than change our judgements. On the other hand 
our opinions should not be too fluid. Recent work on 
schizophrenics has shown that they have no stable conceptual 
systems about other people, so they can never anticipate others’ 
behaviour. 


Information used to form judgements 


Given that we have an adequate conceptual system on which to 
base our judgements, we still need rules for recognizing types of 
people, so as to be able to categorize people accurately when 
we encounter them. We use, even if we are notaware of the fact, 
three types of behavioural evidence. We can judge people on 
the basis of their actions, we can judge them according to what 
they say, or we can try to read their ‘non-verbal behaviour’. 
The study of non-verbal behaviour has developed recently, 
although observations and case-studies have appeared in the 
psychiatric literature since Freud first mentioned the impor- 
tance of such information. The principal ‘channels’ of non- 
verbal information are facial expression, bodily posture, rate of 
diffuse body movement, gestures, direction of gaze, tone (and 
volume) of voice, and rate of fluency of speaking. A more 
comprehensive review of research methods and findings can be 
found in Cook (1971) or Argyle (1969). We can observe the 
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person’s behaviour and listen to what they say, or we can get our 
information through others. We can also recall what the person 
said or did on previous occasions. The different types of 
evidence are all useful but their relative value varies according 
tothe type of judgement we are making. For example if we want 
to know someone's political opinions, the best way of finding 
out is to ask. If we want to know what someone feels towards us, 
we cannot ask directly and would probably not get a truthful 
answer if we did. Instead we have to try to infer what the other 
person feels from subtle hints given in their non-verbal 
behaviour. For example Exline and Winters (1965) have shown 
that we look less at someone we dislike. Other experiments 
have shown that we sit farther away from people we dislike and 
adopt different postures. For some judgements however, 
behaviour is the only criterion. Thus we judge honesty by the 
absence of dishonest behaviour, not by an appearance of 
honesty, or because the person says he is honest. 


The accuracy of interpersonal perception 


As we said in the introduction our judgements of other people 
are usually made for some purpose, and often direct our 
behaviour. Therefore it is important to consider the question of 
whether they are accurate or not, since inaccurate judgements 
will presumably lead to inappropriate behaviour. Some theories 
of mental illness suggest that inaccurate perception of others’ 
feelings, intentions, dispositions etc. lies at the root of the 
disorder, Much of the early research on interpersonal percep- 
tion looked at accuracy of judgement but did not reach very 
satisfactory conclusions because of methodological problems. 
However the results of this research show that our judgements 
of other people and our predictions of their behaviour are wrong, 
a disturbingly high proportion of the time. This comes as a great 
surprise to most of us, since we tend to assume that our 
judgement are infallible. More disturbing still, various studies 
of selection interviewing and psychiatric diagnosis have found 
that these are often inaccurate. Indeed many studies of selection 
have found the interview to be little better than choosing 
candidates randomly. 

The research on accuracy of perception drew an interesting 
distinction between ‘stereotype accuracy’ and ‘differential 
accuracy’. Many experimenters found that people were quite 
good at identifying the commonest response a particular group 
of people would make. Thus in an experiment on predicting 
peoples’ responses to questionnaire items, most subjects 
perceive accurately that very few people will say they have 
nightmares every night, whereas most people will say they liked 
their mother. The subjects have made a good estimate of the 
average or ‘stereotype’ response to the question. However they 
would probably not be able to identify accurately the small 
minority who do have nightmares every night and who did not 
like their mothers. Saying what one particular individual will do 
is much more difficult than saying what most of a particular 
class of people will do. (In many of the early experiments on 
accuracy of perception the two abilities were confused, 
although later research has shown that they are quite separate.) 


Conclusions 


Our discussion of the process of interpersonal perception has 
shown that most of us are unaware of several important aspects 
of how we form judgements. We do not realize that we make 
our judgements of people on the basis of sets of general 
principles—the implicit personality theory—or that we have 
ideas about ways to identify particular types of people. More 
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seriously most of us do not realize that our judgements of others 
are very often incorrect, and that even where they are correct, 
we have really made a correct judgement about a group of 
people rather than about a particular individual. 
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Perception, Origins of 


EGON KUPPERS 


What is perceived (e.g. persons, houses, trees) is known to us 
very well but the nature of the process that results in our 
knowledge of these objects as persons, houses or trees, is very 
obscure. If one wishes to begin to understand it, it is essential to 
take a developmental point of view and, according to Husserl 
(1948) and Heidegger (1927), a start from the idea of perception 
as based upon the earliest emotional states to be experienced by 
the neonate and their modes of expression. This allows us to 
specify the following sequence. 


(1) Asphyxiation anxiety 


Our waking existence begins with the primitive form of 
emotional experience which has its basis in the oxygen 
deficiency which results from interruption of the blood supply 
through the umbilical cord. The behaviour resulting from this 
emotional state, namely crying, has inter alia the goal of 
repairing this deficiency. The reason for its success is that the 
newborn infant implicitly understands what must be done inthe 
circumstances to remain alive. This awareness, and the resolve 
that stems from it, depend upon thalamo-cortical circuits which 
permit adaptation to the situation in which the neonate finds 
himself. These mechanisms, above all the sleep-wakefulness 
system, are responsible for generating the anxiety state to which 
appropriate action can be taken. 


(2) Fear of injury 


If the initial reaction has led to success, then the second basic 
emotion, namely fear of injury, comes into play. The state of fear 
arises as a result of unpleasant sensations of a primitive nature 
which depress mood and the object presumed to be the source 
of these sensations is perceived as being threatening and 
initiates withdrawal. Thus the result of active search for the 
source of unpleasant experience provides the basis for acquir- 
ing knowledge of the size, shape and appearance of potentially 
harmful external objects, which may of course include persons. 


(3) Doubt 


If the second step is achieved, the child has learned to know the 
object, though not to understand its nature. This comes about 
only through emergence of the sense of doubt. As a result, the 
child learns to discriminate a particular object or person from 
others which bear some resemblance to it. This provides the 
basis for true cognitive development. 

It is possible to make some broad suggestions regarding the 
physiology of these processes. 


(A) SENSATION 


If personality truly depends on the thalamus, this structure must 
be regarded as the source of affect. It is only through the cortical 
sensory mechanisms, however, that peripheral somatic sensa- 
tions become events in consciousness. These sensations, it must 
be understood, are not themselves conscious events; they are 
merely bodily events that are transformed into conscious events 
only after they have been elaborated by the cerebral cortex and, 
as it were, ‘projected’ into the environment. It is only when the 
world of objects has been organized that ‘thinking’ can occur, 
i.e. the judgement of ‘what is perceived’ as something that once 
happened and may therefore happen again. 


(B) AFFECT 


If the basic affect in Asphyxiation Anxiety results in wakefulness 
and hence in feeling, so the Fear of Injury results in attention 
being directed to the source of disagreeable or painful 
experience. In fear, then, the infant exhibits directed motor 
activity only after he has constructed an appropriate ideational 
representation of the object or person that occasioned it. This 
involves issues of anticipation and directive visual search, 
which in their turn involve the genesis of visual memory and its 
coordination with oculo-motor mechanisms. Indeed correla- 
tion of the eye movements involved in the ocular fixation of an 
object with its image or representation in the brain undoubtedly 
underlies our awareness of space. 
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(C) KNOWLEDGE 


If the directed visual search and the development of perception 
and imagery which it makes possible arise primarily through the 
influence of fear, the appearance of uncertainty or doubt leads 
us towards an understanding of the individual nature of an 
object in its unique aspects. Hence perception of objects does 
not arise, as Kant believed, wholly through the ‘Understanding’ 
but through the observation and critical scrutiny of objects in 
order to infer whether or not they exist. It may therefore be 
assumed that there are three types of Existence (Categories), 
namely, Independent Existence, Existence in the Present and 
Personal Existence (or its opposite) (Küppers, 1971). That which 
does not remain identical when viewed from different stand- 
points has no Independent Existence and hence is not a 
component part of the world. That which is not observed when 


itis looked for, as in seeking the source of an unfamiliar sound, 
does not form part of our immediate environment. That which 
on scrutiny does not itself initiate independent activity is no 
person and does not belong to our world of human beings. 
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Periodicity 


F. A. JENNER 


In addition to the important circadian rhythms of metabolism 
and behaviour not dealt with in this article, many psychological 


and physiological variables oscillate with some degree of 


regularity. The most obvious examples are of respiration and 
pulse; the alpha rhythm of the electroencephalogram and 
menstrual cycle. Periodic catatonic illnesses and some manic 
depressive illnesses, the demarcation between these diagnoses 
being at least blurred, can also present with clear periodicity. 
Very remarkably timed unexplained processes affecting 
behaviour, seem therefore to be involved. 

The fact is that systems with negative feedback are likely to go 
into oscillation and the ubiquity of such mechanisms in 
apparently homeostatic organisms leads to the appearance of 
many apparent clocks. In the absence of adequate knowledge 
speculation about which are related to which’ is dangerous if 
unavoidable. The same mathematical techniques are required 
to establish each, and these tools have produced experts in the 
loosely-knit subject of periodicity. 

In clinical psychiatry the rare examples of precisely timed 
recurring relapses in the absence of any clearly understood 
environmental explanation of the timing involved is still 
considered among the most compelling pieces of evidence for 
an organic component of some importance in the aetiology or at 
least maintenance of some functional psychoses. The 
classical work is that of Gjessing on periodic catatonia, in which 
under controlled conditions catatonic and normal states were 
shown to alternate regularly for years on end but which were 
disrupted and often cured by enormous doses of thyroxine. 
Recent studies on such patients also show that stressful factors 
and many pharmacological agents can also so desynchronize 
their course as to make the temporal patterns difficult to discern. 

A number of historically important figures in the development 
of descriptive psychiatry have been impressed by periodicity in 
psychopathology, including Baillarger, Esquirol, Falret, Kraepe- 
lin, Bleuler, Mayer Gross, etc. Many earlier descriptions are 
equally impressive but so often they so confuse descriptions and 
mediaeval or other interpretation as to render the result difficult 
for us to evaluate. 

Richter and Menninger-Lerchenthal are the most important 
writers among many others who have collected the extensive 
literature on periodicity in psychopathology. In particular they 
emphasize the comparatively frequent reports of 48-hr rhythms 


of manic depressive psychoses, of 72-hr, 96-hr and 120-hr 
rhythms. This group of periodicities have led to theories relating 
the mechanism to some system dependent upon the circadian 
rhythm of which it is a multiple. It has also been shown that the 
48-hr rhythm can for example be made a 44-hr rhythm by 
keeping the patient in an isolated chamber with a light-dark 
cycle, food and activity, etc. organized into days of in fact 22 
hours. However under those conditions many physiological 
measures in the patient still showed clear evidence of a nearly 
24-hr component out of phase with the sleep, behaviour and 
environment of the patient. These circadian rhythms must be 
irrelevant to the psychosis. 

It is usual to consider another cluster of periodicities around 
the 28 days of the menstrual cycle, and possibly related to the 
menstrual cycle. Catatonic cycles vary from about 20 to 80 
days. Mary Lamb, the English writer, showed fairly regular 
psychotic cycles; hers were perhaps the most famous, but by no 
means the most precise examples. 

Classifying the apparent clocks by their period length is of 
doubtful value except in considering those most apparently 
related to the circadian or menstrual cycle, It is however well 
established that the shorter the psychotic cycle the more precise 
the rhythm. The extremely short cycles can be very precise and 
the change can occur during sleep or at the same time in the 
same patient kept awake all night. Richter suggests that the short 
cycles are controlled by the circadian rhythm centrally in the 
hypothalamus, whereas menstrual and longer cycles depend on 
endocrine feedback loops. However the more recent evidence 
suggesting that the timing of the menstrual cycle itself is central 
and does not depend on negative feedback loops involving the 
endocrine system, casts some doubt on this view. 

Richter also postulated the so-called shock phase hypothesis. 
In this he implies that many cells or other units of the body have 
inherent periodicities which nevertheless sustain smooth func- 
tioning of the organism by being randomly out of phase. If 
however an insult leads to their synchronization the organism 
shows apparently abnormal cycles of function or behaviour. 
The evidence that this is so is limited however. Richter implies 
that with man’s social mastery of the environment the human 
cerebral cortex has obviated the need for an organism thus 
synchronized to the changes of the environment. The evolution- 
arily older variations of activity are however related by illness. 
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Richter’s own incredible activity suggests to others that this view 
must arise from his own apparent lack of any need to sleep and 
rest! 

Many periodic aspects of man’s behaviour are so obviously 
determined by calendars and other social arrangements that itis 
difficult to disentangle endogenous from imposed rhythms of 
weeks, months, years, etc. Anniversaries as menstrual cycles, 
are psychologically meaningful to people, and seasonal 
thythms often depend on diet and climate and also the 
associated significance of, for example, Spring and Christmas. 
The well known seasonal variation in the incidence of suicide in 
most populations presents just such problems. There is however 
inanimals some substantial evidence of apparently endogenous 
yearly cycles in isolated environments as well as monthly cycles 
(or approximately tidal cycles). This must lead one to suspect 
that long-term and similar endogenous cycles occur in the 
human organism. 

General medicine as well as psychiatry reveals many 
interesting examples of periodic diseases. These have been 
reviewed by Reiman, and include changes in alkaptonuria, the 
variations in body temperature in Hodgkin's disease, periodic 
hydarthrosis (especially of the knee joint) thrombocytopenias, 
strabismus, migraine and epilepsy. In most of these conditions 
hypothalamic disorder has been postulated, others such as the 
hydarthroses seem quirks of very peripheral factors (the two 
knees can for example show different but striking periodicities 
in the same patient). 

Feedback systems must oscillate and anything as compli- 
cated as human beings must offer considerable possibilities for 
reverberations. Complexity and randomness of variations lead 


to apparently smooth functioning. However, disorders leading 
to overt oscillations give opportunities for tracing the interac- 
tions involved. Most models are based on concepts of relaxation 
(Van der Pol) oscillators which are easily entrained. The subject 
is however too complex to present in generalities. Its impor- 
tance is in drawing psychologists’ and others’ attention to 
temporal factors involved in experi mental situations. 

It is usual to classify rhythmic behaviour as infradian, that is 
clearly of longer than approximately 24-hr period length, 
circadian, and ultradian less than approximately 24-hr period. 

One ultradian cycle of approximately 90 minutes, the cycle 
of rapid eye movement of sleep at night, is of considerable 
current interest as it may be represented by an oral rhythm of 
eating during the day and hence imply a special cerebral 
organization of considerable significance to behaviour. 

The mathematical techniques of value in assessing the 
presence of rhythms in biological data have been reviewed by 
Sollberger (1965). 
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Personality Theory 


PETER McKELLAR 


In personality we are interested in learning the best way to describe 
what kind of a person a man is, how he got that way, what keeps him that 
way, what might make him change, and how we might use all this to 
explain why he behaves as he does, and predict how he will behave in 
the future. 


Leon L. Levy (1970) 


Psychology seeks to understand one class of natural phenomena, 
behaviour, and its introspectively reportable accompani- 
ment, experience. Psychologists theorize about it and, using 
theory as a means to this end, seek to predict. Three important 
bases for prediction can be found: general, situational, and 
individual. First, living organisms in general, and as members of 
a species, exhibit biological predictability; secondly, the 
situation, natural or experimental in which the organism is 
placed, permits prediction; third, predictions can be made from 
knowledge of the organism as an individual. The psychology of 
personality mainly deals with the third category. As Levy (1970) 
points out, personality theory is concerned with the compo- 
nents which define individual identity; refers to some internal 
locus of causation, and implies some degree of organization 
and structure. 

Psychology, psychiatry, and psychoanalysis are all con- 
cerned with personality. Yet not all psychologists share this 
interest, and some view personality theory with considerable 
scepticism. Singer and Singer (1972) have assessed the whole 
area as ‘baffling and frustrating’ and are highly critical of the 
‘seeming trivia and artificiality’ of much of the research. Thus, 
they point out, many students feeling deprived often turn 
instead to books by R. D. Laing and others. Many psychologists 
would regard this as less than desirable, and scientifically 
unprofitable. 


Orientations and reorientations 


The constructs of different personality theories vary greatly. 
Theorists have often been interested in different things, in 
making different assumptions, and they have been satisfied by 
different kinds and levels of explanation. Even the observations 
they use exhibit wide variations. Thus R. B. Cattell distinguishes 


between L-data (life history), Q-data (from questionnaires), and 
T-data (psychometric tests), Theorists have relied unevenly on 
these and others; in particular rapprochement between clinical 
approaches, and those of experiment and psychometrics, has 
been slow. 

Table 1 lists some of the main types and subtypes of theory. 
Quite a number of the major theorists were men who had had a 
medical training: Freud, Jung, Sullivan and other major depth 
psychologists, Kretschmer and Sheldon. Henry Murray (1959) 
has commented on the way his own medical training taught him 
to value symptoms as well as signs: thus he saw no reason to 
exclude the uses of introspection. There seemed ‘no advantage 
in allowing myself to be converted into an exclusive, half 
paralysed behaviourist who, on metaphysical grounds, elects to 
deny himself an invaluable source of data’. Following Freud, 
Murray's theory exhibits interest in fantasy and other covert 
processes, as well as overt behaviour. 

The famous Harvard Clinic study of 50 young men of college 
age was an important landmark (Murray, 1938). At ‘the little 
yellow house in Plympton Street’, the institute founded by 
Morton Prince, the Harvard investigators set out to study the 
personality of the normal individual, Repeated observations 
were made, in a variety of different situations, by a team of 
researchers who employed an agreed terminology. This ter- 
minology has since been influential, having the advantage of 
being neutral as regards psychiatric language. 

The approach was in terms of motives, or ‘needs’, and from 
‘viscerogenic’ needs Murray distinguished 28 ‘psychogenic’ 
needs: forces within the personality which organize behaviour, 
e.g. n. autonomy, n..aggression, n. nurturance. Correlation 
between covert and overt expressions of these needs may be 
positive, negative or zero: relations between fantasy and 
outward behaviour may be complex. Later investigators of 
Murray needs, such as McClelland, have paid particular 
attention to n. achievement, n. affiliation, and n. power. The 
theory is also alert to situational influences on personality; the 
word ‘press’ is used to refer to the influences of environmental 
objects and situations, for example, p. aggression, p. domi- 
nance, p. counteraction. Both needs and press can be assessed 
with the Thematic Apperception Test (TAT) but as well as 
Murray's TAT the EPPS or Edwards's Personal Preference Scale 
is now available. This system of theory represents a major 
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TABLE 1 
Theories of personality 


Depth psychology. ‘The division of the psychical into what is 
conscious and what is unconscious is the fundamental premiss of 
psycho-analysis.’ SIGMUND FREUD (1927) 

psychic determinism 


archetype 
ego defence mechanism 


Freudian Theory 
Analytic Psychology (ung) 
Psychoanalytic developments 


Depth/Social. (The self system) ‘may endow people falsely with 
characteristics taken from significant people in one’s past.’ HARRY 
STACK SULLIVAN 
Individual Psychology 
(Adler) 
Personality and Culture 
(Horney; Fromm) 
Interpersonal Theory 


inferiority feeling 
neurotic trends; anxiety 


parataxic factors 


(Sullivan) 
Physique/Personality. ‘From the bones and muscles upwards.’ 
WILLIAM SHELDON 
Kretschmer asthemic; pyknic 
Sheldon somatotype 


Structural/Factorial. ‘Any explanation of neurotic behaviour ought to 
proceed from the firm basis of our knowledge, gained in the laboratory, 
of learning and conditioning.’ H. J. EYSENCK (1967) 


Guilford structure of intellect 

Cattell index of factors 

Eysenck factorial S-R Theory 
5-Rtheory. ‘Autonomous man seems to explain only the things we are 


not yet able to explain in other ways. His existence depends on our 

ignorance.’ B. F. SKINNER (1971) 
Hullian Behaviour Theory 
Skinner’s Operant Psychology 


Euclidean method 
reinforcement schedules 


Motivational theory. ‘The notion of an attracting or repelling object 
(press) is a necessary complement to the need concept.’ H. A. MURRAY 
(1938) 


Murray's Personology 
Maslow’s Humanistic 

Psychology 
Festinger 


need; press 


self actualization 
cognitive dissonance 


Cognitive theory. ‘We found that the most practical approach to so 
called motivational problems was to try to reorientate the people who 
thought in such terms.’ GEORGE KELLY 


Kelly personal construct 
Klein perceptual attitude 
Witkin field dependence 
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attempt to reconcile depth psychology with personality: it is 
historically important and still influential today. 

Structure, developmental study, and dynamics of action 
comprise the three main areas of personality psychology 
distinguished by Sears in the 1950 Annual Review of Psycho- 
logy. Psychometric methods have given rise to another kind of 
personality theory basically concerned with structure. It is 
represented today by factor analysis (q.v.) in its modern 
sophisticated forms. In 1942 the then secretary of the American 
Psychological Association, Dael Wolfe, published a list of 50 
alleged personality factors, and a shorter list of 7 factors which 
had emerged in three or more researches. In 1959 J. P. Guilford 
in a classic paper described 50 different intellectual factors: 
‘there are at least 50 ways of being intelligent’. Tests for many of 

these have now been evolved. Another major theorist has been 
R. B. Cattell with his universal index of factors of three kinds: 
stylistic, dynamic, and intellectual. Cattell’s culture fair tests, 


and his sixteen Personality Factor tests, comprise some of his 
research equipment for further work in this area. 

A somewhat different development is the work of H. J. 
Eysenck which combines an interest in structure and factors, 
with a stimulus-response theory of personality. Eysenck has 
been concerned to relate psychometric testing and experimen- 
tation, and also in recent years with the applications of learning 
research to behaviour change, and therapy. In a recent 
formulation of his theory Eysenck deals with psychoticism, 
extraversion and neuroticism as the fundamental personality 
variables (The PEN Test). 

To refer again to the three categories noted by Sears, both 
developmentand the dynamics of action are central to orthodox 
psychoanalytic theory (q.v.). The projective tests, as techniques 
which take account of unspoken and unconscious motivational 
influences, have been heir to the psychoanalytic tradition. In the 
past, criticism of these because of their inadequate validation 
has been justified, but with the advantages of the computers 
now available, some criticisms are less appropriate. The work of 
Gorman, 1965-68 with the Holtzman ink blots test (17 
Holtzman variables and 5,000 subjects) illustrates this type of 
advance. Learning theorists have exhibited their own interest in 
psychoanalytic theory. Vigorous attempts by psychologists such 
as Mowrer (1950) to relate personality to learning have also 
been important. Some theorists have worked within the 
tradition of Clark L. Hull on the learning side, and of 
psychoanalysis as a clue to personality. Others, like Eysenck, 
have drawn on factor analysis rather than psychoanalysis. Hull 
himself remained uninterested in personality (with the excep- 
tion of some early important research into hypnotizability). His 
successors have claimed the value of his constructs, and Hull's 
use of a Euclidean type of deduction from postulates, as a way of 
generating predictions they would not otherwise have been 
able to make. The importance of linguistic reformulations inthis 
area merits emphasis. 

Re-examination of depth psychological or psychometric 
concepts, following their translation into S-R terms, helps to 
display new relationships. Thus the current interest of factorial/ 
structure psychologists in the lie scales of their psychometric 
tests invites examination of these with reference to the 
psychoanalysts’ clinical studies of ego defence mechanisms. As 
Mowrer and others have already shown, much that goes on 
during deep analytic therapy can, with profit, be categorized in 
learning theory terminology. The gains are often of mutual 
value. 

Some learning psychologists have rejected the complexity of 
Hull for the elegant simplicity of B. F. Skinner. Armed with the 
twin concepts of ‘reinforcement’ and ‘extinction’ these operant 
researchers have shown a special interest in personality change. 
Thus, using cigarettes, sweets and other ‘rei nforcers’, Lindsley 
and Skinner, in a State Hospital at Boston, achieved marked 
success in the behaviour modification of psychotic patients. 
Autistic children, adult patients, alcoholics, and people with 
marital problems, are some of those whose behaviour has been 
modified with ‘shaping’ techniques, the use of different 
‘contingencies of reinforcement’, and ‘extinction’. Token 
reward systems, tokens being used as ‘generalised reinforcers’, 
have proved effective methods of achieving behaviour 
modification in psychiatric and other hospitals. 

Theory is kept minimal, but operant techniques carry with 
them the prestige of a method that works. Here, as elsewhere, 
we meet the principle that the success of a technique does not 
necessarily imply the validity of the theory on which that 
therapy is based. This applies to operant behaviour 
modification as to other therapies. The behaviour modification 
activities of Skinnerian personality psychologists are vigorous, 
extensive, and apparently effective. They represent a rival 


toughmindedness to the behaviour therapy of Wolpe, Eysenck 
and others, whose basic theory derives from Pavlov and Hull. 


Where is the person in personality research? 


Some theorists such as G.W. Allport have been much 
concerned with the need to study the uniqueness of the 
individual. Some like A. H. Maslow have stressed the importance 
of the ‘higher’ attributes of man, such as the self-actualizing 
motive. A traditional distinction (from W. Windelbrand) dif- 
ferentiates the nomothetic, laying down general laws, from the 
idiographic, portraying what is personal to the individual. 

Recent researches often exhibit a ‘generalist’ bias suggesting 
the need for more detailed study of the individual personality as 
such. A modern example is A. R. Luria (1968) who, over several 
decades, repeatedly studied a man with a rich synaesthetic 
mental life, a professional mnemonist with an almost complete 
lack of the ability to forget. Individual studies of this kind, like 
many of the famous case histories of the past, can have 
important hypothesis-forming potential. Such work is all too 
rare. In 1971, in the Annual Review of Psychology, Rae Carlson 
posed the question: ‘Where is the personality in personality 
research?’ She analysed 226 articles in two leading personality 
journals of 1968. What she found was depressing. No less than 
71 per cent of the researches had been conducted on students, 
usually first year psychology classes. Mostly they involved 
observations made on one occasion only. It also seems time for 
psychologists to take some interest in differences between the 
sexes, Studies of males outnumbered female studies 2 to 1; sex 
differences present in many of the data were repeatedly ignored. 
Personality theory based on single observations of first year 
psychology students, often investigated in terms of some trivial 
attribute: this seems more of a tribute to pressure to publish than 
to the advancement of science, Also alarming was the fact that 
over half the researches, and 73 per cent of the experimental 
articles, relied on deception of the subjects. Carlson records the 
experiences of one student who heard about the death of 
President Kennedy in a psychology class and, relying on 
frequent past experience, assumed this to be yet another 
deceptive ‘experimental manipulation’. 

Maladaptive rituals have been established, publication pres- 
sure motivates these, and editorial policies of journals reinforce 
them. The result has been a near avalanche of mediocre work, 
and a need for critical examination of the goals of personality 
psychology. Carlson’s survey of 226 articles yielded none 
which attempted any extended examination, however limited, 
of the personality organization of any individual. New perspec- 
tives, newer techniques, and concern with detailed investiga- 
tion of individuals of scientific interest, seem to be needed. 
Some guidance may be found froma related area of psychology 
more closely connected with general biology. 


Animal behaviour and personality 


Among the pioneers of animal psychology were some who were 
alerted to the importance of individual differences, and their 
dimensions of variation. Pavlov’s own typology is a case in 
point. Köhler in his classic study viewed his young captive 
chimpanzees as individuals whose personalities varied as do 
those of children. He named his subjects, and identification of 
individuals is clearly important in his records. : 

Of interest also are early clinical studies of exceptional 
individual animals: the horse, Clever Hans, whose relevances 
to experimenter error have recently been restated by Rosenthal, 
is perhaps the best known example. But animal psychologists, 
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even those who thought they were contributing to personality 
theory, have not always set desirable examples. In the 1972 
Annual Review, Crook and Goss-Custard, refer to the period of 
‘narrow scholastic decadence’ that followed the Behaviourist 
Revolution. For many decades animals were largely used as 
preparations to be taken out of cages to test hypotheses, and 
animal research pursued its own blind alleys, often exhibiting 
more trial and error than insight. 

Some animal researches have become overfamiliar, if not 
embalmed, in the pages of textbooks. Shuttle box studies of 
conflict, shock-induced ‘displacement’, J. V. Brady's ‘executive 
monkeys’ with their shock-induced ulcers: these have become 
well known, as have the Wisconsin experiments on ‘the nature 
of love’, with their inevitable pictures of baby monkeys clinging 
to substitute mothers. 

Some emphasis may perhaps be put ona very different kind of 
animal research, exemplified by the ethologists, scientists such 
as Hediger (1950; 1955), the Brelands (1966), and Goodall 
(1968). Conspicuous by their absence in their researches are 
devices such as electrified grids, animals blinded from birth, 
and the excesses of social and sensory deprivation. These 
investigators give some indication that they like animals, have 
respect for individuals, and they show this in their work, They 
have provided broader perspectives, and these may provide a 
guide for human research as well. 

Jane Goodall’s studies of chimpanzees in their natural 
environment exemplify such work. Her records show, as did 
Kohler’s at an earlier date, interest in identifying individuals, 
and study of the forms of behavioural variation. The definition of 
personality which heads this article defines with accuracy the 
phenomena to which she paid attention. As a good biologist 
Jane Goodall repeatedly observed, through time, the same 
individuals in a wide variety of situations. Careful attention was 
given to play, sibling interaction (including sibling rivalry), 
aggression within the group, fear and anger in relation to other 
species, as to sexual and affectionate behaviour. Wide variabil- 
ity between different mothers in disciplining their offspring is 
well documented. Records reveal the long duration of bonds 
between generations; these are of a kind which supplement the 
now dated studies of ‘the nature of love’, and relate to natural 
environments rather than experimenter proddings. The qualities 
which Carlson deplores as so noticeably absent in current 
personality research formed an essential part of these studies. 

We have progressed beyond the period in which analogies 
between humans and animals had to be drawn to justify animal 
research. An interest in animals as such is now deemed 
sufficient. Moreover animal research and theory are now 
proceeding in terms of categories derived from the study of 
animals, rather than from categories of human introspection. 
New concepts have emerged: flight distance, territory, sign 
stimuli, innate releasor mechanisms, imprinting, communica- 
tion and similar subjects are being studied in new ways. 

The Brelands remind us that for some organisms, the dolphins 
and many primates, behaviour is ‘cheap’ rather than ‘expen- 
sive’, because of their high level of activity. Dolphins, for 
instance, do not fitin well with text-book or Skinner-box notions 
of reinforcement and extinction. With or without food depriva- 
tion they are strongly motivated to behave, and behave they 
will, Over-statements of the importance of these new categories 
of scientific thinking in the more popular writings of, for 
example, Desmond Morris, should not shield us from the gusts 
of fresh air they provide. Much psychology in areas such as 
learning and motivation has been heavily influenced by an 
earlier, and limited, kind of animal research, This is still being 
applied to personality theory. 

A major breakthrough has been taking place in the scientific 
study of animal behaviour; this may help to provide broader 
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perspectives for the study of human behaviour, including 
human personality. There are now available some excellent 
studies of living organisms, investigated as individuals in their 
natural surroundings, and repeatedly observed in a variety of 
different situations. Such work defines the essentials of good 
research, and has generated powerful new concepts related to 
biology. Moreover new techniques have emerged and—if 
Carlson is right—contemporary personality psychology has 
need of both. 


Cognitive psychology and personality 


In 1971 Melvin Manis contrasted the view of the cognitive 
psychologist with the S-R theorist’s concern with simple habits, 
and the depth psychologist’s emphasis on irrational motives. As 
Manis points out there is now more interest in a person's 
strategies, hypotheses and intentions (Cognitive processes, q.V.) 
Singer and Singer (1972) refer to the cognitive conception of 
‘man as an information processing and image making creature’. 
The constructs of information theory (q.v.) for example in the 
hands of Broadbent, and computer simulation techniques, have 
also contributed to this newer conception of cognitive psychol- 
ogy. 

Imagery plays a legitimate part in the behaviour therapy of 
S-R theorists like Wolpe and Eysenck. Its relation to therapy 
more generally has been admirably reviewed by Horowitz. 
Imagery had earlier been made the basis of a theory of 
personality by E. R. Jaensch who distinguished the J-type or 
integrate, from the S-type or disintegrate. It was under the 
influence of the later Jaensch that the S-type, the simple man of 
action who scorned complexities and fine distinctions, became 
the desired norm in Hitler's Germany. The heir to the integrate 
was the ‘authoritarian personality’, and Frenkel-Brunswik and 
others pursued the relations of perceptual and attitudinal 
rigidity. Later Milton Rokeach followed with studies of belief 
systems (q.v.) which demonstrated the multidimensionality of 
rigidity, dogmatism and opinionation. 

Research on perception gave rise to a new approach to 
personality in the Functional Perception movement of Bruner, 
Murphy and others. For George Klein the individual’s percep- 
tual attitudes (e.g. levelling versus sharpening) became—as his 
personal way of perceiving the world—a powerful technique 
for personality theory. Important also was the work of Witkin 
whose studies of perception of the vertical yielded the concepts 
of field dependence, and field independence for personality 
research, 

Aserinsky and Kleitman’s discovery of the ocularmotor 
activities which accompanied dreaming led to the investigation 
of waking fantasy. J. L. Singer’s work on daydreaming with both 
psychometric techniques, and these newer experimental 
methods, represent an important contribution. Paul Bakan 
(1969; 1971) has examined the relations of oculomotor activity 
to laterality, and has sought to link these with pre-verbal 
activities such as imagery and cerebral hemisphere dominance. 
Research in these areas promises exciting developments on the 
physiology of personality in the next few decades. 

A major cognitive theory of personality has been evolved by 
George Kelly. Personal Construct Theory combines attention to 
the idiographic with testability. An added strength of the theory 
is the accompanying Repertory Grid technique which permits 
measurement of personal constructs. For Kelly, each personality 
is seen as viewing his environment through templates or 

transparent patterns which he ‘attempts to fit over the realities of 
which the world is composed’ (Kelly 1955, p.8-9). Each 
individual cognizes, adjusts and predicts in terms of his own 


personal constructs; when we have ascertained these we will 
know a great deal about him. The scientist is not alone in having 
constructs and theories, and people in general resemble him, 
and Kelly’s underlying model is of ‘man as a scientist’. 

There are, in other theories, other underlying models. Kelly’s 
enthusiastic disciple Bannister refers to the notion of man as ‘a 
ping pong ball with a memory’ (S-R theory) or as a struggle ina 
dark cellar between an elderly aunt and a sex crazed monkey, the 
battle being refereed by a rather nervous bank clerk (Freudian 
theory). Kelly himself (see Table 1) is unenthusiastic about 
motivation as a concept in psychology: he sees it as a language 
of complaint about other personalities and their doings. Bannis- 
ter has been highly critical of other theories, especially 
factorial/structure theories. It will be noted that the personal 
constructs of Kelly’s approach are ascertained from the person- 
ality under study; they are not something provided for him by 
the investigator as in standard personality tests. The Repertory 
Grid is proving a useful tool in research. Moreover Kelly has 
provided one of those rare, and needed things for personality 
theory: a drastically new reorientation. 


Conclusion 


When in 1909 Morton Prince studied the three ‘personalities’ 
who competed for possession of the dissociated Christine 
Beauchamp, the techniques available to him were limited. By 
1954 Thigpen and Cleckley were more fortunate with a similar 
individual also meriting detailed study. With the aid of cine 
photography and tape-recorder they were able to introduce Eve 
White, Eve Black, and Jane to one another, and measure their 
thinking with Osgood’s semantic differential and standardized 
psychometric tests. The advances of method, and technique 
exemplified by these instances, are all-important to personality 
theory. The tape-recorder alone has been put to excellent use, 
while cross-cultural studies make meaningful theory as to the 
relations of depth psychology to social influence. Freud himself 
had to rely largely on The Golden Bough for his anthropology, an 
inadequacy that Fromm, Horney, and others were to notice. But 
the newer is not always better. The development of experimen-, 
tal methods in social psychology by Lewin, Sherif and Asch has 
had contributions to make to personality theory. But, as Carlson 
has pointed out, some of the later developments in this areas, 
with reliance on deception of the subject, need to be viewed 
with caution. As regards general, experimental psychology, 
much effort has gone into attempts to relate learning, perception 
and thinking to personality theory, and vice versa. In this area, 
as in the need to relate personality to animal biology and 
evolutionary adjustment, much remains to be done. Perhaps the 
future will contribute to this advance, and in ways that will 
reduce the caution with which researchers in these other areas 
still tend to view the theory of human personality. 
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Oxford 


Phenomenology 


J. HOENIG 


Definition 


The word ‘phenomenon’ is derived from the Greek phainome- 
non from phinesthai meaning ‘to seem’, ‘to appear’. It may or 
may not be used with the implication that a thing perceived is 
other than what it appears to be. 

In the twentieth century phenomenology is the name ofa 
philosophical movement with many diverse Schools which 
regards as its primary objective the direct investigation and 
description of what is consciously experienced, avoiding 
theories about the causation of such experiences, and as far as 
possible, unexamined preconceptions and presuppositions 
about them (Spiegelberg, 1960). 


History 


Phenomenology in that sense derives itself from the work of 
Edmund Husserl (1859-1938), born in what later was to 
become Czechoslovakia, who introduced his method as a new 
foundation for philosophy and science; itis as such notso much 
a psychology as a logic or methodology of psychology, and of 
philosophy and science in general. 

The word phenomenology had been used before Husserl but 
with different meanings (J. H. Lambert 1764, F. Hegel 1801). 
Husserl’s work had a wide influence on philosophy (Max 
Scheler 1874-1928, Martin Heidegger 1889-, Jean-Paul Sartre 
1905-, Maurice Merleau-Ponty 1908-1961), on mathematics 
(O. Becker 1828-1890, M. Geiger 1880-1937, H. Weyl 
1885-1955), on biology (F. J. J. Buytendijk 1887-), on sociol- 
ogy (F. Kaufmann 1895-1949, A. Schutz 1899-1959) and on 
the study of religion (F. Heiler 1892-, P. Tillich 1886-1965). 

Of special concern here is its influence on psychology, in 
particular on abnormal psychology. In psychology the ground 
had been prepared by F. Brentano 1874, William James 1890, 
the Würzburg school and the Gestalt psychologists. D. Katz 
(1884-1953) applied phenomenology to his experimental work 
on the experience of colour (The World of Colour, 1911) and of 
touch (Der Aufbau der Tastwelt, 1925). K. Stumpf similarly 
explored the experience of tones (Tonpsychologie, 
1883-1890). 

Basic to the development of modern psychology as well as to 


psychopathology was the work of Dilthey (1883), He had 
divided psychology into methodologically different disciplines. 

(1) Experimental psychology was in its methods akin to the 
natural sciences and provided causal explanations from which 
generalizations could be made to formulate laws. 

(2) Intuitive or emphatic psychology was more akin to the 
humanities and explored meaning by an empathic understand- 
ing of another person which is individual and historically 
unique. Generalizations in the sense of scientific laws are 
inappropriate and alien to this method. 


Psychopathology 


The application of phenomenology to the study of mental illness 
and mental disorder has taken two main directions, which will 
be discussed in turn. 


Jaspers’ psychopathology 


The first takes its lead from K. Jaspers (1 883-1969) who at first in 
a series of important papers (Jaspers, 1963) and later in his 
General Psychopathology (1913 with a revised edition in 1946) 
defined the scope and limitations of phenomenology as a 
discipline relevant to psychiatry, and by presenting his own 
original researches and critically appraising most of the work 
which up to that time had made up the body of psychiatric 
knowledge illustrated its practical application. 

Jaspers gives the phenomenology of the abnormal its place in 
the realm of subjective psychopathology. 

+. the subjective symptoms depend for their elucidation on 
something which in contrast to receiving or logical thinking is generally 
called “subjective”: they cannot be perceived as such by our sense 
organs, but only by putting oneself into the other person's psyche, by 
empathy; they can only be elicited by participation, not by intellectual 
thought as such.’ 

Objective and subjective are often linked to value judge- 
ments. The objective symptoms, so it is said, are the only 
reliable ones, the only ones that one can work with in clinical 
science. Everything else is ‘merely’ subjective and as such 


dismissed. 
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Objective psychopathology concentrates on the investiga- 
tion and measurement of performance. As such it applies itself 
to measurements of intelligence, of perception, of memory, of 
the effect of fatigue on work performance etc. The more it 
succeeds the more it becomes physiology. It becomes a 
psychology without the psyche. 

The subjective psychopathology works with introspective 
self-observation, and subjective analysis; it describes 
phenomena, that is the individual experiences, searches out 
their characteristics, and values these findings even if no 
objective aspects become apparent. 

Jaspers stresses the necessity of both the objective and 
subjective methods. He points out that psychopathology cannot 
dispense with either of these methods, that they are not mutually 
exclusive but complementary to each other. He warns however 
that the objective and the subjective method produce different 
orders of knowledge. As regards reliability of the two methods 
there is no fundamental difference. Many phenomenological 
findings have in fact a very high degree of reliability. As regards 
validity however there is a difference in pri nciple. To overlook 
this leads to serious error. 

The aims and methods of the phenomenology of the 
abnormal are characterised as follows. 

In every-day life no-one thinks of isolated psychic 
phenomena in others or in himself. Inwardly we always observe 
what we or others experience, the content and context of the 
experiences, not how these experiences proceed, their form, or 
the ‘processes’ which take place while we experience. 
Phenomenology however concentrates precisely on that. It 
separates out, defines, differentiates and describes in detail 
individual phenomena, which are thereby clearly presented, 
and it creates a terminology to name them for the purpose of 
scientific communication. Thus we get to know such 
phenomena as hallucinations, illusions, delusions, deper- 
sonalization, compulsive thoughts or thought blocking. 

These phenomena cannot be ‘demonstrated’. They can only 

be established by circumscription linked with an’appeal to the 
listener to represent them to himself; 
‘. | . just as the histologist describes in every detail the particular 
morphological elements, but only in a way, which enables others the 
easier to see them for themselves, and just as the histologist, if he wants 
the others to understand or follow him, has to presuppose this seeing for 
themselves, or has to bring itabout—so the phenomenologist too has to 
provide manifold descriptions, differentiations, possible mistaken 
identifications, in order to clarify the qualitatively peculiar psychic data 
and bring them vividly and recognisably before them.’ Jaspers, 1968). 

There are three types of data which permit phenomenological 
analysis: (1) the empathic study of the general deportment, of 
behaviour, and of movements of expression; (2) the self- 
exploration by the patient, guided by questions from the 
examiner; and (3) written self-descriptions by the patients 
which when good, as they rarely are, are then extraordinarily 
useful sources even when the patients are not directly known to 
the investigator. 

These methods will reveal three groups of phenomena. 

(a) Those familiar to us from our own inner experience, such 
as certain falsifications of memory or paridolias. 

(b) Phenomena which differ from our own in intensity or 
composition, such as pseudo-hallucinations, the perplexity 
found in acute psychoses or perverted sexual impulses (the 
limits of our empathy with that type of phenomenon are not 
always certain). 

(c) The group of phenomena characterised by their inacces- 
sibility to our empathic understanding. Hallucinations, ‘made’ 
thoughts, ‘made’ affects and others belong into this group. We 
identify them by the very limit our empathy reaches in trying to 
understand them. We circumscribe them by analogies and also 

by what they are not, by a type of differential diagnostic 


approach eliminating apparently similar but fundamentally 
different phenomena. For instance an auditory hallucination 
will be identified by differentiating it from an ‘inner voice of 
conscience’, from a vivid audial image or from a pseudo- 
hallucination. 

In ordering the phenomena we find that some, although 
different from each other, are related and show transitions. For 
example there are transitions between normal images and 
pseudo-hallucinations. Such transitional relationships can be 
illustrated by a colour spectrum which is phenomenologically 
satisfying. There are however phenomena which are not 
related, cannot be further ordered, but can only be seen side by 
side, as for instance false perceptions on the one hand and 
delusional judgements on the other; there are no transitions but 
they are divided by a gulf. i 

The task of the phenomenology of abnormal experiences as a 
discipline can be summarized as follows: 

(1) It only deals with actual conscious experiences, not with 
speculative constructs thought to underlie such experiences. 
We always ask ‘has the patient actually experienced this?’. 

(2) It is concerned with inner experiences not with their 
external manifestations. It is the inner experience of the 
ambiguous impulse to self-destruction which is the concern of 
the phenomenologist, not the act of self-poisoning or self- 
destruction. 

(3) Phenomenology does not study the genesis of the 
phenomena. It studies the phenomena themselves which is the 
precondition of the study of their genesis. It is a mistake to 
equate the phenomena with cerebral processes. In. certain 
writings on association psychology or cybernetic psychology 
interpretations are mistaken for phenomena. Bleuler’s ‘loose- 
ness of associations’ as a symptom of schizophrenia is equated 
with certain concepts of loosening of neuronal associations. 
Compulsive doubt is equated with abnormalities in neuronal 
feedback. Such jumps are methodological errors. 

(4) Phenomenology must be differentiated from understand- 
ing of meaning, which is another branch of subjective 
psychology. In the latter one ‘understands’ how something 
psychic emerges from other psychic experiences, such as when 
a deceived husband becomes jealous, or an often disappointed 
person becomes discouraged. In both activities, in 
phenomenology and in the psychology of meaning, we use the 
word ‘understanding’. So as to differentiate Jaspers calls the first 
‘static’, the second ‘genetic’ understanding. In both we employ 
empathy but in the one to arrive atthe identification of an actual 
experience of the patient, whereas in the other to understand 
ideal-typologically meaningful connections—the emergence of 
psychic from psychic—as they might occur as motives, in 
paradoxical reactions or in dialectical contradictions. 

Phenomonelogy is thus not new to psychiatry. Excellent 
contributions have been made by Esquirol (1965) with his 
distinction between hallucinations and illusions or by Haslam 
(1798) with his definition of compulsions. Indeed psychiatry is 
unthinkable without it. It fell however to Jaspers to establish it as 
a discipline by clarifying its methods and proper aims, by 
showing its scope and also its limitations. In particular the 
precise definition of its limits within subjective psychology has 
enabled many psychopathologists such as Grühle, Mayer- 
Gross, K. Schreider and many others to unfold phenomenolog- 
ical research and make it useful to psychiatry. Systematic 
introductions into clinical psychopathology were published by 
Kraup|-Taylor (1966) and Fish (1967). The classic by Schneider 
(1959) has also appeared in English translation. 


Binswanger’s psychopathology 


The second direction of the application of phenomenology to 


psychiatry derives from Binswanger (1953), who took as his 
mentor M. Heidegger, a pupil of Husserl. Whereas Jaspers 
introduced phenomenology into psychopathology as an empiri- 
cal discipline, Heidegger, just like the later Husserl, takes 
phenomenology into ontology. Heidegger (1949) has tried to 
create a structured body of knowledge which he called ‘fundamen- 
tal ontology’ (Fundamentalontologie) and which is built up of and 
elaborated from the Existentialia. Existentialia like ‘being-in-the- 
world’, ‘Angst’, ‘caring, (Sorge), ‘encounter’ are conceived as ontic 
concepts, which are the preconditions for our experiencing. These 
ideas had a widespread influence on philosophers and 
psychologists such as Jean-Paul Sartre (1905-), Martin Buber 
(1878-1965), Gabriel Marcel (1889-) and others. Their 
philosophies are often subsumed under the name of ‘existen- 
tialism’, given them by Sartre. 

The application to psychopathology comes from Binswanger 
(1953), and was later used by V. Gebsattel, E. Strauss, E. 
Minkowsky, M. Boss, Rollo May, R. D. Laing, and many others. 
Binswanger described himself as a pupil of Freud, but criticizes 
him for the determinism inherent in his views, and tries to 
overcome this by replacing Freud’s causality in the genesis of 
neurotic symptoms by the existentialist concept of a particular 
mode of consciousness. The ‘schools of thought’ which are 
directly or indirectly derived from Binswanger's approach are 
subsumed under the name of ‘existential analysis’ (Daseins- 
analyse). 

It can be seen even from this brief account that ‘existential 
analysis’ is more concerned with psychology of meaning than it 
is with phenomenology in the sense Jaspers, Griihle, Mayer- 
Gross and others use that term. 

Jaspers deals with these theories critically: 

‘The theory under discussion aims at the totality of human existence. 
This however can only be the concern of philosophising, while science 
is by its nature always concerned with particular and limited aspects of 
the total.’ X 

‘These ideas (of existential analysis) may at times offer themselves to 
the patient for a better self-understanding. They may lead him on to the 
path of philosophical awareness. But instead of genuinely philosophis- 
ing the patient is being seduced into a kind of pseudoknowledge.” 

‘If one asks why do we continue to live although our entire experience 
and all our thinking shows life to be meaningless and without a purpose, 
why does one not commit suicide, one may answer that one lives 
because of the unfolding of a philosophical belief—or, as existential 
analysis would say because the vital drives push us there against all 
reason. God or vitality.’ 
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“But neither of these views have anything to do with psychopatholog- 
ical knowledge. Such knowledge always seeks after particular 
phenomena or connections the existence of which is open to empirical 
confirmation or otherwise.’ 

‘Where however this type of understanding switches over into 
essentially un-understandable categories like God or vitality there is no 
knowledge, and neither can there be true philosophising.’ 

While giving recognition to the many excellent descriptions 
of psychopathological material which were contributed by 
many existential analysts, he regards the theory itself as 
possessed by a methodological error. 


REFERENCES 


Binswanger, L. (1953). ‘Grundformen und Erkenntnis menschlichen 
Daseins.’ Zurich 

Brentano, F. C. (1874). ‘Psychologie vom empirischen Standpunkt.’ 
Leipzig 

Dilthey, W. (1883). ‘Gesammelte Schriften.’ Leipzig 

Esquirol, J. E. D. (1965). ‘Mental Maladies.’ Transl. by E. K. Hunt. New 
York and London; Hafner 

Fish, F. (1967). ‘Clinical Psychopathology.’ Bristol; John Wright 

Grühle, H. W. (1953). ‘Verstehen and Einfühlen.’ Berlin; Springer 

Haslam, J. (1798). ‘Observations on Insanity.’ London 

Hegel, F. (1807). ‘Phänomenologie des Geistes.’ 

Heidegger, M. (1949). ‘Existence and Being.’ London; Vision Press 

Husserl, E. (1900). ‘Logische Untersuchungen’ 

James, W. (1890). ‘The Principles of Psychology.’ Gloucester, Mass. 

Jaspers, K. (1963). ‘General Psychopathology.’ Translated by J. Hoenig 
and Marian W. Hamilton. Manchester; Manchester University Press 

— (1963), ‘Gesammelte Schriften zur Psychopathologie.’ Berlin; 
Springer 

— (1968). ‘The Phenomenological Approach in Psychopathology.’ Br. 
J. Psychiat. 114, 1313-1323 

Kolle, K. ‘Jaspers as Psychopathologist.’ In The Philosophy of Karl 
Jaspers. Library of Living Philosophers 

Kraupl-Taylor, F. (1966). ‘Psychopathology: Its causes and symp- 
toms.’ London; Butterworths 

Lambert, J. H. (1764). ‘Neues Organon’ 

Merleau-Ponty, M. (1962). “Phenomenology of Perception.’ Translated 
by C. Smith. London 

Sartre, J.-P. (1957). ‘Being and Nothingness.” Translated H. E. Barnes, 
New York 

Schneider, K. (1959). ‘Clinical Psychopathology.’ Translated by 
Marian W. Hamilton. New York and London; Grune & Stratton 

Spiegelberg, H. (1960). ‘The Phenomenological Movement.’ The 


Hague 


Phobic States, Treatment of 


ISAAC MARKS 


Phobias are a common psychiatric problem. They can present 
in many forms and appropriate treatment requires accurate 
delineation of the clinical picture. The varied clinical features of 
phobias have been detailed elsewhere (Marks, 1969). This 
article can only summarize these features and then go on to 
discuss their treatment. Discussion will largely concern the 
phobias of adult life, not those of childhood, since the phobias 
of early life have special features which require separate 
consideration. 

A few general points are needed here. Fear is the emotion of 
uneasiness caused by the sense of impending danger. It is a 
normal emotion which everyone experiences from time to time. 
A phobia is a special form of intense fear which is out of 
proportion to demands of the situation, cannot be explained or 
reasoned away, is beyond voluntary control, and leads to 
avoidance of the feared situation. Although minor fears are 
ubiquitous in any population, intense phobias are less common. 
Mild phobias affected 8 per cent of all adults in Vermont, but 
severely disabling phobias were only found in about 0.2 per 
cent of the same adult population (Agras et al., 1969). In an 
American student population, although most subjects might feel 
mildly squeamish in the presence of non-poisonous snakes, 
only 20 per cent reported intense fear, and only 1 to 2 per cent 
actively avoided the snake to a degree which might be called 
phobic (Lang, 1966). The prevalence of phobias is naturally 
much higher in psychiatric populations. While phobic symp- 
toms can be found in nearly half of all psychiatric patients, 
phobias form the chief disability in 1-3 per cent of psychiatric 
outpatients in the USA and Britain, Where the phobia is the 
dominant problem we speak of a phobic state or phobic 
disorder. 

Phobic states are a series of related disorders which range 
from one extreme where a solitary phobia is the sole distur- 
bance in the patient's life to the other extreme where the patient 
is gravely handicapped by multiple phobias and by other 
psychiatric symptoms. Single focal phobias may be of dogs, 
birds, thunderstorms, darkness or any other situation. Multiple 
phobias are typically found in the agoraphobic syndrome, 
which is the commonest and most distressing phobic disorder in 
psychiatric practice. This is a cluster of fears which start in 
young adult life and centre around going out alone, into open 
spaces, crowds and vehicles, occurring together in varying 


combinations, often with other symptoms as well. Additional 
symptoms may include chronic free-floating anxiety, phasic 
panic attacks, transient mild depression, depersonalization and 
obsessive-compulsive phenomena. All these phobic states may 
be termed class | disorders in which the phobias are of external 
situations which can be avoided. Several groups of class 1 
phobias (those of external situations) can be differentiated from 
one another on the basis of their age of onset, the kind of 
phobias and non-phobic symptoms they manifest, and on 
questionnaire and psychophysiological variables. These fea- 
tures also correlate with differential responsiveness to certain 
treatment procedures. It follows that it is important in the 
treatment of phobic disorders to decide which kind of phobic 
disorder the patient is suffering from. 

A second class of phobias involves internal situations which 
cannot be escaped. Examples from this class are phobias of 
illnesses such as cancer or heart disease, and the phobias found 
in obsessive-compulsive disorders. Obsessive-compulsive 
neuroses have many characteristics which separate them from 
other phobic states and so are best classified apart. 

No single theory adequately accounts for all the varied 
patterns of disturbance with which phobias can present. 
Psychoanalytical writings have been useful in drawing attention 
to the generalization of phobias by symbolic cues of special 
significance to a patient, and by demonstrating how emotional 
factors help to maintain the phobias after they have developed. 
Formulations from learning theory have been helpful in 
accounting for the onset, spread and course of the simpler 
phobias. Ethologists have illuminated some phylogenetic prob- 
lems. Many crucial characteristics of phobic states, however, 
are of unknown origin. Current theories only help us toa limited 
extent in the treatment of phobias and much therapeutic 
knowledge has accrued empirically. This state of affairs is not 
unknown in other fields of medicine and psychology in which 
effective treatment has evolved from pragmatic as well as from 
explanatory principles. 


Assessment of the phobic patient 


Normal fears are protective and require no treatment. In the 
community at large there are also many phobics who do not 


386 


require treatment because their phobias do not interfere with 
their lives or the phobias respond to simple measures. By the 
time a phobic person reaches the psychiatrist, however, he is: 

“., already a highly selected, resistant patient. His friends, his 
environment and the patient himself will all have tried to cure him, and 
failed. This is a patient who does not respond to ‘easy’ forms of therapy. 
There may be many (agoraphobics) who benefit from such wild 
measures as a slap on the back or a kick in the pants, but these do not 
reach the doctor's office’ (Miller, 1966). 

The psychiatric management of phobic patients presents 
pecial problems. Patients who seek help from psychiatrists for 
phobic complaints are not usually treated by any one technique 
alone, since they commonly have many problems which 
require a variety of approaches. Skilled clinical assessment is 
necessary to evaluate the main problems and their manage- 
ment. 

Phobias, like other neurotic symptoms, occur in a variety of 
inical conditions. When a patient first presents with a phobic 
complaint, a full psychiatric history and examination is essential 
to check whether the phobia is indeed the main problem, or 
whether it is a small aspect of larger psychiatric disorder which 
requires treatment in its own right. For example phobias are 
often aggravated or begin de novo during depressive states. It is 
common clinical practice to give antidepressant drugs to those 
patients whose phobias start abruptly in a depressive setting, 
and this often improves both the phobias and the depression. In 
such cases it is assumed that the phobias have a depressive 
basis, and the practice of giving antidepressant drugs is 
justifiable before embarking on a protracted course of desensiti- 
zation. The procedure is less warranted in phobic patients with 
lifelong personality disorder, insidious onset or prolonged 
course. 

Paranoid schizophrenics may have marked fears of being 
watched by other people, together with delusions and halluci- 
nations. Treatment of the schizophrenia alone, e.g. by administ- 
ration of phenothiazine drugs, can alleviate all these problems 
together. It is possible that phobic symptoms in schizophrenia 
might be amenable to treatment in their own right, though 
attempts to do this have not been strikingly successful. Multiple 
phobias are often found as part of an anxiety state, in which case 
the latter requires treatment. Minor phobias are frequently an 
incidental complaint in abnormal personalities, and treatment 
of the personality problem by analytic psychotherapy may be 
more important than treatment of the phobic symptom. 

In all cases the relative importance of the phobic problems 
has to be determined. If after full examination the phobic state 
appears to be the dominant handicap of the patient then it will 
require treatment in its own right. 
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Management immediately after trauma 


Sudden trauma is often followed by a lag phase before a phobia 
develops. Animal experiments suggest that immediate re- 
exposure to the original situation during this phase protects 
against the development of fear to that environment (Willmuch 
and Peters, 1964). It is in fact common lore that subjects should 
re-experience a traumatic situation again immediately after the 
original trauma. Consequently, during World War Il, treatment 
of combat neuroses was advocated within the sights and sounds 
of battle; ‘the acute phase is the crucial period in which therapy 
should be instituted in order to head off the organization of the 
neurosis’. Pilots are encouraged to fly again as soon as possible 
after they have had a flying accident, and car drivers are 
recommended to drive as soon as they can after a car crash. It is 
sensible to help people face recently traumatic situations as 
soon as possible before the fear develops into a phobia by the 
twin process of first, repeated rehearsal of the trauma in the 
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subject’s mind and second, reinforcement by repeated avoid- 
ance. 

While their phobias are still mild, patients can be helped to 
overcome them by warm reassurance and suggestion, and 
numerous stratagems have been successfully employed in 
selected cases to encourage them to face the feared situation, 
e.g. Frazier and Carr (1967) cite a patient who was bet $1,000 
by his doctor that he would not die of a heart attack should he 
venture forth from home, and promptly found himself able to go 
out alone for the first time in months. Prince (1898) described 
professional performers who were suddenly struck with stage 
fright, but who overcame this by constantly repeating messages 
of reassurance written by the doctor on a piece of paper. 


Treatment of established phobias 


Once phobias are causing persistent avoidance of the phobic 
object then simple exhortations to bravery and will power alone 
are not likely to help. If anything, they may aggravate a phobia 
by causing the patient to enter situations with which he cannot 
cope; he will get into a panic and escape from that situation, 
after which the phobia will increase. At this stage more specific 
techniques are necessary. 

Many such techniques have been employed. In the past 
success has been claimed for a wide variety of techniques from 
faith healing and hypnosis to drugs and desensitization. Most of 
these claims derive from isolated case reports and uncontrolled 
series of cases which are difficult to evaluate, for two reasons. 
First, several kinds of phobias, especially those in children and 
in agoraphobics, fluctuate so much without treatment that 
improvement during administration of an uncontrolled techni- 
que might be due to this ‘spontaneous’ change rather than to the 
technique itself. Secondly, many psychological techniques are 
complex assemblies of several procedures, so that even if they 
do produce change in phobics it is by no means clear which 
aspects of the technique were responsible. 

In the last decade a rash of controlled trials of treatment in 
phobias has appeared, so that some order is gradually emerging 
about which treatments work, in which patients they work, and 
what the effective ingredients are in these treatments. Most 
controlled studies of phobics have contrasted desensitization 
with another procedure, but recently other techniques have also 
been subjected to controlled scrutiny. The claims for these and 
some uncontrolled methods will be discussed, after which 
results of all the different methods will be integrated. However, 
knowledge in this area is advancing so rapidly that present 
views may need considerable modification in a few years’ time 
in the light of procedures which are currently being tested. 


Desensitization 


The procedure of desensitization involves graduated exposure 
to phobic stimuli along a hierarchy while the patient simultane- 
ously has a contrasting experience such as relaxation. Usually 
he is relaxed while he visualizes a series of images of phobic 
situations, and later he also goes out to meet those situations in 
practice. Desensitization is probably the commonest way in 
which phobias are treated today, and is usually regarded as one 
of the many techniques which are called the behavioural 
psychotherapies. 

The basic idea comes from commonsense principles and was 
enunciated at least as early as 1644 by Sir Kenelm Digby: 

‘Any aversion of the fantasy may be mastered not only by a more 
powerful agent upon the present sense, but also by assuefaction, and by 
bringing into fantasy with pleasing circumstances that object which 
before was displeasing and affrightfull to it’. 
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The term ‘assuefaction’ was applied by Digby to the 
production of artificial responses by combining normally 
‘frightful objects’ with ‘pleasing circumstances’ and vice versa. 

Since the early years of the twentieth century many workers 
independently put forward the same idea. Levine (1942) 
actually used the term ‘desensitization’ in advocating certain 
methods to retrain phobias, giving as an example a child with a 
phobia of noise who might ‘be helped by an increased dosage of 
noise, starting with a minimal amount and increasing slowly. It 
may be done through a radio or phonograph, turned low at first, 
and gradually increased’. Levine also noted, in his discussion of 
psychotherapy that ‘it may be possible to desensitize a patient, 
(to psychological material to which he is hypersensitive) by the 
presentation of the offending material, proceeding from a 
minimal dosage to a large dosage, so that when the material 
comes up spontaneously, the individual's reaction to it may be 
less disturbed. In psychotherapy, this of course is done by 
discussion’. 

The earliest and all subsequent psychoanalytic writings 
emphasize the importance of facing the phobic situation, 
though they did not all insist on the value of graduating the 
exposure: 

For example, Freud himself wrote ‘One can hardly ever 
master a phobia if one waits till the patient lets the analysis 
influence him to give it up . . . one succeeds only when one can 
induce them through the influence of the analysis to ... go 
about alone and to struggle with their anxiety while they make 
the attempt.’ (Freud, 1925.) 

While a generation later Fenichel (1944) noted: ’... the 
analyst must actively intervene in order to induce the patient to 
make his first effort to overcome the phobia; he must induce the 
patient to expose himself to the feared experience for the 
purpose of bringing the full force of the neurotic conflict into the 
open’. 

In a more recent review of psychotherapy in phobias 
Andrews (1966) described how many psychotherapists use their 
relationship with the patient to lever him into venturing out of 
safety into a direct confrontation of the phobic situation. 

Finally, independent of these influences, other writers like 
Leonhard (1963) have also advocated the value of gradual 
retraining. 

Itis clear that the idea of desensitization originated separately 
in several quarters. Jones’ writings (1924b) owed much to the 
influence of Watson and Rayner (1920) and Jersild (1950) was 
influenced by Jones. Herzberg (1941), Levine (1942) and 
Leonhard (1963) made their suggestions without acknow- 
ledgement of these ideas, and this was also true of Freud and 
Fenichel. 


Technique of desensitization 


Desensitization is today generally carried out in a manner 
derived from Wolpe (1958) who devised a method of treatment 
whereby patients were first asked to prepare a hierarchy of their 
phobic situations from the least to the most frightening stimuli, 
then were taught muscular relaxation, and finally while in this 
relaxed state were asked to imagine the least frightening 
situation repeatedly until they could tolerate the image without 
anxiety. The patient was then asked to imagine a slightly more 
frightening situation and was relaxed repeatedly during that 
scene until it too could be tolerated. Eventually the patient 
became able to visualize all phobic situations comfortably in his 
imagination. The patient also practised entering those same 
situations in real life until the phobia was extinguished in 
practice as well as in imagination. Wolpe used the term 
‘reciprocal inhibition’ to describe the technique of coupling a 


pleasant with a frightening stimulus. Other terms which have 
also been employed to describe the same process are counter- 
conditioning, deconditioning, relearning, habituation, and of 
course, desensitization.. The last named is now the commonest 
lable for the procedure. 


Results of desensitization 


From 1961 until the time of writing at least 23 controlled 
experiments have been made where groups of phobic subjects 
who were treated by desensitization were contrasted with 
groups of subjects with similar problems treated by a control 
procedure. For this reason, desensitization is one of the few 
psychological techniques for which we can give good answers 
to the questions whether it works, if so in whom, and which 
aspects of the procedure are responsible for the effects. 


Controlled studies with volunteer phobic subjects 


Most controlled investigations of desensitization have dealt not 
with patients but with volunteer subjects who have been found 
on special enquiry to have circumscribed phobias but who were 
not sufficiently distressed by them to seek psychiatric help. 
These investigations have been of undoubted value in determin- 
ing the mechanisms by which desensitization works although 
their results had to be confirmed ina patient population because 
patients may differ from volunteers in important respects. 
Furthermore, at least a year’s follow-up is essential to differen- 
tiate transient effects from more lasting changes. 

Nearly all investigations of volunteers show an impressive 
uniformity. in their results. Desensitization produces more 
change in the treated fear than doa variety of control treatments 
(Marks and Gelder, 1968). It is true that significant differences 
were commonly found only in some of the measures of fear 
which were employed, significance levels were often low, and 
the effects of desensitization were not always significantly 
different from all the control groups employed in a given study. 
Nevertheless, there is a convincing overall trend in favour of 
desensitization in volunteers with minor phobias. 


The active components of desensitization 


Granted that desensitization is useful in phobic volunteers, 
what ingredients of desensitization are responsible for its effects? 
The procedure of desensitization involves graduated exposure 
to phobic stimuli along a hierarchy while the patient simultane- 
ously has a contrasting experience such as relaxation. Usually 
he is relaxed and visualizes a series of images of phobic 
situations, and later he also goes out to meet these situations in 
practice. Moreover, the patient expects to improve, is encour- 
aged by the therapist at all stages, and develops a relationship 
with him. 

All these processes have been studied in desensitization. In 
different controlled trials the full desensitization procedure 
consistently produced greater reduction in phobias than the 
following procedures: relaxation alone: exposure to phobic 
stimuli along a hierarchy without relaxation (otherwise known 
as extinction); exposure to phobic stimuli without a hierarchy; 
the visualization of non-phobic scenes; suggestion under 
hypnosis; attention with a drug placebo, or an intense 
relationship with analytic psychotherapy. 

Studies which illuminate the role of the patient-therapist 
relationship in desensitization are those which had analytic 
psychotherapy controls, or where the therapist was absent 


during the desensitization sessions which were given instead by 
tape-recorder, or where the quality of the relationship itself was 
manipulated. 

In each of the three studies which had analytic psychotherapy 
controls the desensitization group did significantly better even 
though in two of the studies the psychotherapy groups also 
improved. It follows that the benefit of desensitization cannot be 
attributed solely to the relationship itself. This is borne out in 
two studies where the desensitization was given by tape- 
recorder with no therapist present during the procedure. 
Desensitization remained effective in the absence of the 
therapist, and his presence during the sessions did not produce 
consistent effects. Nevertheless, it may be important that the 
subjects expected to improve and saw the therapist before and 
after the desensitization procedure, so that the subjects may 
have had subtle influences apart from the tape-recorder. 

Desensitization consistently gives significantly better results 
than simple observations of subjects over a period of time: 
so-called ‘spontaneous improvement’. This evidence draws 
from the study of focal phobias in volunteers, not patients, and 
specific phobias are rather more stable in the absence of 
treatment than diffuse phobic states. Untreated control groups 
of patients with diffuse phobias have not yet been compared 
with desensitization groups. 

Although some improvement was occasionally obtained with 
simple exposure to phobic images, suggestion-hypnosis, insight 
psychotherapy or attention with a drug placebo, this was never 
as great as with the full desensitization procedure. Desensitiza- 
tion is thus an assembly of techniques several of which may 
contribute to improvement when used alone, but which 
produce the maximum effect when combined. 

That relaxation alone and exposure to phobic images alone 
are less effective than the two together supports the view that 
either a process of counter-conditioning or of habituation is 
involved. However, there is very little evidence that a new 
response takes the place of the earlier phobic one. After 
successful treatment patients rarely state that when they think of 
phobic images they experience relaxation instead of tension. 
The fact that repeated exposure to phobic images alone is not 
enough suggests that extinction is only one aspect of the 
mechanism of improvement. That verbal reinforcement sig- 


nificantly improves the results argues that operant conditioning: 


plays a part. As the patient constantly monitors small changes in 
his affect during treatment and his reports of calmness are 
repeatedly reinforced by approval, so his fear is gradually 
diminished and he becomes more willing to meet the phobic 
situation. Many autonomic responses are subject to operant or 
instrumental control and fear seems no exception to this rule. 


Studies of desensitization in patients 


For the psychiatristit is crucial to know whether results obtained 
in volunteers are also applicable to patients in the clinic, 
because patients usually have more distressing phobias and 
other problems than volunteers. Five controlled studies have 
now been published comparing the results of desensitization 
with other procedures in patients with phobic disorders. One of 
these studies was restrospective (Marks and Gelder, 1965) and 
the other four were prospective (Gelder and Marks, 1966; 
Gelder, Marks and Wolff, 1967; Gelder and Marks, 1968; 
Marks et al., 1969). From these studies consistent results have 
been obtained that desensitization is significantly superior (for 
the relief of phobias) to routine hospital treatment, analytic 
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psychotherapy or hypnosis. However, this superiority is only 
found in patients who have relatively limited phobias without 
marked free-floating anxiety. When the latter is present then 
desensitization is as ineffective as the other procedures. 

A prospective study was done by Gelder, Marks and Wolff 
(1967) in which relatively mild phobics were assigned at 
random for treatmentin out-patient departments by desensitiza- 
tion, by individual psychotherapy or by group psychotherapy. 
Desensitization produced greater and more rapid relief of 
phobias than the other treatments and this improvement was 
maintained over a two year follow-up. Those patients whose 
phobias had not improved after 18 months of group 
psychotherapy were then desensitized,.and their phobias then 
improved to the same extent as in the patients who had had 
desensitization from the beginning. This was shown on both 
psychiatrists’ and patients’ ratings. In contrast, patients who 
were severely agoraphobic with multiple phobias and other 
symptoms such as panic attacks at rest did not do particularly 
well with desensitization. This was demonstrated in a prospec- 
tive study of hospitalized agoraphobics (Gelder and Marks, 
1966). A retrospective study confirmed that in-patient severe 
agoraphobias did less well with desensitization than did 
out-patients with more focal phobias. In yet another study both 
desensitization and hypnosis produced significant improve- 
ment in milder phobics, desensitization producing rather more 
improvement. 

In all these studies the type of patient being treated was 
clearly a crucial variable; patients with circumscribed phobias 
and few other symptoms improving most with desensitization. 

Once phobias improved, fresh symptoms did not develop, 
i.e. there was no symptom substitution. On the contrary, 
improvement in phobias allowed patients to improve in other 
aspects, such as work and leisure adjustment. 

Predictors of a poor response to desensitization were the 
presence of agoraphobia, severe obsessive and other neurotic 
symptoms, high overt (‘free floating’) anxiety, and physiological 
correlates of anxiety such as slowed habituation of the galvanic 
skin response and increased spontaneous fluctuations of palmar 
skin conductance. Poorer results in severe agoraphobics were 
largely due to'their general anxiety. In those patients in whom 
anxiety had been relieved by modified leucotomy then phobias 
could usefully be unlearned or desensitized. This was shown in 
a retrospective controlled study of patients who had had a 
modified leucotomy 5-10 years earlier. 

After desensitization few patients lose all their phobias, and 
most are left with some residual disability. However there is 
little tendency to relapse except in anxious agoraphobics or 
during periods of depression, so that any improvement is useful 
even thought it does not amount to a cure. An advantage of 
desensitization is the ease with which clinicians can learn the 
technique and obtain good results in suitable patients. 
Nevertheless, desensitization is often a lengthy treatment; about 
20 sessions are the average to achieve definite gains. Further- 
more desensitization can be intensely boring for the therapist. 
This is a real drawback since many therapists will be reluctant to 
embark ona protracted and tedious procedure to achieve rather 
limited goals. 

In psychiatric patients desensitization is simply one tool in the 
total context of psychiatric management. Clinical skill is 
required to assess the detailed handicaps of each patient, and 
many techniques additional to desensitization may be neces- 
sary for other problems which are found so frequently in phobic 
patients. Measures such as drugs, rehabilitation training, family 
counselling and analytic psychotherapy may all be required in 
selected patients. Desensitization inevitably has to be part of a 
broad therapeutic approach, and its aims and importance will 
differ from one patient to the next. 
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Methods to facilitate desensitization 


Several methods have been tried to apply desensitization more 
economically. One way is to save the therapist's time through 
group desensitization. This is difficult to apply to psychiatric 
patients whose phobias are rarely of a suitably stereotyped kind. 
Another possible method is to speed up the desensitization 
process itself by the use of drugs. Intravenous injection of the 
short-acting barbiturate, methohexitone has been shown to 
speed up desensitization significantly in a controlled crossover 
design but itis not yet clear whether the results of this technique 
are durable. 


Desensitization and insight 


In psychotherapy it is commonly assumed that ‘insight’ by a 
patient into the mechanism of a symptom leads to its alleviation. 
In a perceptive paper Cautela described three subjects who 
gave ‘insightful’ statements as their phobias improved during 
desensitization, in the course of which there had been no 
discussion of aetiology or dynamics of the phobia. This 
phenomenon touches crucial issues about the interaction 
between cognitive and emotional variables, and little is known 
aboutit. 

In Cautela’s first case the ‘insight’ which developed was 
essentially a change in attitude of the same kind which occurs in 
patients recovering from other psychiatric disorders, e.g. 
paranoid or depressive illnesses in which the delusional content 
undergoes steady change and dilution as improvement occurs. 

In Cautela’s third case the insight which developed was about 
the origin of the phobia, knowledge which is often called insight 
into the dynamics of the disorder. In both these cases cognitive 
remarks followed progress, and did not precede it. Improve- 
ment through desensitization released a change in attitude and 
self-knowledge, not the reverse. As we have seen, in controlled 
trials of analytic psychotherapy phobias have not shown 
impressive change despite discussion of and working through 
the origins of the phobias. However, occasional cases are 
documented (Bagby, 1972-3; Moss, 1960) in which during 
treatment or chance events the patient recalled the original 
trauma which triggered the phobia, and this recall heralded 
disappearance of the phobia. It appears, therefore, that insight 
follows improvement in some cases, and precedes it in others. 
Yet other patients improve without insight ever developing into 
the origin of their phobias. 


Flooding (implosion therapy) 


Results of this method are particularly interesting, since it is 
almost the opposite of desensitization, Flooding tries to have the 
patient experiencing the phobic stimulus as vividly and as long 
as possible until finally the patient is unable to feel fear any 
longer. ‘The patient is helped to break the phobic cycle by 
having him make a deliberate effort to feel and to experience 
fully his fear without trying to escape from iť (Malleson, 1959). 
This process has also been termed ‘implosion’, which implies a 
bursting within, and depicts the onslaught of phobic cues and 
the subsequent intense anxiety reaction which is reputedly 
followed by collapse of the symptoms because of extinction of 
the anxiety which supports them (Hogan and Kirchner, 1967). 
Experimental analogues of flooding in animals have been 
described by Baum (1968, 1969). In these experiments extinc- 
tion of avoidance responses was obtained when animals were 
prevented from making an avoidance response in the presence 
of the fear stimuli. In the clinical situation the patient is asked to 


experience his fear fully without avoiding it. The report of 
Malleson (1959) is one of the few to concern patients, and gives 
a good idea of the technique. 

The patient was an Indian student with ‘examination panic’ 48 hours 
before an examination. He had already failed a previous examination 
because of a similar attack of panic. ‘He was made to sit up in bed, and 
to try to feel his fear. He was asked to tell of the awful consequences that 
he felt would follow his failure—derision from his colleagues in India, 
disappointment from his family—financial loss ... at first, as he 
followed the instructions, his sobbings increased. But soon his 
trembling ceased. As the effort needed to maintain a vivid imagination 
increased, the emotion he could summon began to ebb. Within half an 
hour he was calm’. He was instructed to repeatedly experience his fears. 
‘Every time he felt a little wave of spontaneous alarm he was not to push 
it aside, but was to enhance it, to augment it, to try to experience it. . . 
more vividly’. The patient was intelligent and assiduous, practised his 
exercises methodically, and became almost unable to feel frightened. 
He passed his examinations without difficulty. 

Several controlled trials of flooding have been completed on 
volunteers who had fears of animals and insects (Kirchner and 
Hogan, 1966; Hogan and Kichner, 1967, 1968; Rachman, 
1966; Barrett, 1969). All except one found that flooding 
reduced avoidance behaviour more than control procedures. 
The exception was Rachman’s study, which also differed from 
the others in that his subjects only visualized the phobic images 
for a maximum of two minutes, whereas in the other experi- 
ments the frightening experiences went on for much longer. 
Duration of exposure may well be a crucial variable, and 
premature termination of exposure may actually increase rather 
than decrease fear. 

Flooding has now been tried on patients with promising 
results, although so far there has only been time for brief 
follow-up. Early uncontrolled reports of its value (Malleson, 
1959; Boulougouris and Marks, 1969) were followed by a 
controlled contrast between flooding and desensitization 
(Marks et al., 1970). The 16 patients concerned were 5 
in-patients with severe agoraphobia and 11 out-patients with 
less severe phobic disorders. Patients were treated by a 
crossover design in which they received either 6 sessions of 
flooding followed by 6 sessions of desensitization or vice versa, 
and the treatment order was allocated at random. The 6 flooding 
and desensitization sessions last 50 minutes and were given 
entirely in fantasy, but sessions 5 and 6 were followed by 
flooding (or desensitization) in practice for 60 minutes. Treat- 
ment was given two to three times a week. Clinical and 
physiological assessments were made before treatment and at 
the end of each treatment. Flooding reduced phobias sig- 
nificantly more than did desensitization on clinical ratings of the 
main phobia by the doctor and an independent assessor. 
Patients’ ratings of subjective anxiety during an image of the 
main phobia also decreased significantly after flooding, and 
physiological arousal during phobic imagery was decreased 
significantly after flooding. This was true both for heart rate and 
for skin conductance. Two measures of skin conductance were 
used, the number of spontaneous fluctuations during the phobic 
imagery and the maximum deflection of conductance over the 
same period; both measures of skin conductance improved 
significantly more with flooding. 

The most striking finding of all in this study was that 
agoraphobics did better with flooding than did focal phobics, 
and the presence of free-floating anxiety before treatment 
correlated significantly positively with response to flooding. 
Precisely the opposite was found with desensitization where as 
usual free-floating anxiety correlated significantly negatively 
with outcome. If these results are replicated and maintained 
over long-term follow-up then flooding may become the 
treatment of choice for severe agoraphobia. These patients are 
the ones who need help most of all, and effective treatment for 


them will be a major advance in the management of phobic 
states. 

It is surprising that flooding is acceptable to patients, but the 
drop-out rate is very low even though treatment can provoke 
much anxiety during the early sessions. After the treatment 
session is finished, however, the distress usually dissipates 
rapidly. The mechanism of action of flooding is still not clear; 
several mechanisms appear to be operating. 

First, the patient is prevented from avoiding thinking about 
the phobia, and later his avoidance of the real life situation is 
also blocked. This response prevention is analogous to that in 
Baum’s experiments in’ rats (Baum, 1966, 1969) in which 
extinction of an avoidance response is greatly facilitated by 
preventing the response from being made, Second, many 
patients stress the challenge aspect of flooding: ‘you told me | 
couldn’t possibly go out and that! would look foolish; this made 
me determined to prove you wrong’. The challenge results in 
the patient’s exposing himself to the phobic situation until the 
fear can dissipate. Third, related to this, cognitive dissonance 
may play a role. Patients are led to expect the worst, e.g. that 
they might faint, scream or defaecate in the phobic situation. 
When they confront the phobic situation they find this does not 
happen, after which the fears seem less monstrous. Finally, 
abreaction might be important. It could be that any emotional 
arousal might reduce phobias, even anger or sexual stimulation. 
Experiments are now in progress to check whether fearful 
stimuli during flooding need to be relevant to the phobia to 
produce improvement. During flooding some workers (Stamfl 
and Levis, 1967) introduce many cues relevant to patients’ 
dynamic conflicts and claim that these are therapeutically 
potent. 

Many experiments will be necessary before all these potential 
therapeutic mechanisms have been elucidated. It might be that, 
like desensitization, flooding will turn out to be an assembly of 
several effective techniques operating in slightly different ways 
in different patients. Flooding or implosion may also throw light 
on broader issues than the treatment of fear alone, e.g. why 
some patients in psychotherapy improve after abreaction, and 
how specific the content of the abreaction needs to be related to 
the patient's past experiences. 


Techniques with similarities to flooding 
Paradoxical intention (logotherapy) 


This is a clinical method which has certain similarities to 
flooding. The technique was publicized by Frankl (1960). The 
patient is asked to cease fleeing or fighting his symptoms, and 
instead is asked to exaggerate them, after which he is no longer 
haunted by the symptoms. The technique depends upon 
observations that anticipatory anxiety brings about precisely 
what the patient had feared, while excessive intention or 
self-observation of one’s own functioning may make this 
functioning impossible. Anxiety or compulsions may be 
increased by the endeavour to avoid or fight them. 

_ It is possible that in very selected patients paradoxical 
intention may have certain uses, though the extent of its 
applicability is by no means clear at the moment. 

The rationale and method of paradoxical intention and of 
flooding have certain resemblances to one another. As the 
rationale for use of a flooding procedure Malleson (1959) 
suggested that ‘fear or panic is always integrally bound up with 
the wish to escape. So long as that wish persists, reciprocally the 
fear persists’. This suggestion is reminiscent of Hunter's 
rationale for his treatment of impotence—as long as the patient 
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was afraid of failing with his mistress he failed miserably. As 
soon as he was told not to engage in intercourse his potency 
returned (1786). 

Paradoxical intention and flooding also have elements in 
common with Morita therapy as practised in Japan. Kora (1968) 
described the treatment of patients with severe anxiety and fear 
of death. 

‘The patient will always entertain a premonitory fear that the seizure 
(of anxiety) might attack him any moment and his sphere of activity is 
usually very much limited because of this anxiety. 

“he should be told that it is important not to upset the regular pace 
of his life even if he had a premonitory fear that the seizure might attack 
him, by accepting such fear as it is calmly and passively. When he does 
not have the fit, the patient should be made to go out all by himself even 
if he has an anticipatory fear or is suffering from anxiety. He should ride 
the bus or the streetcar if that is necessary and should attempt to enlarge 
his sphere of activity in any way possible. If he takes advantage of his 
disease and leads a life like that of a patient by capitalizing on his 
condition, he will never be cured,’ 

Similarly, in the treatment of intrusive thoughts: 

‘The only solution is to accept the desultory thoughts as something 
inevitable and to keep on reading without repelling them but tolerating 
themas they are. If this state of self-resignation is achieved, there will no 
longer be any antagonistic ideas. . . ,’ 

Finally, the meditative techniques of Zen buddhism include - 
principles reminiscent of paradoxical intention and flooding. 
Describing the stages of training Maupin (1962) wrote: 

‘There is an initial phase in which concentration, difficult at first, 
eventually becomes more successful. Relaxation and a kind of pleasant 
“self-immersion’” begin to follow. At this point internal distractions, 
often of an anxiety arousing kind, come to the fore . . . the only way to 
render this disturbance inoperative is ‘to look at it equably and at last 


grow weary of looking”. 


Analytically oriented psychotherapy 


Until desensitization came into vogue about ten years ago 
analytic psychotherapy was probably the commonest treatment 
for phobic disorders. It is not easy to assess its value as reports of 
its use are usually uncontrolled. 

Most methods of analytic psychotherapy assume that phobias 
area facade symbolic of other fears or conflicts, and that the task 
of psychotherapy is to uncover these, upon which the phobias 
will resolve. This formulation is extremely difficult to test 
adequately in the absence of clear criteria for symbolism, as has 
been discussed elsewhere (Marks, 1969). 

Many reports of success with analytic psychotherapy demon- 
strate how relief follows the patient's understanding of 
meaningful connections or symbolism of the phobic symptom, 
as in the cases of Lief (1955) and of Moss (1960). This factor may 
be useful in selected cases, but limited evidence from the few 
controlled trials available (Lazarus, 1961; Paul, 1966; Gelder et 
al., 1967) suggest that as a rule this procedure is not particularly 
helpful for phobias themselves, though it may benefit patients in 
other ways. For example, Gelder et al. (1967) showed that 
desensitization produced significantly quicker and greater relief 
of phobias than did psychotherapy. However, in some patients 
psychotherapy seemed to produce improvement in interper- 
sonal adjustment, though this could not be measured in the 
absence of sensitive scales. Interpersonal adjustment appeared 
to improve despite the fact that phobias had not improved. The 
two different techniques of desensitization and analytic 
psychotherapy each seemed to produce its own pattern of 
change, desensitization improving phobias and psychotherapy 
improving interpersonal adjustment. However, this effect of 
analytic psychotherapy is not a hard finding and still requires 
definitive demonstration. 
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That group analytic psychotherapy may facilitate subsequent 
desensitization is suggested in the studies of Lazarus (1961) and 
Gelder and Marks (1968). In both studies the time necessary for 
desensitization to effect improvement in phobias was shorter in 
patients who had already been treated by group psychotherapy 
than in patients who had desensitization without any previous 
treatment. This suggests that amelioration of problems of 
adjustment in patients may make their phobias more amenable 
to change by desensitization. 

Although most psychotherapists aim at improving a patient's 
phobias by resolution of his personality problems, many 
psychotherapists in fact use the therapeutic relationship as a 
lever to urge the patient to enter the phobic situation, often 
along an informal gradient of fearfulness (Andrews, 1966). 
Some psychotherapists thus employ a rudimentary form of 
desensitization, though they do not usually call it this. It is 
important to differentiate improvement through this procedure 
from improvement due to resolution of personality conflicts. If 
desensitization is the mechanism by which some 
psychotherapists effect improvement in phobias, then analysis 
of personality conflicts is a wasteful way of trying to apply 
desensitization, and it is more sensible in such instances to give 
desensitization systematically rather than indirectly. 

This is not to say, however, that analytic psychotherapy has 
no value in phobic disorders. Phobic patients commonly have 
problems in relating to their spouses, parents or friends, and 
these difficulties can require treatment in their own right as well 
as prevent successful desensitization. Clinical impression 
suggests, though definitive proof is lacking, that analytic 
psychotherapy is useful for these interpersonal difficulties. 

Some patients present for treatment of a phobia but in the 
course of treatment it becomes apparent that they are more 
incapacitated by their personality problems than by the phobia, 
or that improvement in their phobias will bring them into 
contact with situations they cannot cope with—that is, their 
phobias bring them secondary gain. In such cases it may be 
worth leaving the phobia untreated for a while and deal first 
with the personality difficulties by analytic psychotherapy. 
Once these are less distressful for the patient, then desensitiza- 
tion can be given for the phobia. 

Occasionally it appears that the phobia was only the pretext 
for seeking help when the patient tacitly wanted treatment for 
other problems, for some of which psychotherapy is approp- 
tiate. Mechanic and Volkart (1961) have shown how patients 
are more likely to seek treatment for a variety of complaints 
when they are feeling lonely and need support. Lonely or 
depressed patients may use a minor phobia, a trivial wart or 
slight indigestion as the face-saving excuse to visit and talk to 
their doctor, perhaps in the hope of revealing some of their less 
obvious but more important problems if he proves to be 
sympathetic and helpful. As Mechanic (1962) suggested: 

‘Interpersonal stress is a significant factor affecting who will seek 
medical care and when. Aside from clear emergencies and acute 
illnesses, which scarcely permit alternatives, the maintenance of a 
doctor-patient relationship involves an interaction between certain 
services the physician offers and certain needs of the patient which may 
go beyond “traditional medicine” in its usual connotation.’ 

Analytic psychotherapy is also required in phobic patients in 
whom in the course of desensitization it appears that improve- 
ment in the phobia is upsetting a dynamic equilibrium in the 
patient’s environment. Husbands and wives may have adjusted 
to or even thrived while the patient was handicapped by 
phobias. A frigid wife may prefer her husband to be impotent 
because of his sexual fears, and will not be pleased if he gains 
sexual potency. A spouse or parent may prefer the patient in the 
passive-dependent role which results from a crippling phobia 
and may find it threatening when the patient achieves more 


independence after the shackles of the phobia are loosened. 
Strain then ensues in the marital or parental relationship, and 
further attempts to improve the phobia may be thwarted by 
subtle strategies of the relatives or the patient himself. In this 
event the patient requires psychotherapy, sometimes alone, 
sometimes in a series of joint interviews with the chief relative 
concerned. 

Desensitization and analytic psychotherapy can thus be 
complementary procedures in certain cases and are not 
mutually exclusive. However, there are many phobic patients 
without severe maladjustments in whom desensitization alone 
is required and analytic psychotherapy is quite unnecessary. 
The relationship between desensitization and insight methods 
of psychotherapy has been detailed elsewhere (Marks and 
Gelder, 1966). Desensitization itself is very different in proce- 
dure from traditional psychotherapy, but the more ‘broad- 
spectrum behaviour therapy’ described by Lazarus (1966) and 
others is almost indistinguishable from the more active forms of 
analytic psychotherapy. 

Indications for analytic psychotherapy in phobic patients 
may be summarized as follows. 

(1) When the patient presents with a phobic disorder but is 
found also to have troublesome problems of personal malad- 
justment. This may be obvious when the patient is first seen or 
come to light only after he has been in treatment for some time. 

(2) When in the course of definitive treatment of the phobia by 
desensitization or other means it becomes clear that removal of 
the phobia is causing loss of secondary gains which are so 
important to the patient that further progress is prevented. 

(3) When improvement of the phobia through desensitiza- 
tion or other means upsets the dynamic equilibrium of the 
patient's relationships to an extent which causes serious 
difficulties. Psychotherapy of the patient, and if need be of the 
family, may then be necessary. 


Psychoanalysis 


This technique is considered by some to be a form of intensive 
psychotherapy, whilst others hold that it is different in kind. 
Though reports have been made of improvement in phobias 
during psychoanalysis (Sterba, 1935; Schmideberg, 1951; 
Rangell; 1952; Ruddick, 1961) most of these are of single cases, 
and no study was controlled. These reports do not suggest that 
psychoanalysis achieved more than analytic psychotherapy. 


Drugs 


The use of appropriate drugs may afford considerable relief to 
phobic patients who have several kinds of distress. These drugs 
have particular indications and are not intended for all patients 
who have phobias. Phobic patients usually find it much easier to 
enter the phobic situation while under the influence of sedative 
drugs or alcohol. Relief of the phobia lasts only as long as the 
action of that drug or alcohol, and the patient does not find itany 
easier to face subsequent phobic situations without these aids. 
The effect of sedative drugs or alcohol is thus palliative and not 
curative. They are a valuable help to the patient who is 
particularly handicapped in his everyday activities, but need to 
be taken each time he anticipates facing the phobic stimulus, 
since such drugs when ingested orally take up to 30 minutes to 
be absorbed and exert their effect. 

A variety of sedative drugs are in common use, and many 
have been subjected to controlled trial in anxiety states, but not 
in phobic disorders (Wittenborn, 1966). Benzodiazepine drugs 


such as diazepam or chlordiazepoxide are probably the drugs 
of choice for the temporary relief of phobic anxiety and also of 
chronic free-floating anxiety (Shepherd et al., 1968). Imino- 
dibenzy! derivatives such as imipramine or amitriptyline are 
helpful for relief of the depressive spells which commonly 
complicate severe phobic disorders, and one controlled study 
(Klein, 1964) has shown imipramine to be effective for relief of 
the panic attacks at rest which are a feature in many 
agoraphobics. When autonomic symptoms are prominent and 
the patient has a persistent tachycardia the use of propranolol 
can be considered (Frohlich et al., 1969). 


Other processes 


Many processes other than desensitization and flooding improve 
phobias, but most have not been tested thoroughly both in the 
laboratory and clinic. Modelling procedures reduce fear in 
volunteers (Hill et al., 1968; Ritter, 1968; Bandura and 
Menlove, 1968) and are especially effective when combined 
with desensitization (Bandura, 1968). The uses of modelling in 
patients have not been adequately explored. Cognitive manipu- 
lation and rehearsal can also diminish fears in volunteers (Valins 
and Ray, 1968; Hart, 1966). Aversion relief has improved 
phobias in patients (Solyom and Miller, 1967) but it is not yet 
acceptable clinically until further study shows it to be superior 
to less unpleasant treatments. 

Relaxation techniques are helpful for patients mainly as an 
adjunct to desensitization. Hypnosis can produce improvement 
by several mechanisms (Moll, 1891; Schilder, 1921; Gillm and 
Brenman, 1943; Schneck, 1954; Cautela, 1966). 


Leucotomy 


In a retrospective controlled survey of chronic severe 
agoraphobics with prominent anxiety, modified leucotomy 
produced more useful sustained improvement than other forms 
of treatment. Personality changes after operation were mild and 
not related to outcome. Leucotomy also facilitated desensitiza- 
tion by reducing anxiety. 

Doctors are naturally extremely cautious in recommending 
such an operation even in suitable-cases. Fewer than 2 per cent 
of patients with phobic disorders were treated by modified 
leucotomy in the Maudsley Hospital. The need for careful 
selection is evident, based on long duration of illness, severe 
chronic anxiety, and a sociable previous personality. Reluc- 
tance to recommend leucotomy would be even greater in 
patients who engage in intellectual or responsible pursuits like 
university academics or top professionals. Modified leucotomy 
is thus an occasional but useful last resort for the severest phobic 
anxious patients who have not responded to other forms of 
treatment over many years. 


General supportive measures 


Apart from specific therapeutic techniques, there are many 
other ways to help patients with phobic disorders. Each patient 
needs to be closely questioned about all factors which 
aggravate or improve his phobias, and to plan his treatment 
schedule accordingly. It is important at all times to maintain an 
attitude of support and to encourage any efforts of the patient to 
gradually face phobic situations with confidence, if need be 
initially with sedative drugs. Patients are reassured if allowed to 
carry a small supply of sedatives with them just in case a panic 
attack occurs unexpectedly. However, an exhibition of will- 
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power alone is not a sufficient treatment regimen. The patient 
should not be pushed too far into doing things for which he is 
not yet ready, since panic which results in avoidance will retard 
his progress. A fine balance needs to be struck of gentle 
encouragement of his initiative without straining him beyond 
his capacities. 

Regular practice of relaxation exercises at home can be 
helpful, and these are easier if the patient can play a record or 
tape-recording of relaxation instructions whenever required. 
This may be in the therapist's voice or the patient can prepare 
his own version from a written script. 

Patients usually find it easier to first enter phobic situations in 
the presence of a reassuring person, and then to do it alone. 
Agoraphobics find various simple stratagems of great benefit. 
They feel more confident while pushing a perambulator or a 
shopping basket on wheels, or if they walk around with a dog on 
a leash. Frequently it is easier for them to enter new situations 
outside at night rather than in the day, and to do it ata time when 
crowds of people are not expected. If they wish to practise going 
on a bus or train it is better to avoid rush hour travel at the start, 
and to choose trains or buses which stop frequently so that they 
feel free to get out when they wish. In a cinema, theatre or 
church for the first few times they will be more relaxed sitting on 
an aisle seat near an exit, and as they get accustomed to it can 
allow themselves to sitin more central positions from which itis 
less easy to escape with speed and dignity. Some patients also 
find it easier to go out when it is raining, if they wear dark 
glasses, or if they chew gum or suck sweets during their 
ventures. 

The majority of agoraphobics feel much safer in a car, and 
being able to drive a car themselves is a great boon which 
enables them to extend the range of their activities and become 
more self-sufficient. If an agoraphobic can afford a car and learn 
to drive this should be encouraged enthusiastically, since this 
measure alone reduces their handicap considerably. 

The telephone is another useful device for some 
agoraphobics. Women with severe agoraphobia may be afraid 
to be left alone at home, and husbands have been forced to stay 
home from work simply to keep their wives company. Such 
women feel safer when they have a telephone with which to call 
somebody if they are feeling particularly distressed. It also 
enables them to maintain contact with friends and relatives to 
reduce their social isolation. 

Agoraphobics often havea fear of heights and prefer to live on 
ground floor accommodation. The nearer their home is to 
shops, friends and helpful relatives, the easier their lives will be. 
They may need help in taking their children to and from school, 
or in getting to and from work if they are employed outside their” 
home. 

Special community services for patients with phobic disor- 
ders are rather limited at the moment. Phobic patients can 
obviously utilize existing services provided by general practic- 
tioners, psychiatric out-patient and in-patient departments, and 
day hospitals. They can attend day centres if they cannot be left 
alone at home and need to be ina sheltered environment during 
the day. If a patient needs to find work suitable for his own 
particular disability help can be obtained through various 
employment and community agencies and personnel in the 
community. A patient may be able to work, for example, if the 
place of employment is a short walk or bus ride away from 
home, but fail to manage if he has to cross a crowded main road 
or changes buses in order to get there. He may find it easier to 
work at his own pace in a quiet room with a few other workers 
present rather than as part of a chain of workers or a busy 
assembly line which requires split second efficiency. 

In Britain, Australia and Canada phobic patients have formed 
clubs which arrange social activities and enable members to 
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help one another. The clubs distribute regular newsheets which 
give supportive advice and put phobic members in touch with 
one another. 
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Political Behaviour 


H. L. NIXON 


A political system can be viewed as a recurrent and patterned 
system of human relationships involving to a significant extent 
power or authority. This kind of broad definition of a political 
system implies that almost every human association has a 
political aspect. Thus, political behaviour, whether it be 
intentional or unintentional, occurs whenever and wherever 
people assume positions of political control and/or exercise 
power or authority over others. 

Political behaviour may involve the quest for power or 
authority for its own sake or as a means for pursuing ideological, 
economic, religious or other claims or interests. Thus, as Lewis 
Coser (1966) has contended, political behaviour always 
involves the clash of conflicting demands. However, as he has 
also pointed out, political behaviour usually occurs in a context 
subject to (formal or informal) normative regulation and entails 
the acceptance by all but the revolutionary-minded of the basic 
rules of politics. Stability in political behaviour always requires 
consensus among political actors with respect to certain basic 
values, norms, and beliefs even while they pursue conflicting 
claims. When the conventionally accepted rules for political 
behaviour for a given political system are rejected by significant 
strata or groups in the population, a political system is likely to 
face great instability and the possibility of massive change. In 
general, then, political behaviour can be seen as embracing 
elements of both conflict and consensus when it is viewed as an 

aspect of broader political systems. 

William Gamson (1968) has suggested that political 
behaviour can be studied from two distinctly different perspec- 
tives. On the one hand, itis possible to assume the vantage point 
of the people and groups trying to influence or exert power over 
the choices of authorities or the structure within which political 
policy decisions occur. On the other hand, one can assume the 
frame of reference of the authorities; in this case, the focus 
would be on the process by which authorities try to attain 
collective or group goals and maintain legitimacy and com- 
pliance with their decisions in a situation in which significant 
numbers of people are not being fully satisfied. Gamson called 
the former perspective the ‘influence perspective’; and it 
stresses the private purposes to which power is put. The latter 
perspective was called the ‘social control perspective’; and it 
places primary emphasis upon the collective or public uses to 

which power is put. 


The deceptively simple question ‘Who gets what, when, 
how?’ touches the heart of the influence perspective. In fact, 
Harold Lasswell (1958) has examined the nature of political 
behaviour in terms of this question. According to Lasswell, 
political behaviour concerns participants (with identifications, 
demands, goals, expectations and who control certain objects 
of value) interacting in arenas (where decisions are expected) 
employing strategies to achieve goals by influencing decisions. 
This perspective leads one to concentrate on how the resources 
of power (such as money, property, weapons, etc.) are 
distributed among individual and group members of political 
systems and how these individuals and groups in given systems 
exercise power and affect authoritative decision-making. From 
this perspective, one’s attention might readily be drawn to 
conflicts between interest groups, political parties, social 
classes, or between elites and non-elites. 

Gamson has proposed that viewing political behaviour 
exclusively in terms of the influence perspective may prove to 
be too restrictive. While it is important to understand the 
sources and results of individualized struggles over scarce and 
valuable commodities, it is also important to understand the 
capacity of whole political systems to mobilize and generate 
resources to attain collective or public goals. 

The key question of this latter social control perspective 
concerns the means by which political leaders attempt to 
achieve collective goals most efficiently while at the same time 
avoiding costly side effects. Amitai Etzioni (1968) has sum- 
marized the dilemma of the societal application of power in this 
Way: 

‘On the one hand, there is often the fear of alienating, which slants the 
(political system) toward inaction; on the other hand, there is often the 
unnecessary use of power or use of the “wrong” kinds of power, which 
generates unnecessary alienation.’ 

One can presume that the legitimacy and effectiveness of 
political leadership will depend mightily upon the balance 
which authorities strike between these tendencies. 

Furthermore, it has been argued by Lipset (1967) in his 
discussion of the relationship between politics and society that 
the stability of any given political system depends largely upon 
the legitimacy and effectiveness of political leaders; and it 
should be noted that Lipset has defined stability as the long-term 
capacity for decision-making that does not require naked force 
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to achieve compliance. Parenthetically, probably the classic 
discussion of the sources of legitimacy for authority, or, 
acceptance of the ‘right to rule’ is by Max Weber (Gerth and 
Wright Mills, 1958). 

It is most likely that the political observer will capture the 
fullest sense of the dynamics of political behaviour by shifting 
between the influence and social control perspectives. For one 
can regard these two perspectives as opposite sides of the same 
coin. That is, one can look at a given instance of political 
behaviour from the vantage point of those trying to exert power 
over the decisions and actions of authorities. Or, one can look at 
that same situation from the viewpoint of authorities who are (at 
least ostensibly) acting as agents of the political system, as a 
whole. By assuming this dual perspective, one can gain a 
special appreciation both of the struggles among competing 
individuals and groups for their private ends and of the 
problems of authorities who are responsible for limiting the 
parameters of these private power struggles so that social order 
can be maintained. 

Typically, students of political behaviour have assumed the 
perspective of those being controlled and have focused on the 
kinds of control as they affect the individual's sense of freedom. 
This frame of reference has, in turn, produced a deep concern 
for the ‘excesses’ and ‘abuses’ of political control, i.e. political 
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suppression, repression, totalitarianism, threats to democracy 
and freedom, and the like. However, in conclusion, it must be 
emphasized that social order is not possible without the 
imposition by authorities of constraints upon power struggles 
for private gain. Thus, two fundamental questions concerning 
political behaviour are: How much and what kinds of con- 
straints, or controls, should be imposed? These questions, as 
well as numerous other related ones, have attracted the 
attention of students of political behaviour, in general, and 
democracy, in particular, since the initial scholarly treatment of 
political life. 
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Polyglot Aphasia and Polyglot 


Hallucinations 


R. E. HEMPHILL 


Polyglot aphasia is a general term for aphasic disorder in 
polylingual persons. Among the mass of writings on speech 
disorders in the last 100 years, there are comparatively few on 
polyglot aphasia. These are mostly by early workers arid the 
views expressed are not consistent or conclusive. The whole 
subject of polylingualism is much more complex than was then 
realized. The process underlying the acquisition of speech is 
still not fully understood. 

As a result of the movement and mixing of races due to 
emigration, resettlement, and the search for employment, there 
are many more polylingual persons than formerly, and aphasic 
disorder in polyglots is not rare. It has a practical importance as 
well as implications for research in linguistics and speech 
disorders. 

Clinical, historical and theoretical aspects of aphasia are 
covered comprehensively by Brain (1965) with an extensive 
bibliography; Critchley (1970); Goldstein (1948); and Weisen- 
berg and McBride (1935). There is a useful section on polyglot 
aphasia by Isserlin (1936). 

Aphasia is a disorder of the faculty of speech due to 2 cerebral 
damage and it implies some dissolution of language. Following 
Critchley, speech can be defined as the expression of ideas and 
feelings by verbal symbols. Language is the system of verbal and 
non-verbal symbols for the communication and reception of 
ideas and feelings. Language, written and verbal, is also used to 
store information both for personal use and to be communi- 
cated later to others who can decode it. 

Critchley points out that in English, speech and language are 
separated, the term ‘speech’ being restricted to articulate 
expression and comprehension of verbal units. Loss of speech 
would imply inability to communicate through audible chan- 
nels: understanding of written words is a matter of language, not 
of speech. Speaking is the articulate performance involved. The 
process can be imagined as putting information into a code 
(language) and passing it on to the output (speaking). 

Grammar is the system of rules that determines the form of the 
words and verbal units, their place and sequence, and the 
emphasis given to them. While there is much flexibility in 
conversational speech, meaning may not be clear unless 
grammatical aberrations are known by all the speakers, as in 
dialect and idiom. European languages are based on subject- 
predicate systems, which is not the case with some African and 


Oriental languages. This raises the question how a European 
polyglot can communicate ideas equally clearly in such another 
language, and whether separate language systems are involved. 

Language can be classified according to its function. 

(1) Conversational, that serves spontaneous thought and the 
flow of ideas—great flexibility and variety of verbal construc- 
tions are possible as the meaning depends largely on the 
context. 

(2) Professional—technical, such as teaching classics, trans- 
lating, interpreting—the scope is narrow and related to the 
subject, not to formulation of general ideas. It relies much on 
memory. 

(3) Scientific, in which the symbols have precise meanings. 
The code cannot be altered without affecting accuracy. Audible 
verbalization is not necessary, the thinking is in symbols that 
crystallize concepts. In a sense, every advance in science 
requires a new or extended language. 

(4) Paralanguage is a term that embraces non-verbal 
methods of communication such as music and mime. It is 
believed that animals have a paralanguage with a grammar, and 
that their utterances are not haphazard and occur ina sequential 
form. 

A polyglot is conversationally fluent in more than one language, 
and he has not ‘learned’ a language until he can think and 
express ideas in it without translating. In translating, ideas that 
have been formulated in one language are converted into 
another prior to speaking or comprehending. Translation 
implies an intermediate process between formulation and 
expressing, reception and understanding. Ability to translate 
only, is different from ability to speak a language fluently. A 
person who speaks a language only through his national 
language by translating, cannot be fluent and is not polylingual. 
Thus aphasia which affects the first language, is bound to disturb 
the second language more severely if translation is involved. 

Some of the questions posed by aphasia in polyglots are: can 
one language be unaffected; are both equally affected; is there 
any rule as to which may be less or better preserved; do the 
relative differences fluctuate from time to time; do both (all) 
languages improve together; the influence of age of onset and 
education; age when the languages were acquired; milieu 
when examined; fluency at time of the brain injury; dialect. 

Some of these have been discussed by early writers whose 
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views will be summarized briefly. Freud (1891) stated that the 
earlier language is likely to survive the one in greater use—this is 
certainly unlikely. Pitres (1895) in an often quoted article, noted 
that all languages are not equally affected, and that the degree of 
preservation of any given language depends on its length of use 
and fluency before the cerebral insult, thereby contradicting the 
so-called Ribot’s rule that the older language is less affected. 
Minkowski (1927) studied Swiss-German polyglots and found 
that the colloquial Swiss-German dialect was usually, but not 
always, reconstructed better than literary German, regardless of 
the milieu. Pdtzl (1930) observed that where a stroke has 
occurred while the patient was conversing, the subsequent 
speech developments were mainly in the language he had used 
at the time, as if he was unable to change the verbal system. 

These and other early authors cite many interesting cases, but 
generally much important information about the patient's 
language function and development prior to the disaster is 
missing. No author has published a considerable series of cases 
that he personally examined and some refer to inadequately 
investigated cases published by others. Patients were reported 
to have regained the use of classical or other academic 
languages sufficient for teaching purposes, but since the 
additional languages were technical, not conversational, which 
as has been pointed outis a separate function, such cases are not 
comparable with ordinary polyglots. 

Goldstein (1948) postulated that the outcome in polyglot 
aphasia is much influenced by the language milieu in which the 
patient speaks, and the different uses, e.g. emotion, teaching, 
translating, every-day life. That the mother tongue is used and 
the other neglected, may be because the patient can best 
express himself thus. All languages are invariably affected 
although all may be preserved to some extent. Goldstein also 
thought that the patient prefers the language best suited for his 
purpose at the time, and may use a language in which he was 
less proficient prior to the insult so as to communicate better 
with those around him, Dialect is not simply another language, 
it is specific to special groups to which the speaker belongs. In 
another milieu the speaker may be reluctant to use it after the 
aphasic insult, and thus may appear to have lost the use of 
dialect. 

The choice of language may be decided by the language in 
which the patient was addressed, as if the code was decided 
regardless of his desires. Goldstein’s Swedish patient slipped 
into English when questioned in it but could not initiate English 
spontaneously, nor change back to Swedish during an English 
conversation. 

Weisenberg and McBride (1935) thought there were no fixed 
rules for deterioration or improvement that apply to all polyglots 
even if the learning, experience and intellect were comparable. 
They studied an English multilingual ‘patient who knew 
German, Greek, Latin, French, Spanish, Italian, Old French and 
Arabic. After English he was most proficient in Spanish, French 
and Italian, in that order. Three months after the attack, names 
and written constructions often appeared in French and Spanish 
when he was using English and he was unaware of the mistakes. 
Since exceptional polylinguists may mix expressions from 
various languages unconsciously in normal conversations, the 
mistakes of this patient may not have been as abnormal as the 
authors thought. 


Recent work 


Cape Town has a large polyglot population. English and 
Afrikaans are the official languages. They are taught in schools, 

ave a present and past literature, many educated and 
uneducated people speak both at home and business. The use of 


399 


both languages is as comparable as possible, but uneducated 
coloured persons use a dialect of Afrikaans when speaking 
amongst themselves as well. 

In current studies on polyglot asphasia in Cape Town, the 
present author has made the following observations. 

(1) Both languages are always affected to some extent; no 
case in which one language was perfectly preserved has been 
reported. 

(2) One language is usually more disturbed than the other. 

(3) There is no evidence that the language first learned, or 
generally spoken in early life, is less affected. 

(4) The language most used prior to the disaster or actually 
being spoken at the time, is less affected and regained earliest; 
the use of the other may be totally lost. 

(5) In severe aphasia attempts may be made to use the less 
fluent language as if to simplify speech because of the 
distortions of the richer language. Prepositional speech being 
impaired, nominal language might be easier with a simpler 
vocabulary. 

(6) In the early stages of recovery patients seem unable to 
switch spontaneously from one language to another, but may 
follow when the examiner does so, as if his language was the 
cue. 

(7) The language spoken in the ward may influence how the 
patient’s speech returns. This should be considered in speech 
therapy, which should probably be confined to one language at 
first. 

(8) Reading and writing correspond with the speech disorder 

(9) It is not yet known if the age of acquisition of the 
languages, intelligence and education are important factors. 

The following are illustrative cases. 

A white woman of an Afrikaans-speaking family learned 
English at school, and only became fluent after leaving home at 
17. She married at 23 and thereafter habitually spoke English. 
After a stroke at 30 she could neither speak, read, nor 
understand Afrikaans. She could understand spoken English but 
had a fairly severe expressive aphasia. Now after five years, her 
English has improved somewhat but there has been no return of 
Afrikaans in spite of staying for weeks at a time with her family 
who habitually spoke it. 

An educated bilingual widow of 64 had a stroke while staying 
with her English-speaking daughter. She normally lived with her 
son who preferred to speak Afrikaans. She had a fairly severe 
expressive aphasia and alexia in English and her Afrikaans was 
grossly impaired. She spoke English spontaneously but could 
not attempt Afrikaans unless it was spoken to her. She was 
aware of the difficulty but could not understand it when 
questioned in Afrikaans. 

A bilingual left-handed schoolgirl, more fluent in English, lost 
all Afrikaans after a slight stroke that caused a moderate aphasia 
for English. After recovery she began to speak Afrikaans only 
after she resumed lessons in it at school. 

An illiterate Afrikaans coloured labourer spoke poor English 
with his employer. After a stroke he spontaneously tried to use a 
very restricted English but if pressed with questions in Afrikaans, 
replied ina sort of jargon, part dysphasic, part dialect, and soon 
reverted to the simple English. 


Temporary induced aphasia 


Some patients exhibit a state of aphasia during the restoration of 
cerebral function after convulsive therapy (Hemphill, 1940). 
Temporary aphasia in polyglots undergoing ECT is being 
studied at Cape Town by the present author. In some cases the 
language in which the patient conversed just before the fit was 
better preserved in the post-ictal aphasia: sometimes the patient 


400 POLYGLOT APHASIA AND POLYGLOT HALLUCINATIONS 


could not use the other language until speech function was 
normal. This does not seem to depend upon which language is 
normally preferred, but which language code is selected during 
the last moments of consciousness. 


Auditory hallucinations in polyglots 


The possibility that neologisms and anomalies of language in 
schizophrenia may be related to aphasia has often been 
discussed. Critchley (1970) reviews the question. It is clear that 
the schizophrenic verbal disorder is very different from aphasia 
and that a brain lesion is not involved. Theories that it is a 
symptom of thought disorder are not satisfactory, and it may be 
due to faulty processes for verbal communication. 

Hemphill (1971) reported that auditory hallucinations in 
polyglot schizophrenia were usually confined to one tongue, 
which was the earlier used in family and social life regardless of 
which language the patient currently spoke. The hallucinations 
disappeared when conversation around and with the patient 
was in the unaffected language. Some patients were free from 
hallucinations and were apsychotic when working in environ- 
ments such as a factory or household where the unaffected 
language was spoken. However, paranoid hallucinations in a 
new language have been observed in displaced persons who 
had learned it later in life and tended not to speak it with their 
compatriots (Lukianowicz, 1962). The present author has 
described such a case whose hallucinations and delusions 
disappeared when he was addressed in his mother tongue. He 
was psychotic only in the alien tongue. 

Auditory hallucinations in toxic, delirious and organic states, 
especially drug intoxications and temporal lobe epilepsy in 
polyglots, are frequently mixed. This is a fairly reliable indicator 
in differential diagnosis between schizophrenia and drug 
psychosis in adolescents. Multilingual hallucinations suggest an 
organic or toxic cause, monolingual suggest schizophrenia. 
Phenothiazine drugs are as effective in blocking auditory 
hallucinations in polyglots as in monoglots. These findings 
suggest that in schizophrenia there is a disorder of verbal 
processing and coding of thought that involves the earliest form 


of verbal communication. By feedback it becomes more 
distorted and affects thought processes. The later language 
processes seem to be intact or little affected. 


Final considerations 


From the foregoing it is evident that until much more is known 
about the acquisition of languages, no general rules about 
polyglot aphasia can be formulated. It seems likely that there are 
two processes in polylingualism, the acquisition of the lan- 
guages and the ability to use them as required. In polyglot 
aphasia both are impaired so that it is difficult or impossible'for 
the patient to switch from one to the other at will. Cues for the 
use of a particular language are the language in which he is now 
addressed and the language he used before the insult. The 
linguistic ability, the age of acquisition of languages, their 
relevant fluency and the purpose for which they are used, need 
to be considered in every case. 
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Post-Choreic Personality and Neurosis 


STEPHEN KRAUSS 


Introduction 


In the relatively short period which has elapsed since the 
important findings about personality changes after encephalitis 
epidemica became known, those findings have been mainly 
responsible for the enormous advance in our knowledge of the 
sub-cortical direction of man’s emotional and volitional life. 
This advance in psychopathology subsequently gave rise to the 
question whether similar sequelae could be found in the 
personality structure of those who had suffered from other forms 
of post-infectious encephalopathies. 

Chorea, which had already offered the puzzling problem of 
why the rheumatic virus becomes ‘neurotropic’ in certain cases, 
was amongst the first to be considered, whereas 25 years ago no 
psychiatrist would have seen a special problem in the personal- 
ity structure after choreic illness. The first investigations which 
dealt with entirely new problems in chorea minor were those of 
Straus (1927), who discovered that hyperkinetic symptoms are 
frequently found, either in a generalized form, or as localized 
tics as sequelae of chorea minor, and of Guttmann (1927) and 
Schulz (1928), who both showed that hereditary predisposition 
of the brain plays an important role in persons who fall ill with 
chorea minor. A follow-up study of chorea cases with regard to 
personality development had not been undertaken until the 
Present author's first publication on chorea (1934). 


Psychopathology 


Not only chronological procedure, but also the explanation of 
heuristic principles, which guided the author in his recent 
investigation, make it necessary to refer first to the findings of the 
Previous investigation, which was carried out in 1933. 

The material consisted of 24 cases of postchoreics (in 
addition to which one case of ‘chorea-psychosis’, viz., of 
chorea with direct transition into psychosis in a youth, aged 21, 
was dealt with in detail). Of 50 cases which had been found on 
the registers of the University Hospital for Children’s Diseases in 
Basle, Switzerland, as treated for chorea minor between 1910 
and 1930, the whereabouts of the majority was found out, and 
they were invited to undergo a re-examination. Twenty-four 
persons declared their cooperation, and were seen, either in 


the Psychiatric Out-patients’ Clinic (under the direction of Prof. 
J. Staehelin, who had suggested this follow-up study), or at their 
homes. Of the cases 13 were female and 11 male, an accidental 
and atypical distribution, as it is statistically proved that out of 
100 cases of chorea, somewhat about 65 belong to the female 
sex. As to the period which had elapsed since the illness in our 
cases, four cases have had chorea more than 20 years ago; five, 
16-20 years ago; four, 11-15 years ago; and six, 6-10 years 
ago. The oldest patient was 35 at the time of the follow-up, so 
that in every case at least one of the parents was still alive and 
able to give an account of the patient's childhood. 

As to the methods adopted for personality assessment, in the 
first instance the usual psychiatric exploration was used, 
supported by statements of the parents, while out of the 
numerous auxiliary methods which would have been possible, 
the author restricted himself to two: the first one was the 
Rorschach Test, and the second a Characterological Item Sheet, 
i.e. a sheet containing 45 pairs of characterológical opposites, 
such as confiding or seclusive, amenable or strong-headed, shy 
or cheeky, and so on, which had to be filled in by one of the 
parents. Besides the examination of the postchoreic personality, 
special attention was paid to heredity, to social environment, 
and to physical constitution. 

The findings allowed for a subdivision under five headings: 
(1) hyperkinetic symptoms; (2) neurasthenic symptoms; (3) 
psychasthenic symptoms; (4) peculiarities of character 
development; and (5) peculiarities of temperament. 


Hyperkinesis 


Hyperkinesis is the symptom most obvious to the eye, and is 
found, to a higher or lesser degree, in every postchoreic. The 
hyperkinesis is either generalized and constant, in the form of 
fidgetiness, restlessness, inability to sit still or kneading the 
fingers; or else localized and episodic. The latter becomes 
apparent mainly in form of tics, which are usually facial, but 
sometimes appear as shrugging of the shoulders or head- 
nodding. Blinking of the eyes is a frequent symptom, and 
sometimes stammering is found in form of mild defects of 
co-ordination in speech. Creak and Guttmann (1935) have 
described compulsive utterances in postchoreics, which appar- 
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ently are equivalents of tics, and Straus (1927) has described a 
case of ‘coprolalia’, i.e. the uttering of ‘dirty’ expressions. In one 
of my cases a troublesome singultus was found, which can be 
regarded as a tic localized in the diaphragm, and has been 
frequently observed in encephalitic states. 

Before the sequelae of encephalitis epidemica were known, 
every tic used to be regarded as hysterical, but since then we 
have learned that a tic can be a residual symptom of a focal 
lesion in the striatum, and the same applies to genuine 
hyperkinesis as a whole. Frequent symptoms of hyperkinesis are 
also shakiness during writing, or spilling while water is poured 
out into a glass. There is also a marked tendency in postchoreics 
to show an increased amount of associated movements, which 
can easily be tested by letting the patient squeeze the doctor's 
hand or turn a coin round which lies on the palm with the fingers 
of the same hand, or use a dynamometer. 


Neurasthenic and psychasthenic symptoms 


Neurasthenic symptoms which are very frequent in post- 
choreics are headaches, sometimes resembling migraine, and 
vertigo, attacks of which can spread over many years; less 
frequent symptoms in this group are insomnia, vomiting and 
enuresis. 

Psychasthenic symptoms have been put into a special group, 
not as if the author would not follow the doctrine of 
psychosomatic unity, which in fact he does, but because certain 
symptoms as phenomena reveal insufficiencies in the dynamics 
of psychic functions. These symptoms which postchoreics 
frequently complain of are forgetfulness, difficulties in concent- 
ration, difficulty in learning new things, diminished persever- 
ence, and being quickly overwhelmed by fatigue. Postchoreics 
frequently complain of being frightened by a sudden noise or at 
the appearance of an unexpected person. 

The most characteristic symptom, however, in this group is 
the fact that postchoreics show less vitality than the average 
person of their age; they are quiet. Their families soon 
come to notice that the postchoreics show definitely less vitality 
than before their illness. Postchoreics make the impression, 
sometimes at once, of colourless, lame or faint personalities 
without much drive in life. One can hardly meet a postchoreic 
who has distinguished himself in his (or her) career, or has done 
anything outstanding in any respect. The present author 
proposes to call this dynamic weakness of psychic functions a 
psychic hypokinesis. Similar features have been observed in 
other states following a subcortical lesion (e.g., even more 
grossly after carbon monoxide poisoning). 


Characterological and temperamental peculiarities 


There are striking characterological peculiarities in post- 
choreics. What members of their families tell us about 
postchoreics always goes in the same direction, and post- 
choreics are very much aware of their peculiarities themselves; 
they are sensitive, seclusive, taking everything very seriously, 
querulous and suspicious. They are inclined to brood over 
things and to grumble a lot. As a whole it can be said that they 
resemble schizoid psychopaths. 

In summarizing these findings it clearly appears that these five 
groups of symptoms form a closely-knit and sharply defined 
complex of symptoms typical of the postchoreic person. 
One group of symptoms may be more prominent in one post- 
choreic and another group in another, but the complete 
symptom-complex is always found to be present. 

It would, however, be a fallacy, after all the deviations we 


have found in the postchoreic, to think of him as grossly 
abnormal. This is not at all the case; to the layman the 
postchoreic will frequently appear quite normal. The post- 
choreic is, within certain limits, able to adapt himself to life and 
to make a success of his job; he is fond of his home and his 
family like other people. It is merely due to a necessarily 
thorough psychiatric analysis that the psychopathological 
personality structure of the postchoreic does now appear 
distinct and defined. There may be mild and severe cases 
amongst postchoreics, but never is the picture as severe as in a 
postencephalitic state. The fact that moral deterioration goes 
with subcortical impulsivity and hypokinesis in a typical 
postencephalitic case, whereas moral over-conscientiousness 
goes with subcortical lack of drive and hyperkinesis in the 
postchoreic state, inevitably suggests a distinct cerebral rep- 
resentation of these psychopathological structures. 


Heredity 


Heredity is a crucial question, because it is decisive for our 
whole view of the problem. The findings are quite clear; given 
optimal conditions, a hereditary disposition of the brain can be 
found in every case of genuine chorea. The only case out of 24 
(in the first series) where there was no proof of a hereditary factor 
had already originally been diagnosed as hysterical chorea. The 
highest number of hereditary factors in the ancestry of 24 cases 
was represented by psychopathy, particularly of the irritable 
and excitable type, the second highest number by schizo- 
phrenia. In the family trees of 24 cases there were 8 certain and 3 
probable cases of schizophrenia, and in most cases the 
psychosis was of a catatonic type. This corresponds with the 
findings of Guttman and Schulz, the latter stating that the 
schizophrenia index in choreics is twice as high as in the normal 
population. Chorea itself is also frequently found in the family 
trees of postchoreics, though seldom dominant. Epilepsy, 
migraine and alcoholism also appear amongst the hereditary 
factors, though not as conspicuously as schizophrenia. 

An interesting fact concerning the affinity between chorea 
and schizophrenia has been found by Guttman (1936). He took 
those in-patients of Maudsley Hospital who have had chorea in 
their history, and found that amongst 24 cases the most frequent 
diagnosis later (in 7 cases) was schizophrenia. Furthermore, he 
found that when he investigated the pre-morbid personality of 
those psychotic cases, it had to be described in exactly the same 
terms in which the present author has described the post- 
choreic. It may be mentioned that the rare cases of chorea- 
psychosis often show a marked similarity. to schizophrenia, 
which has been stressed by Lewis and Minski (1935). 

It has been suggested that in the same way as there is a 
constitutional schizopathy in certain families, a constitutional 
choreopathy could be thought of in other families. As a matter of 
fact, Kehrer has coined the term ‘choreopathic families’. There 
is, indeed, one fact at least which supports this view, namely, 
the occurrence of chorea ina series of brothers and sisters. In the 
Basle series reported here there was a group of 5 children out of 
6 ina family who had chorea, and in the Mill Hill series there 
were quite a number of groups of choreatic siblings. The onset 
of chorea, of course, must have taken place in different years in 
order to exclude the possibility of hysterical chorea (which can 
even lead to school epidemics, e.g. Basle, 1852). One child in 
the Basle series of 5 postchoreic siblings died of heart failure. 
Another point which speaks in favour of familial choreopathy is 
a recent finding in electroencephalography. In 1941, Jasper and 
Usher published results which showed that the EEGs of siblings 
of choreic families not having had chorea themselves show 
abnormalities resembling those seen in the EEGs of choreics or 
postchoreics. 


We now have to reconcile the fact of a hereditary predisposi- 
tion with our statement about a change in personality. On the 
basis of the fact that there is a constitutional predisposition of the 
brain in all cases of chorea (apart from the hysterical type), an 
attempt might be made to refute the author's conclusion that 
change in personality takes place after chorea. The argument 
would run as follows: if chorea is constitutionally predisposed, 
the state after chorea does not constitute a real change in 
personality. Sometimes in early childhood, that is in the 
pre-morbid history, traits are found which, though being less 
outspoken, resemble the postchoreic personality traits. Besides, 
the onset of chorea usually occurs so early that we cannot reach 
a conclusion as to the pre-morbid personality of a certain child 
(Gamper, 1935). 

These are the arguments against, and now we have to reply to 
them: let us take the minor ones first. The weight of evidence 
that children were showing certain traits before chorea is not a 
considerable one in the light of the innumerable children who 
show these same little neurotic traits and yet do not develop 
nervous trouble in later life. More important is the frequent 
remark heard from parents of postchoreics that the children 
have changed after chorea, that they have become quieter, 
show less vitality and are more listless and irritable. 

Turning now to the relationship between constitutional 
disposition and manifestation of symptoms, we may be allowed 
to take the following view: psychopathology, in the first line, 
records the phenomenal structure of personality (not the genetic 
structure). The child of a psychopath is not called a psychopath 
unless it shows psychopathic traits, though constitutionally it 
might have predispositions for developing psychopathic traits. 
The conclusion is as follows: a phenomenal change in 
personality, even if it were constitutionally preceded by a state 
of potential change and thus implied within the framework of 
personality, is a real change of personality in the light of 
psychopathology only at the time of its actual appearance. 

It cannot be found practicable to separate the hyperkinetic 
symptoms and to recognize them as choreic sequelae without 
recognizing the characterological symptoms in the same way. 
We have tried to demonstrate that the picture of the postchoreic 
personality represents a unity. Neither is it consistent to 
recognize the personality change after encephalitis epidemica 
and to deny it in the case of chorea, for the sole reason that the 
picture is not such a gross one. Surely the same argument ought 
to be applied to two groups of phenomena which are very much 
akin owing to the nature of their respective cerebral substrate. 
Besides, it cannot be denied that the actual blood-borne attack 
of the streptococci or virus on the brain cells means a serious 
change to them, and from what we gather from the facts it 
appears that the results of this attack are notentirely reversible. It 
is significant that out of 24 cases in the Basle series only one 
failed to show the characteristic complex of postchoreic 
symptoms, and this was a case diagnosed as hysterical chorea 
already at the time of illness. Practically speaking, the post- 
choreic syndrome enables us to make, even after many years, a 
differential diagnosis between what has been a genuine or a 
hysterical chorea. 

A second series of cases was collected at Mill Hill Emergency 
Hospital (Neurosis Centre) in 1943 (last quarter) and 1944 (first 
quarter). This series comprises 28 cases (including one which 
had passed through Mill Hill as a case of neurosis and was later 
admitted to the Holloway Sanatorium, Virginia Water (in a 
psychotic state). There were 23 Service cases in this series 
(including 2 ex-Service patients who had been discharged for 
neurosis, but were in need of further treatment), and 5 civilian 
neurotics. Amongst the latter has been included an exceptional 
case: the postchoreic mother of a postchoreic girl, the mother 
having had a breakdown with depressive anxiety symptoms in 
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earlier life similar to that which her daughter showed now. A 
few ‘ordinary’ postchoreics who were found in the families of 
our cases but were free from neurosis were omitted from this 
series, though one was particularly interesting, being the 
daughter of a schizophrenic mother and the sister of a soldier 
treated by the author for severe neurosis together with schizoid 
symptoms. Apart from the soldier, who later became psychotic, 
and the above-mentioned postchoreic mother of a patient, all 
(26) cases were seen in the acute state of neurosis. The aim of 
this second investigation was to throw light on the relationship 
which apparently exists between postchoreic personality and 
inclination towards neurosis. 

The procedure was the usual psychiatric exploration, taking 
the whole life history (including questions about heredity) and 
particulars about the civilian work record and/or military 
record, together with the circumstances of the development of 
the neurotic symptoms. The complex of symptoms established 
in the first investigation (1933-34) served as a guide for possible 
questions, and this procedure helped, without being in any way 
suggestive, to unroll the complete picture of the postchoreic 
personality in each case. 

Physical examination helped to assess constitution and to 
detect possible heart trouble. In addition, the Rorschach Test 
was done by the author in each case, and some motor tests were 
given to each patient for the purpose of examining the 
coordination of the hands and the tendency towards associated 
movements. It is to be regretted that interviews with parents 
could be arranged only in a few cases, so that objective 
information about childhood is missing in most of them. 
Information about heredity was scanty, but even so a great 
number of hereditary facts has emerged. Intelligence was tested 
(in most of the cases) at Mill Hill Psychological Laboratory with 
Raven's Progressive Matrices (plus Vocabulary Test). 

The catamnesic period (i.e., the time elapsed between the 
attack of chorea and the investigation) was as follows. 

1-5 yearsin Ocases 

6-10 yearsin 4 cases 

11-15 years in 6 cases 

16-20 years in 11 cases 

21-25 years in 3 cases 

26-30 years in 3 cases 

50 yearsin 1 case 
The distribution of 6 female cases against 22 males is accidental 
and quite atypical, as there must be more female postchoreics 
than male ones, but conscription affected the male population 

more. 

The frequency and variations of symptoms either observed in 
these postchoreics or reported by them is illustrated by Table 1. 

It will be noticed that in the symptoms they display, neurotic 
and non-neurotic postchoreics are very similar. There is no 
difference in essence, but in degree, apart of course from 
conversion symptoms, 


RORSCHACH TEST 


The Rorschach test was done in all cases but one (27). Only 10 
out of 27 produced more than 20 answers, which is indicative of 
the diminished mental agility found in postchoreics. The main 
ratio in the Rorschach result (M : C, kinaesthetic to colour 
responses) indicated in all cases a tendency towards ‘coarcta- 
tion’ (restriction on both introversive and extratensive side). 


INTELLIGENCE 


Intelligence was tested in 20 cases by the Progressive Matrices 
method. In 7 cases the intelligence was above average, in 3 
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TABLE 1 
Symptoms in Neurotic Postchoreics 


Group 1: Hyperkinetic 


Fidgety, shaky, jumpy 17 
Cannot sit (or stand) still 10 
Bad coordination 10 
Tendency towards associated movements 
Tics 

Eye blinking 

Stammering 

Shaky writing 

Picking fingers 

Tremor (head, lips or tongue) 

Urged to rush 

Impulsive writing 

Impulsive movements 

Explosive speech 

Clumsy 

Loses control when observed 

Can't aim in throwing 
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Group 3: Psychasthenic 


Bad memory 

Bad concentration 
Fear of dark 
Difficulty in grasping 
Lack of endurance 
Easily frightened 
Lack of drive or energy 
Absentminded 
Irritated by noise 
Mind goes blank 
Easily muddled 
Daydreaming 
Listless 

Loses interest 
Cannot shout 
Hesitant speech 
Cannot find words 
Difficulty in spelling 
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Group 2: Neurasthenic 


Dizziness, giddiness 19 
Headaches 14 
Insomnia 13 
Easily tired 11 
Nail-biting 

Enuresis (or dribbling) 
Sick feeling (or vomiting) 
Blushing 

Easily breathless 
Perspiration 

Palpitation 

Nightmares 

Burning feeling over body 
Head feels numb 

Much yawning 

Observes his breath 
Pseudo-hallucinations 
Claustrophobia 
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Group 4: Characterological 


Shy (bad mixers) 1 
Self-conscious 
Touchy, sensitive 
Inclined to worry 
Seclusive 
Over-conscientious 
Very religious 
Meticulous 

Prudish 
Hypochondriacal 
Feels inferior 

Timid 
Overdependent 
Feels bullied 
Self-centred 
Obstinate 

Drinker 
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Group 5: Temperamental 


Irritable, excitable 17 
Emotional 

Moody 

Inhibited 

Less lively than before 
Inert 


VUNBRO 


average, in 10 below average. Only one conclusion can be 
drawn from this: chorea does not impair intelligence, though it 
does impair vitality and consequential mental output and 
productivity. 


EEG 


The electroencephalogram was secured in 21 cases. Fourteen 
EEGs showed abnormal features in form of slow waves and low 
voltage waves; 7 were within normal limits. According to expert 
opinion the abnormalities were of a nature usually found in 
constitutional alterations of the brain. In one case only the result 
resembled an epileptic EEG (outbursts, in patient 21, whose 
paternal uncle was epileptic). The EEG was also recorded in 
three siblings of choreics: in two it was abnormal, in one 
normal. 


Apathetic 
Brooding 
Bad-tempered 
Impulsive 
Likes change 


EEES 


MOTOR TESTS 


Motor tests were performed in most of the cases: drawing of 
patterns (simultaneously with both hands), finger-to-nose test, 
diadochokinesis, closing one eye at a time, standing on one leg. 
Tremulous drawing, defective coordination and a strong 
tendency to perform associated movements were frequently 
found. 

Though the inquiry into heredity in this series was not as 
successful as in the previous one, owing to the nature of the 
present material, quite a number of hereditary facts have been 
established. In the family trees of our cases 3 people were in 
mental hospitals (1 certain schizophrenic), 2 had chorea, 4 were 
epileptics, 7 were excitable, 1 was unstable (psychopath), 1 was 
neurotic, 4 had rheumatic fever, 1 had migraine, 3 had a 
nervous breakdown or nervous trouble (vaguely described). 


There was, furthermore, a remarkable number of choreic 
siblings: Cases 14 and 19 are brothers, and have a third 
postchoreic brother; Case 9 is a nephew of 14 and 19 and has, 
thereforé, 3 postchoreic uncles; Case 8 has a postchoreic 
brother and sister; Case 18 has a postchoreic sister; Case 27 has 
two postchoreic sisters. Finally, Cases 28 and 3 were mother 
and daughter. It may be noted that four of our cases belonged to 
Jewish families, and three non-neurotic postchoreics were 
amongst their siblings. 

Objective information about childhood was missing in most 
of the cases, owing to the nature of the present material, which is 
regrettable with regard to the theoretical importance this 
question has. In 14 cases mild ‘neurotic traits’ before chorea 
were reported (such as fear of the dark, prolonged enuresis, 
stammering, nail-biting, extreme shyness). In all these cases 
there were known hereditary factors, too. In a number of cases, 
however, it was said that the patient had been a ‘happy child 
without any nervous signs.’ Twice a ‘broken home’ was 
reported. 

As regards previous health, one patient reported convulsions 
he had as a baby and two reported head injuries (without 
fracture). Case 3 had encephalitis after vaccination at the age of 
3, and Case 9 meningitis at the age of 7. Two patients had 
rheumatic fever before chorea (one together with jaundice), 3 
had it after chorea. One patient contracted chorea after scarlet 
fever and one after diphtheria. Only 3 Service cases had nervous 
trouble in civilian life. Case 7 hada lorry accident 4 years before 
admission with amnesia and later short ‘black-outs’ (EEG 
abnormal, but father had epileptic fits). Case 10 spent 5 months 
off his job during air raids, and Case 26 had two nervous 
breakdowns at the age of 21 and 29 (once 14 months out of 
work). Case 12 had been thrown down by blast. While 4 
patients reported previous heart trouble, the author found a mild 
systolic murmur in one case and tachycardia in Case 11 
diagnosed as effort syndrome. Amenorrhoea and acne rosacea 
were present in the depressive young girl (Case 3). 

In their civilian work only a few reached a somewhat higher 
standard: we found an engineer, a journalist, a technician, a 
Cook’s tours organizer, a nurse and a probationer nurse. There 
were 3 clerical workers, and the rest were skilled and unskilled 
workmen and shop assistants. Postchoreics generally lack 
ambition and drive. Case 20, who fancied himself as an artist, 
produced carpet designs with a meticulous repetition of small 
details. 

In their military record, likewise, our Service cases did not 
show particular achievements. It is first of all noteworthy that 
out of 20 male soldiers in our series not a single one has seen 
fighting or has been retained in a combatant unit. Only two 
became lance-corporals, and one was a sergeant who, owing to 
his usability as an interpreter, was offered a commission but 
refused. Two have been out with Expeditionary Forces (on 
non-combatant duties), The time between enlistment and 
admission to a Neurosis Centre varied widely: while 5 cases out 
of 23 served less than a year, 6 other cases had served ina 
simple capacity more than 3 years. The young hyperkinetic and 
impulsive postchoreics were found out or broke down earlier; 
the older ones, with predominantly characterological 
peculiarities, were able to hold out longer, this being a sign of 
their conscientiousness. The usual disposal was regrading (to 
Category C) and recommending for more suitable posting and 
work. The cases with gross postchoreic symptoms (hyperkine- 
tic, neurasthenic or schizoid) and showing an anxiety state were 
regarded as unfit for any form of service, and recommended for 
discharge in Category E. In this way the gross postchoreic state 
has been recognized as a disability. 

The diagnosis which was affixed to the cases by various 
Psychiatrists varied a good deal: the most frequent one was 
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Chronic Anxiety State, sometimes with the addition of ‘depres- 
sive’, ‘somatic’ or ‘hysterical’ features. Effort Syndrome on the 
one hand, Hysteria and Hysterical Amnesia on the other hand 
also occurred. While the purely postchoreic state could be 
labelled as ‘schizoid psychopathy with motor and behaviour 
anomalies’, there were, as a rule, anxiety or hysterical 
symptoms superimposed on top of the postchoreic traits. 


War and peace-time findings 


Compared with peace-time findings the incidence of neurosis in 
postchoreic persons has undoubtedly increased during the war 
years. In the Swiss series of postchoreics no acute state of 
neurosis had been found, and not a single person had been in 
need of psychiatric treatment during a long catamnesic period. 
Guttmann (1936) found only 12 non-psychotic postchoreics 
amongst 3 years’ admissions to Maudsley Hospital. They 
consisted of 4 cases of anxiety state, 4 cases of hysteria, 3 of 
moral abnormality and 1 of neurasthenia (in addition, there 
were 7 cases of schizophrenia and 4 of depression). These are 
small numbers if one takes into account that the Annual Health 
Report of the LCC mentions 1,094 cases of chorea for the year 
1934 alone, and that the Report of the School Medical Officer, 
LCC, for 1938, mentions 2,026 new cases of children who were 
admitted to rheumatism supervision centres. While 12 non- 
psychotic postchoreics had been admitted to Maudsley Hospi- 
tal in 3 years, 12 neurotic postchoreics were present ona certain 
day during this investigation at the Mill Hill Neurosis Centre, 
thus forming 2.5 per cent of its total population. Even if one 
takes into account that such a centre serves a very large area and 
naturally accumulates cases, and that military conditions 
demand a quick hospitalization and disposal of such cases, the 
incidence of neurosis in postchoreics during war-time appears 
remarkably increased, and we have now to investigate the 
causes of it. 

In peace time a postchoreic person will seldom find himself in 
a situation which would not be in accordance with his mental 
agility and his vitality, both of which have suffered, as we have 
found, through the cerebral affection. He will always be, more 
or less, ina situation of his own choice and be able to ‘go easy’. 

War time, however, intensifies and multiplies the stresses 
brought upon him: there is conscription or direction of labour, 
there is separation, there are air raids and lack of commodities. 
In military service the postchoreic is put under the stress of strict 
discipline and rigid training. The adaptation to these conditions 
demands from the postchoreics an output of energy to an 
amount which they’ are frequently unable to muster with their 
impaired vitality. The result is ‘maladaptation’ with all its 
emotional consequences. 

In the postchoreic the emotional conflict meets with special 
conditions, i.e., the presence of a pathoplastic factor which 
facilitates a development towards neurosis. This factor is the 
neurasthenia which we have found to be always present as a 
part of the postchoreic syndrome. Considering the amount of 
stress to which a postchoreic might be subjected, and his 
peculiar affective structure, he has indeed not a far way to 
go from neurasthenia to neurosis. The peculiar motility of 
the postchoreic on the one hand and his peculiar 
characterological-affective structure on the other hand consti- 
tute additional pathoplastic factors in the process of neurosis 
formation. The question of pathogenesis within the postchoreic 
structure, to which Guttmann (1936) has given some considera- 
tion, ‘now finds its solution by looking at the postchoreic 
syndrome as a unity. This does not exclude that in the final 
phenomenal picture of the neurosis one or the other feature may 
take the lead. 
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As this investigation comes to the conclusion that the 
postchoreic state implies a minor or major disability with some 
more potential dangers in the background, one is entitled to 
draw a practical conclusion, that is that every postchoreic 
deserves a thorough psychiatric examination already on enlist- 
ment, and that according to the result a suitable employment 
must be chosen unless the person is found unfit altogether. The 
same care should be exercised by Industrial Medical Officers or 
their equivalents in civilian employment. 

The theoretical side to which this investigation points is the 
relationship between the various post-infectious personality 
changes or sequels. The post-encephalitic and the post-choreic 
state are so different from each other and so well defined that 
they seem to have a localizatory implication, both of them 
pointing to subcortical regions. 


Changes in personality after meningitis have been described 
by Pai (1945). The picture is a more diffuse and variant one; it 
may include deterioration both on the intellectual side and on 
the behaviour side together with neurasthenic symptoms. In 
meningitis the cortex is the nearest part to become the victim of 
irreversible affection, and this might be the reason for the 
variation. 

Kinnier Wilson (1940) sums up the histopathological findings 
in chorea by stating that the lesions are predominantly of the 
toxic-degenerative type and that they are diffuse, involving both 
cortical and infracortical regions. Most of the authors agree on 
the selective tendency to affect the neostriatum; some include 
the thalamus as well. Kinnier Wilson's statement that in chorea 
‘no residua are to be dreaded’ (apart from tics) cannot be 
maintained any longer in the light of the facts which have now 
accumulated. 


Poverty 


GORDON F. LEWIS 


Poverty, by one definition or another, is a universal phenome- 
non but varying in the extensiveness of its influence in a given 
society and in the severity with which it affects certain segments 
of a society. An additional variable is the perspective from 
which people view poverty. Some see poverty—however 
defined—as a mere social inevitability, an inescapable fact of 
social life. Others see poverty as a social problem, a normative 
matter about which society should be concerned. Such a 
perspective sees poverty as incongruent with societal and 
individual values and thus a circumstance to be remedied by 
certain culturally acceptable procedures. It is a situation about 
which people, non-poor as well as poor, are concerned and 
some solution to the problem is seen as both necessary and 
possible, This normative point of view is typical of all modern 
industrial societies although the degree of commitment to this 
ideal varies both among and within societies. 

Definitions of poverty, especially those which mighthave any 
utility cross-culturally, are complicated by a confusion of 
relative and absolute elements. If poverty is to be defined 
absolutely, using a definition capable of universal applicability, 
what standard is to be used? Might it be a nutritive one, e.g., 
caloric intake as a percentage of caloric ‘requirements’ based 
on physical needs for a given population composition in a 
specific environment? 

The United Nations compiles statistics of this sort and in one 
publication caloric intake per capita as a percentage of 
requirements ranged from a high of 133.2 in Ireland to a low of 
74.8 in Bolivia (UNO, 1967). Using this crude measure and 
assuming an insufficient diet indicates poverty, there are many 
more poor people in Bolivia thanin Ireland. But the same figures 
indicated 119.7 for the USA and 94.5 for Japan while Greece 
had a figure of 122. Obviously, a measure which focuses on 
only one aspect of human need distorts the realities of life in 
such different societies as Greece, Ireland, the USA and Japan— 
if not in Bolivia. Composite indices of poverty seem essential 
to any effort at an absolute definition and even then prob- 
ably one could achieve at best only such a minimal definition as 
would be worthless for any significant use. 

When poverty is defined in relative terms, i.e. in reference to 
some actual or ideal standard in the culture in which itis found, 
cross-cultural comparisons become difficult, if not meaning- 
less. Poverty in one country equals a comfortable state of 


existence in another or in a single society the ‘poor’ of one era 
might have been considered ‘well off’ in an earlier period. 

On balance, a relative definition of poverty seems preferable 
for most purposes; one’s perspective will usually be from within 
agiven society. In such a case one might well use Offenbacher’s 
definition which sees poverty as ‘that level of deprivation which 
in the judgement of society ... is so designated’. In short, 
poverty is deprivation and at a sufficient level of magnitude to 
warrant society’s designation as a social category: the poor 
(Offenbacher, 1968). Straus (1969) takes a similar position 
when he says ‘poverty [is] deprivation of those minimal levels of 
health, housing, food, education and recreation compatible 
with contemporary technology, beliefs, and values of a 
particular society in a specific locality’ and in so doing calls our 
attention to the many faceted nature of such deprivation. 

Precisely what constitute the ‘minimal levels’ remains the 
judgement of society’ in this relative definition of poverty and 
such judgements vary intersocietally and even within a given 
society. Moreover, definitions change over time, minimal levels 
usually rising with an increase in a society's standard and level 
of living. While current estimates of poverty in the USA, for 
example, vary by as much as 20 million people, scholars agree 
that even the poorest in the category are usually appreciably 
better off than their counterparts of a century ago. The record is 
more dismal, of course, in those societies whose economic and 
social development over time has been less notable than that of 
the USA and similar industrial nations. 

However defined, poverty can be closely equated with 
powerlessness. Schwartzweller (1968) noted ‘. . . poverty is the 
inability of an individual or family to manipulate the external 
environment; the consequences . . . are a high probability of 
incidents of culturally defined misfortunes and . . . failure to 
achieve access of culturally defined goals’. In this fact one may 
find the major significance of poverty from both a medical and 
psychological perspective. The poor are unable to manipulate 
their environment to ward off morbidity. Illness comes more 
frequently and often has more serious consequences and the 
poor must face such occurrences from a position of greater 
vulnerability than others. As Kosa, Antonovsky and Zola (1969) 
remind us, ‘Both poverty and ill health have multiple causes 
which are interrelated among themselves and affect in varying 
degrees the various facets of poverty and health’. 
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Poverty does not guarantee any individual ill health nor are 
the non-poor free of sickness; but because of their relative 
powerlessness in most societies the poor suffer greater exposure 
to those environmental conditions, broadly defined, which 
produce illness or increase the likelihood of morbidity. Once 
illness strikes, the poor are prone to the following additional 
disadvantages: greater use of the lay referral system than the 
medical referral system in seeking diagnosis and treatment, a 
practice which lessens their chance of obtaining prompt and 
proper care; insufficiency of adequate treatment and for an 
adequate period, especially when such treatment involves 
access to an out-patient clinic or a home treatment regimen, or 
both; elimination or amelioration of environmental factors 
associated with the illness; insufficiency of proper sustenance, 
including maintenance of income, while ill or recuperating; 
wherewithal to pay the cost of medical care where such is 
neither free nor pre-paid. 

To be sure, some of the above difficulties are partly 
attributable to the attitudes and habits of the poor themselves 
rather than to weaknesses in the health care system as such. 
Everywhere health care systems vary in both the organization 
and resources with which they confront the problems of illness, 
but even in the best of such systems one will find certain sick 
people whose cultural behaviour-patterns frustrate the attempts 
of medical personnel to treat them. This fact brings us to the 
matter of the psychological and sociological aspects of poverty 
as they affect the poverty—health syndrome. 

To be poor, whether jn absolute or relative terms, is to be at 
the bottom of one’s society. It means lowly status and, in most 
cases, a status deprived of power in many, if not all, of its forms. 
In addition, this lowly status is often one of several disadvan- 
taged statuses held by the poor person. In the USA or Britain, for 
example, the immigrant, the Negro, the aged, the unemployed, 
and the disabled are overrepresented among the poor. 

To be possessed of such disvalued statuses is harmful to one’s 
self-confidence. One’s sense of adequacy and self-worth 
shrivels; one becomes pessimistic and cynical. Each unsuccess- 
ful encounter with life breeds additional failures, both in the 
adult poor and in their children. Hopelessness takes possession 
of the psyche and even those rare opportunities for successful 
problem solving which arise are fumbled by hands and minds 


grown overly accustomed to failure. Would-be helpers, includ- 
ing those in the health care system, are often met by hostility and 
negativism bred of shattered efforts. The poor tend to have a 
‘victim complex’ in which they see themselves as victims of 
nature, fate, bureaucracies, authority figures, and an impersonal 
‘they’. 

Reinforced by a lack of planning and an inability to defer 
present gratification for future gains, these attitudes join with the 
limitations of insufficient material resources to create Herculean 
barriers for the poor and those who attempt to change their 
condition by personal intervention in their lives. People such as 
medical personnel and social workers who encounter the poor 
in their duties must be sensitive to a conception of poverty 
which includes more than a material dimension. An insuffi- 
ciency of money (or material goods) is only one aspect of the 
phenomenon and as the experience of countries such as Britain 
and the USA in the past century has shown, mere narrowing of 
the financial gap between the upper and lower income levels 
will not eradicate poverty as a social and psychological 
phenomenon. Poverty is a social status and like all social 
statuses it exists in a social and cultural network and includes 
psychological components. Its remedy, if there is one, will 
require both a broad conceptualization of the problem and a 
multidimensional attack. 
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Projective Techniques 


H. S. GILL 


Jung's word association test (1906-10) is the oldest of all 
projective techniques. The Rorschach test (1921) is the most 
widely used. Murray’s Thematic Apperception Test (TAT) first 
appeared in 1935. Machover published her work on the 
projective use of Draw-A-Person (DAP) in 1949. These four 
projective techniques are not the only ones being used in 
medical psychology, but these do represent, without doubt, the 
most significant issues in the clinical use of projectives. The 
Rorschach test has an article to itself elsewhere in this 
Handbook, The present article will cover Jung's ward associa- 
tion test and a recent development in the use of this method 
(Sutherland and Gill, 1970), Murray’s TAT along with one 
promising clinical development of it (Phillipson, 1955), and 
Machover’s Drawing of the Human Figure. Throughout this 
article, the emphasis will be on the broad principles in the 
clinical use of projective techniques in personality assessment, 
rather than on details of administration and scoring or research 
studies of reliability and validity. 

The projective approach arose as a protest against the 
psychometric movement, which had produced valuable tests 
for the measurement of intelligence, aptitudes, interests, and 
achievements, but which provided too rigid a framework for an 
assessment of other aspects of personality. Unlike the 
psychometric stimuli, projective stimuli tend to be unstructured 
or ambiguous, thus permitting an individual to project his own 
wishes, desires, and needs onto them. His response provides 
clues to his personal meaning and affective experience. Ina 
psychometric test, the most efficient functioning is mostly based 
on perceiving, performing or responding in a usual, conven- 
tional way. In responding to projectives, however, adhering 
closely to typical or -conventional themes would reflect 
stereotypy and lack of imaginative richness. Ambiguity of test 
stimuli is, of course, not sufficient basis for the projective 
approach. Most of the projective stimuli, e.g. inkblots, draw- 
ings, words, and ambiguous pictures, had been used to measure 
intelligence, association or imagination, long before the use of 
these stimuli as projective techniques. 

The use of ambiguous or unstructured stimuli in the 
projective approach is accompanied by a change in the 
instructions given to the subject. He is allowed a freedom and 
choice in his performance and encouraged to respond in his 
own individual, personal way. In psychometrics, the interest is 


mostly in the end product, the response. In projectives, while 
the response is considered crucial, there is also an emphasis on 
the processes leading up to the subject's response, and his style 
and manner in giving the response. Instead of a standardized 
administration in the psychometric tradition where interaction 
between the examiner and the subject is discouraged in order to 
minimize response variance, the clinician using a projective 
approach considers his relationship with the patient not as an 
unwelcome intrusion but as an extremely valuable aid in 
understanding his patient’s response to the tests. He is primarily 
interested in getting at issues which often cannot be known in 
response to direct questions. His emphasis is on learning about 
memories, thoughts and feelings which are not available to the 
patient's consciousness. This focus on the unconscious raises 
the question of the relationship between projective techniques 
and psychoanalysis. 


Projective techniques and psychoanalysis 


Jung’s Word Association Test derived directly from the free 
association method in psychoanalysis. Rorschach, in his 
Psychodiagnostics, clearly showed the influence of Jungian 
psychology and of Freudian psychoanalysis in the interpretive 
process. His posthumous paper with Oberholzer also compared 
Rorschach data with the psychoanalytic data of a patient treated 
by Oberholzer. Murray's TAT from its very start was embedded 
in the psychoanalytic framework. David Rapaport and Roy 
Schafer, in a wide ranging series of publications, have further 
extended the influence of psychoanalysis on the clinical use of 
projective techniques. 

The term ‘projective’ itself is derived from the psychoanalytic 
process of projection, by which impulses, wishes, and other 
aspects of the self are imagined to be located in someone or 
something external to oneself. 


Interpersonal context: the clinician and the 
patient 


The projective approach stresses the need to understand the 
interpersonal context in which the test data are gathered; 
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included in this context are both the conscious and the 
unconscious aspects of the relationship between the clinician 
and the patient. One set of unconscious aspects has to do with 
transference and countertransference in the projective test 
situation. Fears and expectancies on the part of the patient 
(transference) and the biases and the needs of the clinician 
(countertransference) influence perceptions of both members of 
the dyad, affecting their behaviour in the test situation. As in 
psychoanalysis, transference and countertransference feelings 
are not treated as hindrances but as a vehicle for learning more 
about the patient. In the psychometric tradition, the patient is 
passive and remains essentially unchanged by the test situation. 
In the projective approach, the patient is an active participantin 
his relationship with the clinician. The patient comes to the 
clinician with a conscious or unconscious need to communi- 
cate the nature of conflicting forces operating within him. The 
nature of this communication, along with unconscious resis- 
tances, is first explored mutually through an interview. The 
clinician then introduces the projective test stimuli as a means 
of continuing the communication at a symbolic level. Such 
dynamic interaction between the patient and the clinician is 
sometimes accompanied by a therapeutic change within the 
patient, increasing his motivation to communicate further, and 
thus leading to a more comprehensive assessment of the 
patient’s internal world than would be possible within the 
psychometric framework. 


Clinical use of projective techniques 


The projective techniques are geared primarily to the explora- 
tion of the patient’s internal world. It is because of this that their 
use is widespread only in those clinical institutions which 
practice psychodynamic assessment and psychotherapy. The 
clinicians within such institutions are not put off by the negative 
or equivocal findings of research studies, conducted mostly by 
academics, very knowledgeable about research design but 
often lacking in their understanding of clinical concepts. To take 
but one example, Machover stated that the human figure drawn 
by a patient represented his self-image. Many of the researchers 
investigating this issue, however, showed little awareness of the 
clinical concept of the ‘self’. They did not realize that in his 
drawings a patient may project both the conscious and the 
unconscious components of his picture of himself. There is the 
self he thinks he is, also the self he idealizes, as also the self he 
fears. Many drawings may represent a fusion of two or more 
aspects of the self. 

Projective techniques continue to be used widely in 
psychodynamically sophisticated settings because they have 
enabled clinical psychologists to answer the referral questions 
posed to them by their psychiatric colleagues. The questions 
tend to be such as the following. 

(1) Does this patient have a thought disorder? (2) Is there 
evidence of suicidal risk? (3) Is this patient's psychotic reaction 
an acute episode of recent onset, or is it an exacerbation ofa 
chronic condition? (4) Is this patient dangerous to others? (5) 
What are this patient's major neurotic defences? (6) What is his 
major area of focal conflict? (7) Is he suitable for psychotherapy, 
etc. 

If the referral question concerns a patient's suitability for 
psychotherapy, the clinical psychologist would be on the 
lookout for data relevant to (a) the patient’s capacity to describe 
feelings and communicate events; (b) his ability to work at 
anxiety-ridden conflict areas; (c) his motivation for change; (d) 
his response to interpretation, etc. He would compare data from 
one part of a projective technique with its other parts, from one 
test with other tests, and check these also against the patient's 


case history, the patient's general behaviour during the inter- 
view, his verbal communications as well as his manner of 
relating to the clinical psychologist. The important point to note 
here is that the clinical psychologist would look for con- 
vergence of evidence from many sources before he would make 
a statement with confidence. It is crucial to remember this 
broadly based interpretive framework in considering single 
interpretive hypotheses attributed to discrete aspects of a 
patient's performance on a given projective technique. 


Thematic apperception technique 


According to the authors of the TAT (Morgan and Murray, 1935) 
this method is based upon the well-recognized fact that when a 
person interprets an ambiguous social situation he is apt to 
expose his own personality. 

There are 31 pictures in the standard series. Some are 
considered suitable for adults, some for children, some for men, 
and some for women; while other pictures have been found 
appropriate for both sexes or for adults as well as children. 

The instructions ask subjects to tell a story and to tell what the 
characters are thinking and feeling. The story-telling require- 
ment stimulates imaginative elaboration and facilitates the 
expression of thoughts and feelings which are ordinarily 
avoided. The story, however, is supposed to follow a specific 
temporal sequence (what led up, what is happening, and what 
the outcome will be), and itis expected to be consistent with the 
stimulus value of the picture (what is happening in the picture). 
Thus, an impetus to fantasy is provided but relative boundaries 
to it are set at the beginning. 

Murray had first conceived the TAT as a method for 
investigating the fantasy of normal individuals. Its implications 
for clinical assessment of patients were, however, immediately 
obvious so that its clinical use soon outstripped its research 
application. Murray had also proposed a system of thematic 
analysis followed by many other formal systems of scoring and 
interpretation; but interpretation of the TAT has become largely 
a matter of clinical judgement that rests on certain principles. 


Principles of TAT interpretation 


(1) Interpersonal scenes described by the patient cannot be 
taken at face value to indicate his actual relationships, past or 
present; they may refer to relationships that are wished for, 
feared, or defensively presented in a reversed form. 

(2) Repeated mention of the same theme may indicate a 
prominent preoccupation or it may represent a defensive cover 
for other underlying issues, e.g. stories stressing sexual prowess 
may be a cover for feelings of sexual inadequacy. 

(3) Differentiation of the grain from the chaff on the TAT 
involves the same considerations as do other clinical communi- 
cations, e.g. the psychiatric interview. The transient needs to be 
sorted out from the enduring, since situational elements (e.g. 
hunger, recent failure, sexual arousal) do intrude into the TAT 
stories. The TAT, like other projectives, is best interpreted within 
the context of the patient's case history and his interaction with 
the clinical psychologist. 

(4) A diagnostic statement is not made on the basis of only 
one story. Corroboration is sought in other stories, as also in 
sources of information external to the TAT. A repetition of the 
same pattern over and over again is the best assurance against a 
mere artifact. 

(5) Both the content and the form of stories require consider- 
ations. The stories may be disorganized and fragmented, flitting 
from theme to theme or they may be logical and coherent. They 


may be banal and trite, or original and creative, indicating arich 
imaginative potential. 

(6) The stories may represent a balance among thought, 
feeling, and action, or they may emphasize one to the neglect of 
others. Psychopaths stress action without deliberation and 
without too much feeling. Other patients may focus on thought 
but ignore feelings, or depict characters who get lost in fantasy 
but never act. 

(7) The stories may have a balance between the past, present 
and future, or they may emphasize one to the exclusion of 
others. Severely depressed patients may invest primarily in the 
past, psychopaths and narcissists primarily in the present. 
Schizophrenics may mix up time sequence, shifting fluidly 
between past, present and future in an undifferentiated way. 
Obsessive-compulsives may cover the full range of time but 
measure it out carefully, precisely and affectlessly. 


Object relations technique 


The first report on the TAT was published by Morgan and 
Murray in 1935. A number of variations and adaptations of the 
TAT have since been published, but apart from special research 
applications, the original TAT stands largely unchanged for 
clinical purposes. There is, however, one exception: Phillip- 
son's Object Relations Technique (ORT), published in 1955. 

The ORT was developed specifically for clinical practice and 
over the past 20 years it has proved its value in this respect. The 
principles of its interpretation are broadly the same as for the 
TAT, from which it differs primarily in the stimulus value of its 
pictures, The ORT claims to combine the advantages of the TAT 
(focus on interpersonal issues, patient's acceptance of its 
relevance to his problems, close link with the concepts used in 
psychotherapy) with those of the Rorschach (perceptual 
idiosyncracies permitting a formal analysis). 

The ORT consists of three series each of four pictures, and a 
blank card. In each of the three series (A, B and C), one-person, 
two-person, three-person, and group situations are shown with 
variations in the amount of detail and the degree of structure in 
the physical setting, and in its emotional climate. 

The emotional climate in the A series is derived largely from 
the use of the soft light shading, similar to that used in the 
Rorschach card VII. It is intended to evoke needs and anxieties 
related to very early dependent relationships with an emphasis 
on physical contact. In the B series the emotional climate is that 
of a hard, unyielding environment with an emphasis on threats 
and coldness. The settings are drawn in black-white contrast. In 
the C series the human figures are drawn in richer, highly 
differentiated settings. The use of colour in this series presents a 
challenge to the patient as does its use in the Rorschach. 

Based on the object relations theory, the ORT uses one- 
person, two-person, three-person, and group situations, as the 
matrices from which all learning of relationships is built up in 
the past of the individual. They are also the nuclear situations for 
all interaction in the present. 


Word association test 


The word association test (WAT) is the earliest projective 
technique of all, developed by Jung between 1906-10. He 
chose a series of words having general emotional impact and 
examined the content of the associations, the reaction time, and 
the accompanying expressive behaviour, such as blushing or 
laughing. In administering the test, Jung also introduced a 
memory dimension by asking the patient to recall his original 
responses. Changes in associations and blocking served as 
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additional diagnostic observations. About the same time Kent 
and Rosanoff (1910) prepared a free association test that used 
more objective scoring and statistical norms to obtain criteria 
for diagnostic differentiation. 

The most systematic attempt to use the test clinically came in 
1946 from Rapaport, Gill and Schafer who provided a 
theoretical basis for inferring the strength or weakness of the ego 
in relation to the conflicting processes induced by the stimulus 
word. 

The major difficulty in the use of this method continued to be 
that of interpreting single word responses. Thus Rapaport, Gill 
and Schafer state that the affect-laden areas of ideation can be 
inferred more from the stimulus word on which the associative 
disturbance occurred than from the content of, the reaction 
word. What they found in the Word Association Test were the 
traces of interference by affects or emotions, rather than their 
direct representations in the reaction words. 

These limitations led to the use of the Incomplete Sentence 
Test which had the advantage of providing the clinician with 
fuller and more direct information about the subject's fears, 
dislikes, satisfactions, etc. This method in turn introduced 
problems through overstructuring of the stimulus, thereby 
impoverishing its projective potential and eliciting a more 
restricted range of responses. 


Word association sentences 


Sutherland and Gill (1970) have modified Jung’s word associa- 
tion test by requiring subjects to respond in the form of a 
sentence, instead of giving associational words and phrases. 
This development of the method into Word Association 
Sentences (WAS) retains the projective richness of Jung’s 
original test by the provision of carefully selected single words 
as stimuli, but employs a mode of response (the sentence) which 
gives more comprehensive and meani ngful data about the 
subject's inner world. Like the ORT, the theoretical rationale for 
the WAS (in its choice of stimulus words and the analysis of 
content and form of the response) is derived from the 
psychoanalytic theory of Object Relations. 

Because the sentence is the basic syntactical unit of everyday 
speech, it can reflect the mode of relating to the self, to others, 
and to the physical environment. The sentence, with its subject, 
object or complement, adverbs and adjectives, can be analysed 
in its content and form along a number of dimensions: (1) blank, 
single word, phrase, sentence; (2) use of stimulus word as 
subject or object of sentence; (3) reference to self or others; (4) 
adaptive or maladaptive generalization or personal statement; 
(5) positive or negative affect; (6) specific reference to depen- 
dence, sex, fear, aggression, etc. Such analyses exploit the close 
link between language and personality dynamics, and increase 
the diagnostic power of Jung's original test. 


Human figure drawings 


In the human figure drawing technique, the patient is asked to 
draw a whole person. He is then requested to draw a figure of the 
opposite sex. Finally, he is asked to tell something about each 
figure. (One clinically useful variation is to presenta large sheet 
half-covered for the first figure, then the whole sheet with the 
cover removed for the second figure, so that the patient's 
placement of the second figure in relation to the first one can 
provide additional clues about his perception of and attitude to 
the opposite sex). As a part of a battery of tests, the particular 
clinical contribution of a human figure drawing is that it is 
non-verbal and thus sensitive to distortions in personality 
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functioning which may not have permeated to the verbal level. 

Machover (1949) offers her clinical observations as a guide to 
the interpretation of human figures drawn by patients. She states 
that an oral emphasis is marked in the drawings of young 
children, and of regressed, alcoholic and depressed individuals; 
that full lips in the male figure indicate effeminacy; that 
suspicious individuals are apt to emphasize eyes and ears 
looking for hostility from the outside world; that massive 
shoulders are generally drawn by men with underlying fears of 
sexual inadequacy; that an emphasis on hips and buttocks in the 
male figure is characteristic of homosexually inclined or 
conflicted males. Such observations cover practically all 
aspects of the drawings, and stem from her wide clinical 
experience. 

However, research studies have mostly failed to support 
Machover’s hypothesis. Nevertheless, experienced clinicians 
find the drawings a valuable tool, especially if these are used as 
part of a diagnostic battery, since the two drawings do not, in 


themselves, provide sufficient data for a reliable assessment. 
The fact that this test can be easily and quickly administered 
adds to its widespread popularity. 
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Psychodrama 


J. L. MORENO 


Social life has the tendency to attach a definite role to a specific 
person so that this role becomes the prevailing one into which 
the individual is moulded. Anxiety, fear, resentment, or feelings 
of difference and distinction are often increased by this 
condition and the accruing strains and tensions reflect into the 
group life. However, they can be reduced through the release 
and training provided by skilful guidance of the individuals in 
the performance of play situations. 

Many things which one girl would not tell another she may 
act out in a play, and the humour of it may prevent and heal 
many potential grievances which might otherwise have led to 
actual conflict. Another aspect which is more important is 
rigidly differentiated social life. Everybody is expected to live up 
to his official role in life; a teacher is to act as a teacher, a pupil 
as a pupil, and so forth. But the individual craves to embody far 
more roles than those he is allowed to act out in life and even 
one or more varieties within the same role. Every individual is 
filled with different roles in which he wants to become active 
and which are present in him in different stages of development. 
It is from the active pressure which these multiple individual 
units exert upon the manifest official role that a feeling of 
anxiety is often produced. 

Psychodrama has numerous advantages compared with 
training in adjustment through actual life experience, particu- 
larly for the individual in the formative stages. First, in actual life 
situations an individual often has difficulty in learning from a 
mistake due to the earnestness of the situation. In his anxiety he 
may repeat such error when a similar occasion occurs, thus 
retarding his learning to overcome it. Second, for many 
individuals actual life situations encourage an emotional inertia 
if the performance is successful in a given role and more is not 
demanded. Third, actual life situations, even if these develop an 
individual to the point of fitting perfectly into a certain role, 
make him single-tracked and exclude from his horizon other 
Varieties of situations and vocations. As a developmental 
technique Spontaneity Training is thus superior to life training. 

s Through training of individuals for conduct in hypothetical 
situations, in a variety of roles and functions they may have to 


assume towards different people, the subject learns to meet life 
situations more adequately. The training makes him more 
resourceful and versatile. The possibility can be seen of 
directing man’s evolution with the aid of spontaneity techni- 
ques into avenues which differentiate and enlarge the spon- 
taneous base of his heritage: his ability to be spontaneous, his 
‘spontaneibility’. Spontaneity research has disclosed that spon- 
taneity is nota mystic and irrational factor, but a capacity with 
which all men are endowed and which can be tested and 
trained. The problem of learning becomes one not of inducing 
and conserving habits but to train spontaneity, to train and 
develop man to the habit of spontaneity. 

A series of life situations calling for the embodiment of 
specific states and roles is constructed. This series is not 
arbitrary but organized on the basis of the findings of 
sociometric and spontaneity tests in relation to the specific 
individual under training. Each of the situation-patterns is 
constructed through several stages ranging from the simplest 
possible form of a given situation-pattern through the more 
complex forms to the most highly differentiated, all carefully 
graduated according to the requirements of the subject. Hence 
the subject is trained through acting in the simplest of roles in 
any specific situation-pattern through several degrees of 
differentiation of the same situation-pattern until he can 
command the pattern adequately. As in life the individual must 
perform in many situation-patterns so spontaneity training must 
also include not only many varieties of any single situation- 
pattern but many different situation-patterns. 
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Psychoendocrinology 


MANFRED BLEULER 


The concept of ‘psychoendocrinology’ is understood to mean 
first of all the body of knowledge concerning psychic distur- 
bances in endocrine diseases and endocrine disturbances in 
mental diseases. Furthermore, the concept includes the body of 
knowledge concerning endocrine methods of treatment in 
psychic disorders and psychotherapeutic methods of treatment 
in endocrine disorders, 

Psychic disorders of some kind are very frequent in endocrine 
diseases. The vast majority of endocrine diseases, unless they 
are very mild, bring about psychic changes. Not so vice versa; 
among mentally ill persons only a very small minority are ill 
endocrinally. This state of affairs shows up a very elementary 
fact; the endocrinium acts very much in unison with the 
physiological foundations of psychic life; on the other hand, the 
specifically human ‘higher’ psychic functions are removed from 
immediate endocrine influences. 


Psychic disturbances in endocrine diseases 


Generally speaking, the following holds good: in the present 
state of endocrinological therapy severe psychic concomitant 
symptoms of endocrine disorders can in most cases either be 
avoided or quickly relieved. Whereas in the nineteenth century 
they were still very frequent, they are nowadays so rare that 
many psychiatrists never see them any more. The vast majority 
of psychic changes in the wake of endocrine diseases (and of 
hormonal treatments) are of a mild degree, so mild indeed that 
one has to search for them to notice them. To the layman they 
are not immediately recognizable and even the doctor, who is 
not dealing thoroughly and very personally with the patient, is 
inclined to overlook them. 

The frequent mild changes of a psychic nature in endocrine 
diseases affect the elementary instincts, the total capacity for 
drive and the moods. The elementary instincts whose changes 
are most frequently observed are as follows: hunger, thirst, 
sensitivity to warmth and cold, the need for sleep, the need for 
movement and sexuality directed at orgasm. These and other 
instincts are sometimes increased whereas in chronic endocrine 
diseases they are mostly lying low. Qualitative changes of 
elementary instincts are, however, much more rarely hormon- 
ally determined. The entire capacity for drive can be either 


increased or decreased. This results in either indifference and 
apathy or hypersensitivity and hasty overactivity. The moods 
are changed in the most manifold ways: anxious, irritable and 
satiated-indifferent moods are particularly frequent, but depres- 
sive, euphoric and all other kinds of mood also occur. 

These changes in instincts, capacity for drive and moods may 
be long-lasting. It is, however, particularly typical that they 
often appear quite suddenly, psychologically entirely inexplic- 
ably, from one moment to another, only to disappear again 
equally abruptly and inexplicably, after any variable stretch of 
time. What is disturbed, therefore, is the phasic nature of 
elementary psychic life. 

In childhood the discussed endocrine influences on the 
psyche express themselves mainly in disturbed development; 
mostly it is retarded and the resulting picture is one of 
infantilism. The retardation can be either a total or a partial one, 
e.g., it may affect psychosexuality only. More rarely it causes in 
children a partial precociousness due to morbid endocrine 
influences. In old age chronic endocrine disorders cause 
premature senility. 

The already mentioned changes in instincts, capacity for 
drive and phasic nature can be called collectively the endocrine 
psychosyndrome. It is essentially similar to psychic distur- 
bances in localized brain changes (the localized brain 
psychosyndrome). Itis bound to be so, for the hormones operate 
on the psyche via specific systems in the brain sensitive to them. 
Itis no wonder that the consequences of endocrine disturbances 
and of circumscribed disturbances of functional systems in the 
brain are the same. 

In the same way as we have hormones in common with 
animals, we also have in common with them the elementary 
background of our psychic life as influenced by hormones. 
However, what is specifically human is removed from direct 
hormonal influence, i.e. intellectual life with remembering, 
thinking, judging, the more finely differentiated perceptivity, 
the higher human interests and the higher social needs. 

The psychic disturbances described so far are the concomit- 
ant phenomena of all diseases which affect the endocrine 
system in isolation (or mainly in isolation). When, however, 
endocrine disorders cause severe general diseases the psychic 
consequences are more serious and different from those so far 
described; in acute phases of severe endocrine disorders a 


414 


general disturbance of metabolism appears. The psychic 
consequences then equal those of other acute and severe 
physical catastrophes. First, disturbances of consciousness 
occur, suchas hallucinoses and delirious twilight states, among 
other things. If a severe endocrine disorder persists over a long 
time, the brain becomes diffusely damaged. The psychic 
sequels are then those of diffuse brain damage caused in 
other ways, such as a consequence of a diffuse inflammation of 
the brain (e.g. in general paralysis) or of a chronic exogenic 
intoxication (e.g. in alcoholism) or of senile degeneration (in 
senile dementia) etc. 


Important endocrine diseases 


In our context here only the most important endocrine diseases 
and only their most frequent psychic consequences can be 
mentioned in detail. 


Acromegaly ` 


In acromegaly a general apathy frequently occurs with a 
resigned, passive but hilarious mood. Sexuality slowly becomes 
extinguished. Abruptly phases of thirst, ravenous hunger, of 
curiosity and desire to wander appear. 


Increased secretion of lactotrophic hormones 


With increased secretion of lactotrophic hormones (often 
combined with acromegaly or being the outcome of particular 
tumours) the secretion of milk is stimulated and concurrently an 
elementary instinctual motherliness appears, a need to fondle 
and to care for something tiny and warm, even in men. 


Panhypopituitarism 


In panhypopituitarism, in particular the Sheehan syndrome, 
from the beginning the loss of drive comes to the fore, the 
instincts become extinguished and general apathy domi- 
nates the clinical picture. Soon symptoms of general brain 
damage are added to it, such as forgetfulness and decline of 
intellectual capacity. 


Diabetes insipidus 


In diabetes insipidus the enormous intensification of thirst 
which becomes unquenchable has long been known. Mild 
states of depression also occur. 


Increased thyroid function 


When the function of the thyroid is increased, particularly in 
Basedow’s disease, in most cases a rise in activity drive appears, 
a hasty restless nature with aimless actions. The mood is 
sometimes elated but often anxious and sometimes also 
depressed. The patients become hyposensitive to cold. Con- 
versely, in hypofunction of the thyroid (e.g. in myxoedema) 
apathy and sensitivity to cold are in the foreground. Earlier and 
more strongly than in other endocrine dysfunctions, the paralysis 
of the entire brain function makes itself felt and this soon turns 
into diffuse brain damage. In severe untreated cases a dementia 
results, as in the case of severe diseases of old age. 
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Untreated diseases with hypofunction of the thyroid in child- 
hood cause mental deficiency. 


Parathyroid gland 


The hormones of the parathyroid gland hardly affect the psyche 
directly, but they do affect the calcium metabolism which is 
influenced by these hormones. In hyperfunction of the 
parathyroid glands thirst, depression and fatigue appear and 
acute psychoses often occur. In hypofunction the most varied 
disorders within the framework of the endocrine psycho- 
syndrome come about. 


Adrenal cortex 


The hyperfunction of the adrenal cortex in the Cushing 
syndrome is accompanied by the most varied and often severe 
forms of dysphoria. Hunger and thirst are in most cases 
increased whereas sexuality is dampened down. Diffuse brain 
damage with disturbances of memory is a frequent aggravation, 
partly in consequence of concomitant changes in the 
cerebral blood vessels. 

In Addison's disease, which is due to hypofunction of the 
adrenal cortex, depressive and apathetic states are frequent. 


Pancreatic islets 


Hyperfunction of the islets of the pancreas affects the brain 
through the lowering of blood sugar; mainly acute psychic 
disturbances appear; excitements followed as a rule by 
confusion and coma. 

Diabetes mellitus is accompanied after a longer duration 
by depressive mood changes and loss of psychosexuality and 
potency. 


Sex hormones 


With excessive supply of male sex hormones (e.g. in the 
framework of the adrenogenital syndrome) on the one hand 
physically precocious puberty appears, on the other hand, 
though in most cases not simultaneously, intensification of 
psychosexuality. Conversely, physically precocious children 
are often retarded in their psychic development. However, 
there may also occur, particularly in boys a precocious 
psychosexual development and, though rarely, a general 
acceleration of maturation. In the adult woman an excess of 
male sex hormones regularly increases the psychosexuality. 

With absence of secretion of sex hormones, which normally 
starts in puberty, psychosexual maturation is also absent. The 
normal endocrine secretion of sex hormones is a necessary 
(though by no means the only) precondition of a mature 
capacity for love. Strong decrease in male sex hormones 
dampens down, in the adult male, psychosexuality and potency 
to a severe degree, often to extinction. 


PSYCHIC SEQUELS OF HORMONAL TREATMENT 


Physical indications have nowadays assumed increased impor- 
tance. The most important ones are the complications arising 
from treatment with corticosteroids and adrenocorticotrophic 
hormones; mild influences on mood and psychic drive are 
frequent with’such treatments. In about 1 per cent of treatments 
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these mild changes within the framework of the endocrine 
psychosyndrome become aggravated to full psychoses with 
most severe dysphoria, illusions, delusions and confusion. 
These psychoses almost always recover. 


Endocrine disturbances in mental illness 


These rarely come to the notice of the psychiatrist. In particular 
they do not play any role in schizophrenic diseases. In 
manic-depressive illness and the phasic depressions the neuro- 
transmitters probably play an essential part which is, however, 
not yet sufficiently clarified. These neurotransmitters 
(catecholamine, acetylcholine, serotonin) are not hormones in 
the stricter sense of the term, but their metabolism is not 
independent from that of the hormones. 

However, the psychiatrist does see disorders for which 
endocrine changes set a disposition; thus the phases in the 
physiological change of endocrine functions (puberty, men- 
strual cycle, pregnancy, puerperium and climacterium in the 
female) create dispositions towards a lability of moods and 
emotions. Usually they only become effective in combination 
with characterological difficulties and unfavourable life experi- 
ences, such as illnesses, e.g. retarded and precocious puberty, in 
which the endocrine system plays a primary or secondary part, 
often threaten the healthy development of personality. In 
addition, particularly in women, the endocrine phases of 
change or mild endocrine disturbances of various kinds not 
infrequently play a joint causative role with other factors. 


Psychotherapy 


Psychotherapy in the widest sense is indicated in most of the 
severe endocrine diseases. The patients are in need of advice 
and encouragement so that they may adapt themselves to their 
physical changes and bear them. Most of the psychic sequels of 
endocrine disorders can be alleviated if the patients feel secure 
in the care of their doctor and if the doctor interests himself not 


only in their metabolism and in the laboratory findings, but also 
in their personal welfare and situation in social life. In general, 
such a psychotherapeutic care can be taken over by whoever is 
in charge of the treatment, be it the general practitioner, the 
internist, gynaecologist or paediatrician. Special psychotherapy 
reserved to the specialist is a matter of choice in amenorrhoea 
and hyperthyrosis. 


Endocrine therapy 


Endocrine therapy in the psychiatrist's patients is necessary only 
for a small number of them. Generally speaking, the following 
rule applies: no endocrine treatment without physical endo- 
crinological findings and physical indication. 

However, there are a few exceptions to this rule; the 
following are important ones. In mild depressions and emo- 
tional lability in chronological connection with the normal 
physiological climacterium, male and female hormones in 
suitable dosage are often helpful. A morbid excess of sexuality 
in men with gross social consequences can in principle be 
cured by applying a brake to the secretion of male sex 
hormones. This is particularly the case when the morbid sexual 
urge is directed at orgasm alone (and not predominantly to 
psychosexual stimulation). A brake can be applied to the 
massive release of androgens through oestrogens or antian- 
drogens or through castration. The indication, however, must 
be determined very carefully on an individual basis. In certain 
phases of severe lack of appetite the cautious application of 
insulin can be useful with observation in hospital. The insulin 
shock treatment of psychoses is a hormonal treatment, but it 
operates through the crippling effect of sugar loss on the brain. 


REFERENCES 


Bleuler, M. (1954). Endokrinologische Psychiatrie. Stuttgart; Thieme 
— (1964). ‘Endocrinological Psychiatry.’ In Psychiatrie der Gegenwart. 
Berlin; Springer 


Psychogeriatrics 


D. W. K. KAY 


Psychogeriatrics is the psychiatry of old age. It is not sharply 
separated from general psychiatry any more than is age from 
youth, but the very high incidence of organic mental syn- 
dromes, due to the degenerative changes characteristic of old 
age, connects it with gerontology and the study of the processes 
of ageing and death, while the frequent association with 
somatic illness and disability of many kinds brings it particularly 
close to general medicine. The loss of independence due to 
irreversible mental and physical changes is made more serious 
by the social hardships that are the lot of many of the aged: 
poverty, isolation and lack of support; and the ‘psychogeriatric 
problem’ today constitutes a serious challenge to the health and 
welfare services in all countries where there is a high proportion 
of old people. 

The permanent ageing of populations which has resulted 
from the fall in birth rate and the reduction in mortality in earlier 
life may now be approaching its limit, but the aged themselves 
are now beginning to live longer. Although for most statistical 
purposes old age begins at the age of 65, the requirements of the 
younger and older aged are not identical, and itis the increase in 
the latter that mainly creates the need for special geriatric 
services, domiciliary as well as institutional, and psychiatric 
and social as well as medical. 


Nosology and classification 


With the exception of subnormality and the psychopathic 
states, any of the psychiatric disorders of adult life may persist 
into, recur or begin in old age, though certain forms of 
schizophrenia and neurosis rarely begin late in life. The 
following scheme refers to disorders that may begin in old age. 
Only senile dementia is, by definition, exclusive to old age, but 
Alzheimer's disease, which usually begins in the sixth decade, 
may be the precocious form of senile dementia. The 
neuropathological changes are identical but, though highly 
characteristic, they are not specific to these conditions. 


Organic mental syndromes 


Localized cerebral lesions may cause loss of specific functions, 


e.g. speech, but loss of memory for recent events, impairment of 
intellectual functioning, and disorientation are the characteris- 
tic symptoms of organic mental states. There are, however, 
important variations in mode of onset, duration and reversibility. 
In the acute confusional states the essential feature, which 
causes the confusion, is clouding of consciousness. This is of 
variable degree, and often shows marked fluctuations with 
intervals of lucidity. Dementia, on the other hand is a chronic 
condition and implies a persisting, global, impairment of 
intellect, emotional life and volition, of which the first is the 
essential feature. Consciousness may or may not be clouded. 
Dementia is usually, but not necessarily, due to progressive brain 
disease. Subacute organic states also occur, and so long as 
clouding persists these and the acute states are potentially 
reversible. The EEG is useful in predicting clinical change, since 
clouding is associated with prominent slow activity, while in 
dementia the EEG is usually flat and featureless. Amnesic states 
or a Korsakoff’s psychosis, which consists of personality 
changes, loss of retention, disorientation and a tendency to 
confabulation, with relatively good intellectual functioning, 
may occur transiently or persist indefinitely after an acute 
episode due to localised brain damage. 


Senile dementia 


This usually begins after the age of 70 or 75 and is nearest to 
being the specific psychosis of old age. The risk of becoming 
affected increases from less than 1 per cent in the seventh to 5 or 
10 per cent in the ninth decade of life. The possibility that 
Alzheimer’s disease is a precocious form of senile dementia has 
been mentioned. Genetic factors are present in both conditions, 
and in both more females than males appear to be affected, 
which is partly but probably not wholly due to the greater 
number of females of advanced age. ` 

The onset is insidious and in the earliest stages the falling off 
in memory and intellectual activity is difficult to disti nguish, if at 
all, from the changes of normal senescence, and a good social 
facade may be maintained then and later. The first definite 
indication that something abnormal is occurring may be an 
episode of wandering, a negligent or dangerous act, or a 
confusional attack associated with a mild infection. Gradually, 
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TABLE 1 


Classificatory Scheme of Mental Disorders which may Begin in Old Age 


Description of group 
(and synonyms) 


chronic 
Organic mental syndromes (organic b 
psychosyndromes, brain syndromes organic Su S 
sychoses) 7 
Py ) variable 
acute 


Psychiatric diagnosis 
Senile dementia 
(Alzheimer’s disease?) 
Arteriosclerotic dementia 
Organic dementias due to 
other specific causes 


Subacute confusional states 


Amnesic syndrome 


Korsakoff’s psychosis 
(dysmnesic syndromes) 


Acute confusional or 
delirious states 


Pathological lesion or supposed aetiology 


Senile type of brain degeneration (loss of 
neurones; Alzheimer changes). Hereditary 
factors 


Cerebral infarctions or haemorrhages due to 
atherosclerosis 


Miscellaneous intracranial, or generalized 
metabolic conditions; (pellagra, myxoedema) 


Somatic illnesses with subacute or fluctuating 
course (e.g. congestive heart failure, vitamin 
B12 deficiency, uraemia); subdural 
haematoma 


Bilateral hippocampal lesions (e.g. vascular) 


Hypothalamic-diencephalic lesions (e.g. 
thiamine deficiency, tumour, subarachnoid 
haemorrhage) 


Intracranial lesions, epilepsy; circulatory or 
metabolic disorders, infections, avitaminoses, 
intoxications; acute functional psychoses? 


Paranoid psychoses 


Functional types of mental syndrome 
(functional disorders) 


Neuroses (anxious or depressive) 


disorientation for time and place increases, there is failure to 
register day to day events, familiar faces are not recognized and 
habits deteriorate; fits may occur. The decline affects all mental 
faculties though parietal lobe features may stand out particu- 
larly in younger patients—the so-called ‘alzheimerized’ form of 
senile dementia. Initiative is lost and the mood, which may be 
anxious or depressed early becomes indifferent or mildly 
euphoric. Paranoid ideas of a transient, simple, kind are 
common, and may cause verbal abuse or aggression. Visual 
hallucinations or illusions are rather characteristic. Total 
disorientation, incontinence with smearing, or aimless constant 
wandering usher in the final stage. The course is progressively 
downhill though it may be punctuated by confusional episodes 
due to intercurrent illness. If cerebrovascular disease coexists it 
causes its own dramatic effects. 

The Usual duration from onset of definite symptoms to death 
is 3-5 years. Towards the end there may be marked loss of 
weight. Death is usually due to intercurrent infection, myocar- 
dial degeneration, inanition or inhalation of food. The brain 
shows a variable degree of generalized atrophy. Microscopical- 
ly, there is a diffuse loss of neurones, most marked in the cortex, 
and shrinkage of remaining cells. The characteristic changes 
consist of senile (argyrophilic) plaques, which are diffusely 
spread throughout the cortex, and of Alzheimer’s neurofibrillary 


Affective disorders (acute or chronic 
depression, mania or mixed forms) 


Often post-operative (e.g. ophthalmic) with or 
without physical complications 
acute py P. 
Early senile, arteriosclerotic, or other cerebral 
change; or, without such changes but with 
constitutional factors, deafness, isolation 


chronic 
(paraphrenia) 


Cerebral disease, e.g. posthemiplegic. 
Somatic illness; drugs (methyldopa, 
reserpine). Constitutional factors 


Somatic illness 
Psychogenesis 
Personality factors 


tangles and granulovacuolar degeneration which are mainly 
found in the hippocampal area. The severity of the changes are 
correlated with the degree of dementia. Vascular lesions may be 
present but are not characteristic, and may be entirely absent. 

Electron microscopic studies have shown that senile plaques 
consist of an amyloid core surrounded by altered neurites and 
terminals, and reactive cells, with involvement of synapses. 
Tangles consist of large bundles of tubular fibrils, twisted in an 
abnormal manner, situated in the neuronal perikarya. It is not 
certain if plaque formation is secondary to proximal degenera- 
tion of the neurones. Similar changes may be seen in the brains 
of mongols and, with a different distribution, in post- 
encephalitic parkinsonism and in the amyotrophic lateral 
sclerosis-Parkinson dementia complex. 


Arteriosclerotic dementia 


The clinical picture is more varied and the course of the illness 
less predictable and more dramatic than in senile dementia. The 
first event is usually a stroke or a confusional episode, followed 
by a.step-like downward course due to repeated vascular 
accidents and the occurrence of transient or permanent 
neurological defects. The great variety of lesions in size, age and 


localization determines the clinical picture at any particular 
stage. Fits are quite common but hypertensive encephalopathy 
is rare in the aged. Memory and cognitive defects are usually 
patchy in the early stages, personality and insight remain 
relatively intact, and there is a wide range of emotional 
reactions. A single stroke is rarely followed by dementia unless 
the infarction is massive, but gnostic and other higher function 
defects are common and may be confused with dementia. 
These defects include impaired comprehension of speech, 
perseveration, inattentiveness, postural instability, apraxia of 
gait, neglect of paretic limbs due to anosognosis, disturbance of 
body image, personality changes, depression, loss of very 
recent memory and catastrophic reactions.. Diurnal somnol- 
ence is also common after strokes. If the patient survives 
repeated strokes the final state resembles that seen in senile 
dementia. 

The cerebral damage is a consequence of infarction or 
haemorrhage due to athersclerosis of the vessels, with or 
without hypertension. Arteriosclerosis is a generalized disease, 
and symptoms of heart failure, uraemia, coronary occlusion, or 
intermittent claudication may accompany or precede the 
cerebrovascular manifestations. 

It is doubtful if hypertension per se gives rise to mental 
symptoms, but it has been observed that when a patient’s 
attention is called to his raised blood pressure a state of anxious 
self-scrutiny is often induced in association with headaches, 
dizziness, palpitations and fatigue that may amount to an 
iatrogenic neurosis. Arteriosclerosis of the cerebral vessels 
increases the liability to episodes of confusion due to cerebral 
anoxia from any’cause. 


Acute confusional states (delirious states) 


These states show the same clinical features at whatever time of 
life they occur. They are, however, more common in the aged, 
in whom they may accompany relatively mild somatic distur- 
bances. They may be distinguished from chronic syndromes by 
the acute onset and short history in previously normal old 
people, and by the marked fluctuations in the degree of 
clouding, which may change over 24 hours from lucidity to 
complete disorientation, Delirium is associated with perceptual 
illusions, paranoid ideation, terror, and restlessness. Coma is 
the terminal stage. 

The acute confusional states are symptomatic psychoses, and 
may be caused either by intracranial disease (e.g. vascular 
occlusions, epilepsy, trauma or subdural haematoma) or by 
extracranial illnesses or intoxications. The commonest causes 
in the aged are congestive heart failure, myocardial infarction, 
renal disease, acute or chronic respiratory disease, anaemias, 
surgical operations, diabetes mellitus, malignancies, dehydra- 
tion and electrolyte disturbances, nutritional deficiencies and 
overdosage with drugs. 

Delirium may be the presenting symptom of the illness. The 
differential medical diagnosis and the specific treatment 
depend on the results of thorough physical examination and 
investigation. Delirium is a serious complication of physical 
illness in the aged, and of those admitted to psychiatric units 
about 40 per cent die within a few months. The individual 
prognosis depends on the underlying condition. Patients who 
recover are usually found to be mentally normal, but memory 
for the events of the illness is lost or distorted. In some cases the 
features of senile dementia due to arteriosclerotic or other 
disease are uncovered. If there is damage to the midline 
structures of the diencephalon a Korsakoff psychosis may 
ensue. Simple amnesic states may follow lesions in both 
hippocampal areas. 
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Functional mental disorders 


It is now recognized that affective, neurotic and paranoid 
disorders, not essentially different from those of earlier life, may 
begin for the first time in old age, and that unless brain disease is 
already present, there is no special risk of mental deterioration 
supervening. Affective psychoses are usually of unipolar type 
(depression only), and mania and typical bipolar illnesses 
beginning in old age are rare. Anxiety or hypothondriasis is often 
prominent, and there is greater risk of suicide than in younger 
patients. Relapse is also more frequent, perhaps because the 
physical and social stresses often present are difficult to modify. 
Physical illness, particularly heart disease, is also an important 
cause of anxiety reactions in old people. 

Psychoses resembling paranoid schizophrenia (‘para- 
phrenia’) also occur in mentally well-preserved old people, and 
have a good prognosis for life, but require indefinitely pro- 
longed treatment with phenothiazine drugs. The premorbid 
personality is often more or less eccentric, and there is an 
association with deafness. Sustained paranoid psychoses may 
also occur in the early stages of chronic brain disease. 


Descriptive syndromes and pathological 
diagnosis 


In the majority af cases classification based on descriptive 
criteria corresponds with that based on pathological data (Table 
1). Brain disease is demonstrable when the mental. syndrome is 
organic in type, and absent when the syndrome is functional in 
type. Allowance has, however, to be made for the altered norms 
of cognitive performance in the aged. Severe depression may 
impair cognitive performance and occasionally give rise to a 
condition of ‘pseudo-dementia’ which has to be distinguished 
from true dementia. After treatment of the depression, memory 
and concentration return to normal. In rapidly evolving 
functional psychoses some degree of confusion may be 
apparent; sometimes this may be more accurately described as 
a state of perplexity, but infection, exhaustion or dehydration 
may cause clouding of consciousness. As in young patients (for 
example, with Huntingdon’s chorea) a chronic brain disease 
may present with a sustained or depressive psychosis, before 
definite organic mental symptoms have developed. 

The mental syndromes listed in Table 1 are not to be regarded 
as mutually exclusive. Diagnosis follows a hierarchical princi- 
ple according to which organic syndromes receive priority over 
functional syndromes because they often set a limit to the 
degree of recovery possible, determine the long-term prognosis 
and the mortality, and usually constitute the primary disorder. 
The depressive and neurotic reactions are the least specific 
syndromes. When present, however, functional syndromes 
should always be treated, and indeed may be the only treatable 
aspect of the illness. 


Psychological tests and rating scales 


With increasing age there is a variable decline in memory and 
intellectual ability, and a falling off of performance on cognitive 
tests. Clinically it may be necessary to determine whether the 
amount of decline is abnormally great since this may be due to 
pathological processes requiring investigation and diagnosis. 
The simplest method is to compare the age-corrected 1.Q. with 
the educational and occupational history, when any serious 
discrepancy will suggest that the decline is more than can be 
due to ‘normal’ ageing alone. Another method is based on the 
differential decline in mental abilities. ‘Indices of deterioration’ 
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are calculated from the differences between the !.Q.s obtained 
on the verbal and the performance subtests of the Wechsler 
Adult Intelligence Scale, or from that between the scaled scores 
obtained on certain subtests regarded as ‘holding’ and ‘not 
holding’ with age. A third method is based on tests involving the 
learning of new verbal material (Modified Word Learning Test, 
Paired Associate Learning Test, Auditory Recall Test). Learning 
measures ‘fluid ability’, in contrast to the ‘crystallised ability’ i.e. 
presented by acquired knowledge. 

All these tests have only a limited clinical value, and some 
basic problems are as yet unresolved. The effects of ageing have 
to be distinguished from those of brain damage and some tests, 
e.g. Raven's Progressive Matrices, may be relatively more 
sensitive to ageing than to brain damage, while vocabulary 
which is regarded as ‘holding’ with age, may be sensitive to 
brain damage. Focal brain damage may cause specific cognitive 
deficits, while functional disorders may also impair perfor- 
mance. Psychological tests have usually been validated against 
clinical diagnosis, but test scores have also been found to 
correlate with EEG changes and length of survival. 

The amount of cognitive disturbance can be roughly meas- 
ured on simple rating scales based on clinical examination or 
history. A ‘dementia scale’, for example, has been constructed 
by asking those who know the patient well to rate his usual 
behaviour (i.e. when not ill or delirious) on items such as his 
ability to dress, feed and keep himself clean, to perform simple 
tasks, to deal with money and to orientate himself in and outside 
the house, The scores obtained on this scale correlated very 
significantly with the severity of neuropathological changes at 
autopsy. The rating of the physically disabled and bedfast 
patients in this way is not, however, very satisfactory. 


Biological correlates of dementia and ageing 


Neuropathological studies have shown that the changes in the 
brains of aged dements differ quantitatively but not, apparently, 
qualitatively from those occurring in non-demented old people, 
and that the Alzheimer changes also occur in mongols, who are 
thought to age prematurely. The correlation of intelligence test 
scores with survival is probably mainly but not entirely due to 
the very low scores obtained by subjects with organic syn- 
dromes. Other parameters on which demented may differ from 
normal old people, and the latter from young controls, and 
which may therefore provide measures of biological age, 
includes the following: (1) speed of conductance in peripheral 
motor nerves; (2) the dominant EEG rhythm and the somato- 
sensory induced responses; (3) cerebral blood flow and 
metabolic rate; (4) cerebral glucose metabolism; (5) frequency 
of hypodiploidy in lymphocyte cultures (the missing chromo- 
somes are presumed to be X chromosomes). 


The aims and organization of psychogeriatric 
services 


The main problem concerns the mentally deteriorated aged, 


who inevitably neglect themselves unless cared for, but acute or 
chronic physical illnesses and critical social situations often 
coexist or succeed each other in the same person, and make the 
organization of care more difficult. The principles of geriatric 
care may be summarized as (1) ascertainment of those who are 
ill, or at risk; (2) co-ordination between psychiatric, medical 
and social services; (3) comprehensive assessment and man- 
agement of all aspects of the patient’s condition; and (4) 
continuity of care, with progressive use of services. 


The range of services required 


Both the wishes of many of the aged themselves and their 
relatives and the size of the problem make it necessary to devise 
alternatives to full residential care. There are a number of ‘lines 
of defence’ that can be interposed between the home and 
permanent institutionalization. 

(1) Domiciliary services, whose aim is to support the 
relatives and others who voluntarily help the aged sick in their 
own homes. These should include not only regular visits by 
doctors and nurses, but also in many cases bathing assistance, 
domestic help, meals on wheels, laundering, chiropody and 
physiotherapy. 

(2) Day hospitals, or day centres. 

(3) Short-stay admissions to relieve relatives during holidays, 
illness or at other times. 

(4) For those living alone and partially dependent, warden- 
supervised ‘sheltered housing’ schemes. 

(5) Short-stay psychiatric units for treatment 
mental disorders. 

(6) Long-stay units. These comprise medical wards providing 
basic nursing for the severely physically disabled or bedfast; 
mental hospital facilities for the ambulant but incontinent and 
disturbed; and, for ambulant but less disturbed and disturbing 
patients, residential-type houses, which need to be specially 
designed, equipped and staffed for this purpose (‘homes for the 
elderly mental infirm’). In some places assessment units jointly 
staffed by physicians and psychiatrists have been set up and 
may eventually provide a basis for a comprehensive and fully 
integrated geriatric service. 


of functional 
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Psycholinguistics 


F. GOLDMAN-EISLER 


The term ‘psycholinguistics’ was formally adopted by a group of 
American psychologists and linguists meeting at Indiana in 
1953. At the time there was hardly an awareness of its illustrious 
history. Yet some of the great names in the history of psychology 
were connected with what they considered to be the most 
important branch of psychology; the psychology of language. 
Wilhelm Wundt, Clara and William Stern, Karl Bühler, to 
mention only some, dedicated themselves to this study. 

With the influence of Behaviourism in psychology this 
tradition found no followers and when psycholinguistics was 
resuscitated in the 1950s it entered in connection with the 
development of new techniques, new mechanical devices and 
new developments in linguistics. The statistics of information 
theory, the magnetic tape recorder, the oscillograph converting 
speech sounds to visual signs, the development of structural 
linguistics—all these have equipped the modern psycholinguist 
to take up the study of language and speech as an experimental 
science. 

This coincided with a new development in experimental 
psychology where interest began to shift from the study of 
simple learning, with the rat as the main subject, to complex 
human behaviour, to perception, thinking and consequently 
language. The close link between language and mentation 
brought the problem of the speech-thought relation back into 
the limelight. This problem though it had exercised neurologists 
and aphasiologists since the middle of the nineteenth century 
was excluded from scientific psychological pursuit because 
under the influence of behaviourism thought processes, being 
internal and unobservable in behavioural terms, were denied 
recognition as valid objects of scientific study. In modern 
psycholinguistics the relation between language and speech on 
the one hand and cognitive processes on the other is the central 
object of study. 

Karl Bihler’s analysis of the three aspects of linguistic 
function laid the conceptual foundation of the new develop- 
ment. By analysing utterances according to their function he 
presented a threefold relationship; one to the things spoken 
about, two to the speaker, three to the listener. The first covers 
the representative or symbolic function, having reference to 
what is spoken about. The second function revealed is that of 
expression or symptomatic function, having reference to the 
speaker. The third is the function of appeal or signalling 


function, having reference to the person spoken to. The first, 
representative function is the subject matter of linguistics. The 
symptomatic and signalling functions are studied by psycholin- 
guistics. 

Itis important to demarcate psycholinguistics from linguistics 
proper. Linguistics is concerned with language and studies its 
structure and meaning, its syntax and semantics; psycholinguis- 
tics is concerned with language users, or rather with the use of 
language by language users, with its pragmatics. Psycholinguis- 
tics studies speech and language as behaviour of individuals (1) 
as this reflects processes of neural and psychological nature, 
and (2) as a study of such processes in so far as they are involved 
in the production and perception of speech. 


The production of speech 


The central problem of psycholinguistics is to map the path 
leading from speech intention to the final utterance in speech 
production. In this attempt psycholinguists have turned away 
from behaviourism from which it originated. The behaviourist 
model of speech production, the Markov model, viewed a 
speech utterance to be generated from ‘left to right’, where the 
event which has just occurred determines the event which is 
about to occur next, where each word in a sentence is 
determined by the words preceding it. Karl Lashley’s investiga- 
tions showed that this theory is unable to account for temporal 
arrangements of behaviour. He was able to demonstrate that a 
linear model is inadequate and that there must be a plan, a 
determining tendency. Lashley postulated hierarchically 
organized levels; the order of articulatory movements as a word 
is uttered, the order of words in a sentence, the order of 
sentences in a paragraph, the order of paragraphs ina discourse. 

Lashley lists the following problems requiring explanation: 
(1) the activation of the expressive elements (e.g. of words); (2) 
the determining tendency, idea or set; and (3) the syntax of the 
act which can be described as a habitual order of relating the 
expressive elements. The explanation, particularly of speech 
production, demands the assumption of an orienting device 
which permits the view of things to come. The speaker does not 
only know what he has just said, he knows equally what he is 
going to say; he unfolds the sentence according to a plan. 


421 


422 PSYCHOLINGUISTICS 


Lashley’s work inspired psycholinguists who preferred to view 
the production of speech as happening on different levels 
hierarchically arranged and deriving from a plan. 

Two centres, working independently from each other, 
responded to his influence; one in the USA, the other in 
England. The first was dedicated to theory and setting up models 
of how the generative process works, with experiments testing 
the hypotheses derived. The second started with an empirical 
analysis of spontaneous speech using the tool of pause 
measurementto indicate the cognitive processes taking place in 
its course. 


Theoretical psycholinguistics 


The psycholinguists belonging to this school are mainly 
interested in the question of what is grammar; what knowledge 
and skill musta human being possess so as to produce sentences 
which are felt by a native speaker to be grammatical and 
acceptable, what are the rules for the formation of grammatical 
sentences? This interest seemed to be best served by Chomsky’s 
generative grammar (Miller and McNeill, 1969). The implica- 
tions of this theory are that an explanation of speech production 
demands the assumption of a plan, i.e. ‘any hierarchical process 
in the organism that can control the order in which a sequence 
of operations is to be performed’ (Miller, Galanter and Pribram, 
1960). 

The speech event is accordingly organised at several levels. 
Johnson (1965) deduced four levels from Chomsky’s theory. The 
lowest is formed by the unstructured lexicon of the particular 
individual but the next level is a system of word classes into 
which this individual reservoir is sorted: here, for example is the 
class of nouns (N), verbs (V), etc. The third level is formed by 
phrase structure rules (e.g. NP—>Daarticle) + N). The highest 
level is represented by transformation rules, e.g. the negative 
transformation, i.e. the transformation from the simple affirma- 
tive declarative statement to the negative statement. On the 
lowest level, one problem for psycholinguistics is, for example, 
how morphemes or words of which the lexicon is composed are 
acquired. How does a child learn to produce a particular sound 
sequence? And how does he learn the meaning of the sequence? 
In this context, conditioning and similar concepts are relevant. 

On the second level, the psycholinguists must demonstrate 
that the fairly numerous form classes are ‘real’, not only 
linguistically but also psychologically, i.e. in terms of 
behaviour. 

The third level, that of phrase structure rules, leads the 
psycholinguistto ask the question of how these rules are learned 
and how their function manifests itself in language behaviour. 
Developmental psychology has begun to understand the 
changes in syntactical rules during the growth of the child. 

The transformations forming the fourth level raise the 
problemas to what it means, in terms of psychology, to ‘know’ a 
rule and to act in accordance with it. One such question about 
the psychological reality of grammar was whether the gram- 
matical structure of sentences is reflected in the subjective 
organization of their perception. If a sentence such as ‘That he 
was happy/was evident from the way he smiled’ is read without 
indication (such as pausing or intonation) of any gap between 

any of the words, and clicks are placed at irrelevant places 
where will the listener locate them? Experiments using this 
method (Garret, Bever and Fodor, 1966) showed that listeners 
perceived these clicks as occurring between ‘happy’ and ‘was’, 
i.e. between the noun phrase and the verb phrase. Linguistic 
structure was shown to control the perception of sentences and 
sentence interpretations to be an active process. 


Empirical psycholinguistics 


The empirical study of spontaneous speech approaches the 
problem of speech production in a different way altogether. 
Goldman-Eisler (1968) started from the assumption that 
extralinguistic phenomena (e.g. pausing or breathing), not 
content, give the best clue to a speaker's psychology. This 
approach enables the investigator to use laboratory measure- 
ment to characterize spontaneous speech and thus maintain 
experimental rigour as well as the naturalness of the situation. 

The empirical work based on these assumptions resulted in a 
psychological theory about the cognitive processes that 
accompany spontaneous speech. The cornerstone of this theory 
is the insight that pauses give the clue to a speaker's cognitive 
processes. Hesitation pauses are treated as one manifestation of 
the blocking of activity that occurs when an organism is 
confronted with uncertainty, and the next step requires an act of 
chcice. This assumption was confirmed at the level of lexical 
choice and semantic planning. Intellectual speech is hesitant. 
Syntactic skills were shown to operate at a different level. The 
theory of advance planning (Lashley) rather than the theory of 
left-to-right determination (Markov) of sentences is supported. 
Breath pauses are a different matter entirely, and inhibited by 
‘cognitive pauses’. 

A dualist concept of speech is deduced. Speech is the 
integration of two broad classes of activity, one of arousal, 
exemplified by the breathing rate and by the automatic 
sequences which make possible fluent speech, and the other of 
a controlling tonic tendency, represented by cognitive pauses. 
At one pole of this duality are meaning, information, hesitation, 
central processing, tension, vigilance, planning, choice and 
originality, at the other are grammar, redundancy, fluency, 
emotional excitement, automatic processing, impulsive action, 
trial and error, rote learning, reproduction and cliches. 


Developmental psycholinguistics 


Developmental psycholinguistics deals with the problem of 
language acquisition (McNeill, 1966). Two major sources are 
considered, the biological capacity for language, and parental 
speech as well as parental reaction toa child’s speech. This field 
covers questions such as early grammatical speech, growth of 
syntactic transformations, why does child language change, the 
role of parental speech. It is a major field of inquiry in 
psycholinguistics. 

Other fields are biological and clinical psycholinguistics, 
anthropological psycholinguistics and social psycholinguistics 
(Miller, 1969). 
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Psychopathic Disorders 


PETER D.SCOM 


It is one thing to describe a psychopath but another to define 
him accurately. 

If a man is reasonably intelligent, converses normally, seems 
to the casual observer to be competent socially, does not say he 
is ill nor impress others as being so, yet consistently, though 
perhaps intermittently, and for no good reason, behaves in such 
an outrageous way as to bring himself repeatedly to disaster, 
then the man in the street will reasonably say ‘he must be mad’ 
and the doctor, covertly agreeing, but finding no real evidence 
of insanity, will compromise by diagnosing psychopathy. 

Mercier (1962) made the point succinctly. 

‘There are persons who indulge in vice with such persistence, ata cost 
of punishmentso heavy, and so prompt, who incur their punishment for 
the sake of pleasure so trifling and so transient, that they are by common 
consent considered insane although they exhibit no other indication of 
insanity.’ 

Historically the story started when Pinel, at the end of the 
eighteenth century believed that madness could exist without 
delirium or delusion. Prichard, a Bristol physician, put the 
problem very neatly in 1835. 

‘The moral and active principles of mind are strongly perverted or 
depraved; the power of self-government is lost or greatly impaired and 
the individual is found to be incapable not of talking or reasoning upon 
any subject proposed to him, but of conducting himself with decency 
and propriety in the business of life.’ 

That description has never been bettered. 

Subsequent attempts have usually been much less objective. 

Henry Maudsley in 1863 described these cases as ‘morally 
insane, or a sort of moral idiot, he cannot recognise a world 
beyond the- world immediately around him, of which he, 
self-feeling mortal, is the centre. He regarded everything in its 
relation to himself, nothing in its relation to things and beings 
beyond himself’. Subsequent descriptions have usually 
endeavoured to improve upon or add to Prichard’s ‘conduct’. 
The commonest of these additions (besides Maudsley’s egocen- 
tricity) have been various feelings or emotions (or their lack) 
supposed to be characteristics of the psychopath. Thus absence 
of guilt, lack of conscience and of anxiety, flatness or blunting of 
emotions, impulsiveness, inability to look ahead, to foresee 
consequences, or to learn from experience are often quoted. But 
as soon as we leave the objective description of behaviour, very 
grave difficulties arise. 


First we observe these persons after the commission of some 
misbehaviour: at best in the psychiatrist's consulting room, at 
worst ina long-term prison, or quite probably on remand for yet 
another offence. We know very well that offenders in whom the 
question of psychopathy has never been raised have protective 
devices in such circumstances which make them appear to be 
lacking in guilt, and flat in their feelings, the offender who 
wrings his hands and weeps tears of remorse is a great rarity. 
Thus many of the observed qualities of psychopaths may be 
secondary features common to other miscreants. We must not 
assume that because an offender seems distant, distrustful, 
numbed, or antagonistic, that these qualities caused rather than 
resulted from his behaviour. 

This receives strong confirmation from Dr. Georg Stiirup who 
from his experience as director of the Institution for Psychopaths. 
at Herstedvester, Denmark, probably has more clinical experi- 
ence of criminal psychopaths than anyone. After observing and 
treating these patients for long periods, he denies that they 
cannot learn from experience; massive abnorinalities were 
often noted after the criminal act, but settled down after 
admission to the institution. He observed that they usually 
carried insecurity, fear, and feelings of inferiority behind a 
haughty and aggressive mask, but almost all of them privately 
regretted their criminal conduct. The reactions of conscience, 
Dr. Stiirup says, even in the ‘pure psychopath’ were normal as a 
rule though the subject may act without a normal consciousness 
of reality. Similarly Dr. Marks (1965) from careful observations 
of psychopaths in psychiatric practice concludes that they 
experience guilt and pangs of conscience but fail to respond by 
modifying behaviour. So far from not being able to foresee 
consequences, they are sometimes able to foretell with accu- 
racy what sentence they will get next time (often adding 
sophisticated riders that it depends upon which magistrate or 
judge might deal with them). 

Second, the additional qualities which are attributed to 
psychopaths are in general by no means confined to 
psychopaths. Thus Maudsley’s egocentricity, and narrowing of 
consciousness and attention is a consistent finding in chronic 
depressions and in those regressions to an infantile position 
which are brought about by any intense and prolonged 
suffering; flatness and blunting of emotion is a characteristic of 
many schizophrenic states; impulsiveness is sometimes an 
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indication of organic brain damage; inability to foresee 
consequences is often associated with severe lack of intellig- 
ence. 

It therefore looks as though we are forced back upon 
descriptions of behaviour as the only firm ground, but with the 
following stipulations. 

(1) The behaviour must have been present for a long time, for 
most of us are capable of isolated misbehaviour under certain 
circumstances. 

(2) It must not be primarily attributable to any of the other firm 
psychiatric diagnoses, such as mental defect or psychosis. 

(3) It must stimulate the family or society to do something 
about it, otherwise the definition will include a host of harmless, 
and possibly useful eccentrics (like Socrates); society, for its 
part, is often very uncertain what exactly to do—whether to 
punish, banish or treat. 

These are the lines upon which the framers of the Mental 
Health Act 1959 worked: 

‘a persistent disorder or disability of mind (whether or not including 
subnormality of intelligence) which results in abnormally aggressive or 
seriously irresponsible conduct on the part of the patient and requires or 
is susceptible to medical treatment.’ 

It will be appreciated that this tells us nothing positive about 
the psychopath; it carries no indications as to the cause, course 
or prognosis. It is really nota clinical definition but a legal one, 
making it possible to divert cases from the penal to the medical 
field. Similar powers are provided for some other clinical 
conditions, e.g. under the Public Health Act 1936, itis possible 
to compel sufferers or carriers of certain infectious diseases to 
undergo treatment, but here it is possible to define in accurate 
clinical terms the diseases involved. With the psychopath this is 
unhappily not yet possible. It follows that the operation of the 
law in relation to psychopaths is not very satisfactory for no-one 
is clear as to what a psychopath might be. The weakness of the 
position is concealed by the fact that there are very few facilities 
within the health service for the treatment of psychopaths. Apart 
from a proportion of places in the three special security 
hospitals (Broadmoor, Rampton and Moss Side) a few beds in 
regional (mostly subnormality) hospitals, and one or two open 
psychopathic units, there is a positive unwillingness to accept 
psychopaths into hospitals. Thus only the extreme and 
advanced cases, such as any layman, let alone doctor, would 
immediately class as grossly abnormal, are ever considered for 
transfer to hospitals under the Mental Health Act. In fact during 
1970, of all the thousands of persistently aggressive or seriously 
irresponsible psychopaths circulating through courts and penal 
establishments, only 134 were transferred to hospitals under the 
Mental Health Act, The remainder are dealt with by the 
non-medical processes of the law, with no requirement for 
special treatment. Itis left to the correctional services; probation 
officers, prison staff and prison medical service, to do what they 
can with these often extremely difficult and unwilling patients. 
Only 2 per cent of all admissions to mental hospitals, and only 1 
per cent of all residents therein, are psychopaths (Tooth, 1969). 

The philosophy of the Mental Health Act 1959, and the 
thinking of those who pass sentences in courts, is that doctors 
examine offenders and if they can make a diagnosis of 
psychopathy then the offender becomes a patient and will be 
recommended for admission to hospital for treatment according 
to the medical model. In fact the unfortunate doctor has to work 
the other way round; of all the grossly disordered offenders, 
most of them having already failed to improve under prison 
sentences, he has to ask himself whether a hospital will have 
anything positive to offer this patient, if so can he find a hospital 
with the necessary degree of experience and willingness to 
accept the offender. The latter process usually involves a 
discouraging hunt round a series of hopsitals. Only if these two 
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questions can be answered positively will a diagnosis of 
psychopathy be of the slightest use. It must be appreciated that 
available disposals greatly affect diagnosis, undesirable as this 
may seem. Apart from the minority of 134 exceptional 
psychopaths, the Mental Health Act may provide a disservice 
for the majority of aligning them with the whole range of 
culpable criminals in the penal system. If provision for treatment 
could be provided within the penal system for this minority, 
then this yeast mightin time leaven the whole lump, introducing 
therapeutic possibilities for all who need and can benefit 
thereby, and there are indications that this is how treatment 
provisions will develop. 


Causes 


It is now generally accepted that there is no one complete or 
perfect type of psychopath but that a variety of factors may 
contribute. 

(1) Dynamic factors in early life, particularly separation from 
maternal care at critical times, and factors causing separation, 
anxiety or feelings of rejection, have frequently been suspected 
of causing antisocial character defects in later life. The theory 
derives some support from ethological observations upon 
monkeys experimentally reared without their mothers and 
without opportunity to react socially with other young 
monkeys. 

The work of Bowlby, Goldfarb and many others suggests that 
retardation of mental development can be caused by separation 
of infants from their mothers, and Baldwin and his colleagues 
were among the first to study the effect of patterns of child 
rearing upon personality; noting in particular the non- 
conformity and aggressiveness of children of rejecting parents. 
Abraham described a chronic imposter who followed a 
classically psychopathic career from earliest childhood; his first 
memories were of his parent’s resentment towards him as 
another mouth to feed, and of stealing money in an endeavour 
to correct the situation. Later this patient found a motherly sort 
of wife and settled down satisfactorily. 

It might be said that this was not psychopathy but a chronic 
neurosis; behaviourists might reasonably claim that it was 
simply a well conditioned avoidance reaction, i.e. the child was 
anxious because of the financial stress he was supposed to 
cause and found relief by stealing money. At present there is no 
means of distinguishing between reactive character traits (the 
affectionless state of Bowlby), the acting-out neurotic (Franz 
Alexander), and the conditioned or learned reparative 
responses of the neo-Pavlovians; they may well be different 
aspects of the same condition. 

(2) Genetically determined factors, however, can never be 
neglected, for experience may have totally different effects 
upon varying types of person. We know from the experience of 
ordinary parents, and from scientifically planned research such 
as that of Birch and Chess in their longitudinal studies of babies 
from birth, that individuals, even in the same family may from 
the start vary enormously in their basic style of reacting, and that 
this remains remarkably constant despite environmental 
changes. A promising line of research is the attempt to identify 
these special characteristics, for example the degree of 
extraversion or neuroticism as defined by psychologists; 
according to Quay and his colleagues the psychopath is 
unresponsive to social reinforcement, and extraversion (rather 
than neuroticism or anxiety) is related to conditionability. 

Lykken has firmly established that psychopaths are virtually 
incapable of learning to avoid painful stimuli. Schachter found 
that psychopaths, in experimental situations, learn quite well by 
positively reinforced techniques, i.e. by reward rather than 
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punishment, and, from experiments involving the injection of 
drugs which alert the nervous system, he put forward a theory as 
to why the psychopath is unable to avoid pain. He claimed that 
in fact the psychopath is more than usually responsive to a 
variety of autonomic stimuli, so that he fails to differentiate 
between trivial and dangerous threats; he does not feel 
differently in danger or tranquillity and has not learned (or has 
learned not to) perceive the importance of states of arousal. 

Hare has also been measuring the autonomic responses of 
psychopaths and normal subjects in experimental conditions, 
using mainly the changes in the electrical conductivity of the 
skin under varied emotional conditions. He finds that, in 
contrast to the findings of Schachter, psychopaths are under- 
aroused. They either do not make association between earlier 
noxious events and warnings, or if they do, they fail to 
generalize to the experimental situation involved. Hare suggests 
that they seem incapable of acquiring or experiencing 
anticipatory fear, especially when the warning is not 
immediate. 

This may have a link with certain characteristics of the EEG in 
the psychopath. The expectancy or E wave was first observed by 
Grey-Walter in 1964 and described as ‘an electric sign of 
sensorimotor association and expectancy’. Itis said to be absent 
in psychopaths, labile in neurotics, and persistent in obsession- 
als. It has not yet attained much clinical usefulness, and is 
thought to express motivation and activation as well as 
expectancy, but is a promising development. 

Another quite different indicator of genetic abnormality is the 
recently acquired ability to visualize the chromosomes and to 
observe abnormalities in their appearance. At the moment we 
are awaiting the epidemiological studies which will indicate the 
incidence in the general population, and how many of these 
show characterological or behavioural abnormalities. From 
existing information, however, it does seem that both the XXY 
(Klinefelter) and XYY patient are prone to difficult and immature 
personality type. 

(3) Psychiatric factors. The lay opinion that the psychopath 
‘must be mad’ has much to support it, at least in some cases. We 
know very well that serious head injuries and inflammations of 
the brain can totally change personality, producing many of the 
features of psychopathy. It is very possible that lesser degrees of 
brain damage, perhaps from birth injuries, may cause distur- 
bance of personality without being recognized as organic brain 
damage. The most recent suggestion of this sort was put forward 
in 1971 by Cleobury and his colleagues who have found 
significantly higher levels of the antibody of herpes simplex 
virus in psychopaths than in controls. 

More impressive is the relationship between EEG abnormality 
and violence, especially poorly motivated violence. Thus 
Williams (1969) using a group of 333 violent criminals 
distinguished between those who showed habitual violence 
(the aggressive psychopaths) and those who had only perpet- 
rated a single act of violence, the two groups had 65 per cent 


and 24 per cent of EEG abnormality respectively. Williams then 
extracted from this group of persistently violent criminals all 
those in whom, on clinical grounds, there might have been the 
possibility of brain damage; with this group there was then five 
times instead of three times the incidence of EEG abnormality in 
the habitual as opposed to the single violent offender. The 
original observations of Hill and Watterson, of 30 years ago, 
indicating a link between aggressiveness and EEG abnormality 
are amply confirmed. 

Apart from organic conditions it does seem that there is a type 
of psychopath who easily produces fleeting psychotic episodes, 
and whose relatives have a higher than usual incidence of 
disorders in the schizophrenic spectrum of disorders (Heston). 
The relationship between some psychopaths and psychosis 
cannot be disregarded. 

In the present rather sketchy state of our knowledge it is 
probably best to regard psychopathy as a medico-legal rather 
than as a clinical entity and to proceed by trying to isolate from 
the amorphous mass of psychopaths distinct clinical states. It 
will follow that it is not possible, nor even wise, to try to describe 
treatment for psychopaths as a whole, and certainly positively 
dangerous, especially with young people, to hang this prognos- 
tically unfavourable label round their necks. So much depends 
upon unforeseeable environmental factors, and as has been 
stated, we are not yet confident in distinguishing recoverable 
neurotic or faulty learning states, from irreversible, perhaps 
structurally based, personality distortions. Even some of the very 
persistent psychopaths begin to grow out of it, often between the 
ages of 30 and 40. For the most dangerous and persistent, 
leisurely and thorough observation in secure conditions ‘is 
essential and with this initial and perhaps prolonged control a 
surprising number can ultimately be restored to open condi- 
tions, provided the helping, and if necessary the controlling, 
hand is nearby. What does seem quite clear, historically, 
theoretically, clinically and penologically, is that the old type of 
retributive punishment is totally ineffective and futile. 
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Psychopathology 


MAX HAMILTON 


Psychopathology can be crudely and simply defined as the study 
of abnormality of the mind. If the term ‘mind’ is expanded to 
cover the subjective and objective aspects of behaviour, the 
definition begins to cover what is generally considered to be the 
essential subject matter of psychopathology. The term is also 
used frequently to include interpretations of the origin and 
‘nature’ of the abnormality, i.e. to include psychodynamic 
theories. 

Difficulties arise from what is meant by ‘abnormal’, i.e. 
deviations from the normal. Normal can be considered in terms 
of an ideal and this is implicit in the statement that ‘everybody is 
abnormal to some extent’. Normal can be considered in 
statistical terms: It is what is common, and abnormal is what is 
unusual or extreme. The World Health Organization in its 
Charter defined health as a ‘state of complete physical, mental 
and social well-being’, and therefore ill health is a deviation 
from this ideal state. 

Either way, the definition is unsatisfactory. If the overwhelm- 
ing majority of a population suffers from bad teeth, to a greater 
or lesser extent, then the possessors of a full set of good teeth 
could be regarded as abnormal in terms of the statistical 
concept. In some communities marital jealousy appears not to 
exist and the manifestations of jealousy would there- 
fore be regarded as abnormal. In most culture patterns, 
jealousy is accepted and regarded as abnormal only when it 
becomes extreme. The importance of the background of 
standards is seen in the changing attitudes in Western civiliza- 
tion towards homosexuality. Previously it had been regarded as 
abnormal; now it is increasingly being accepted as unusual (i.e. 
abnormal in the statistical sense), but not necessarily as being 
morbid. 

The notion of a morbid, i.e. disease process, as underlying 
psychopathological manifestations helps to clarify some of the 
confusion which results from the two different ways of looking 
at ‘abnormality’. The morbid process changes behaviour from 
that which is within the usual range to that which is without, 
even if the deviant behaviour is within the customary ranges 
found in other culture patterns. It would simplify the problem if 
there were some kinds of psychopathological manifestations 
that were never found within the customary range of behaviour. 
The evidence suggests that there are no such forms of 
behaviour. Under appropriate conditions, all kinds of 


psychopathological behaviour can be manifested by persons 
regarded as healthy or not ill; usually the relation between the 
behaviour and the precipitating circumstances is clearly 
recognized, and the former disappears when the latter change. 

To the practising clinician, it is convenient to consider as 
psychopathological those psychic and behavioural manifesta- 
tions that decrease psychosocial efficiency. When a patient 
complains of them, they are described as symptoms, though this 
term includes many other abnormalities of which the patient 
does not, or cannot, complain. For example, delusions, psychic 
acceleration. 


Description and classification 


Description may be confined to minute and specific bits of 
behaviour or may range through broader groupings or patterns. 
For example, a patient may pick at his food, eat slowly, eat only 
some dishes, eat less than normal or refuse to eat most meals. All 
of these may be included in the term ‘loss of appetite’. The term 
‘depression’ may be confined to ‘lowering of spirits’, or it may 
be extended to include feelings of despair, hopelessness, 
inadequacy and helplessness. Larger groupings form syn- 
dromes, e.g. overcheerfulness (elation), overactivity and flight 
of ideas, together with others are characteristic of mania. 
Recurrent bouts of mania and depression are grouped as manic 
depressive disorder. Deterioration of personality is another 
broad grouping and there are two varieties, one of which is a 
manifestation of schizophrenia and the other of cerebral 
degeneration. 

In recent years, the matter of grouping has become one of 
practical importance because of the application of psychomet- 
ric techniques to the assessment of psychopathological manifes- 
tations. In general, check lists tend to concentrate on items of 
behaviour etc. and rating scales to deal with groupings of 
various sizes. 

Psychopathological classification is traditionally based on 
the three faculties of cognition, affection and conation. Exam- 
ples of these categories are thought disorder, mood changes and 
impulsiveness respectively. Affection and conation have been 
combined into orexis, but descriptions in terms of orectic 
changes are now falling into disuse. The tendency now is to 
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classify disturbances in terms of personality disorder and 
disorder of intellect (cognitive changes). 


Psychodynamic theories 


When an observer, e.g. a psychotherapist, tries to see the world 
from the patient’s point of view and imagines that he can 
experience the patient's feelings, he ‘empathizes’ with the 
patient. He then feels that he understands the patient's 
subjective experiences. In some schools of thought, great 
importance is attached to the difference between 
psychopathological phenomena which can be understood and 
those which cannot be understood. In a sense, this empathy 
forms the basis of the various systems of interpretation of the 
symptoms in terms of the life-experiences of the patient and his 
or her reactions to them. 

The first, and in many ways the most important, is the system 
of Freud. This system is based on a theory of instincts which are 
divided into two kinds: the ‘life instincts’ or Eros, and the ‘death 
instincts’ or Thanatos. These are fundamentally in conflict and 
because of the experiences of the individual, especially in early life, 
the imbalance of these instincts produces psychopathological 
phenomena, the symptoms etc. of mental illness. The balance is 
always precarious, so that not only mental illness but also the ills of 
society can be seen as resulting from the struggle between these 
instincts. 

In the system of Jung, the innate basis of the mind consists of 
the archetypes, the modes of thinking, feeling etc. derived from 


the evolution, both biological and social, of mankind. On this 
basis, the individual has to come to terms with his social and 
ideological environment. This is a continuous process through- 
out life, and its failure produces symptoms and illness. In both 
these systems, the struggle and conflict is unconscious and this 
means much more than that the individual is unaware of the 
conflict. 

Inthe system of Alfred Adler, the helpless infant has to learn to 
cope with his psychosocial environment, to control and 
dominate it in order to satisfy his needs. The way in which he 
does this is determined by the influence of others, especially his 
family and his role in the family and society. This determines his 
‘style of life’ and the goal towards which he aims. If the latter is 
unrealistic, it is a ‘fictive’ goal and his style of life inevitably 
results in neurosis and symptoms. It is an essential part of the 
theory that the goal is also determined by society, as a result, the 
innate basis of the mind is given little importance. 

In the further development of Freudian theory, increasing 
importance has been given to the relation of the individual to 
others, especially (for the child) the parents. The conflict 
between the individual’s needs and his attitudes to others takes 
place intrapsychically, as the images of the parents and others 
are ‘introjected’. This version of Freudian theory is known as 
Objective Relations theory. The first hints of this appeared in 
Freud’s formulation of the superego, but it was given greater 
emphasis in the work of Melanie Klein and was further 
developed by Fairbairn. The theories of existential psychiatry 
are very similar: the struggle of the individual to come to terms 
with others and with society are seen in terms of establishing 
ego-identity. 


Psychopathology, 
Corrective Treatment 


G. K. STURUP 


Herstedvester is a special institution, belonging to the prison 
system, neither a prison nor a hospital, but something in 
between. It now receives three different categories of prisoners. 

(1) Severely criminal detainees with obvious behaviour dis- 
orders, sentenced to confinement, until the same court accepts 
to grant parole. These paroled detainees are then supervised 
from Herstedvester, until the court finally discharges them, 
usually after not less than 3—4 years. 

(2) Prisoners with behaviour disorders, sentenced to serve 
their sentence in a special institution under psychiatric supervi- 
sion. 

(3) Prisoners transferred from other institutions belonging to 

the prison system (maximum security institutions as well as 
open institutions) young persons of 17 years of age as well as 
older men, if the cases received for ‘observation’ have 
presented treatment problems or an evaluation of future 
possible violence is needed. 
_ Its aim is to protect society and assist all three groups of 
inmates in rehabilitation. Our inmates are chronic and/or 
dangerous criminals with some personality disorders, but they 
are not indisputably psychotic or mentally defective. 

We do not use the term ‘psychopath’, but talk only 
phenomenologically about persons with inadequate personal- 
ity structure ie. behaviour disorders. This does not take 
aetiology into account. 

_ Many of our inmates have had a disturbed childhood with 
interfamily problems, but not all Have been in that situation. 
Difficulties in interpersonal relations can develop ata later stage 
and may be related to the fact of having committed a serious 
crime or having continually been classified as criminal and 
placed in prison. 

_ A severe crime as well as a series of imprisonments may result 
in interpersonal difficulties of such a degree that the person has 
no reason to feel solidarity with society at large and perhaps not 
even with his own basic subculture. Many, if not most, such 
people consider themselves as outcasts. This causes difficulties 
in their relations with conventional citizens and contributes to 
the development of paranoid attitudes, which resultin a special 
subculture. 


The basic problem is to get the patient to believe that he can 
overcome the difficulties which lie ahead, and that it will be 
possible for him, as for so many of his former comrades, to lead a 
crime-free life. We have to counteract the common belief that 
the psychopathic chronic criminal can never change. Without 
hope he will not be motivated. Our main hypothesis is that the 
persistent offender is his own most important therapist and that 
it is our job to help him to carry through this difficult task. It is 
important to establish a community inside the security limits, 
which makes it possible for him to realize the pattern of reaction 
he uses in his daily life in relation to problems or stress. 

The most important factor in this work is the local officer in 
charge at a small unit (10-14 inmates) and the employees in 
the—also small—workshops. These people must have continu- 
ous support from professional therapists, nurses, psychologists 
and psychiatrists, This continuity in contact is no less important 
than the re-establishing of contact with ordinary society, 
especially the family. 

Therapeutic work is based on the hypothesis that there is in all 
people, inmates as well as staff, only a relative stability in the 
pattern of reaction. The classifying attitude is of little help here, 
as the reactions in different situations constantly vary, as dotheir 
perception. We must realize that all participants influence one 
another. Both protagonists in a situation use defence 
mechanisms, which in patients may be considered as new 
symptoms. It is important to train the staff members of all 
degrees in cooperation and in realization that they themselves, 
psychiatrists and psychologists as well as ward orderlies, use 
defence mechanisms in their interactions, especially with 
difficult inmates. It is important for the staff to realize that the 
client easily perceives the defence reactions as weaknesses and 
uses these new elements in interpersonal activities on the ward 
and in the workshops. 

Everything which happens in the institution must be seen as 
part of the treatment. The wall and control rules are part of the 
therapeutic machinery. The security measures should be 
neither more nor less severe than necessary. Appropriate 
security is easily accepted by our patients. Some inmates may 
for a period work outside the institution in our own market- 
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garden. Some are transferred to an open institution or to a 
halfway house. From here they can attend various courses; 
mostly some sort of refresher course for manual workers but 
sometimes also for office workers, or courses offered by special 
schools. The institution may also be used as a base for a few 
months’ working in the outside world earning money and 
adjusting to a normal way of life in a big city and slowly 
establishing new friendships. 

The total environment inside the institution must likewise be 
made useful and this includes all relationships with family, 
friends and possible employers. Our system must take into 
consideration the needs of the individual as well as general 
security. We must integrate as much as possible all the various 
activities of the institution so that it becomes possible for our 
clients to grow and work themselves out of what is commonly 
called an immature pattern of reaction. This treatment process is 
called ‘individualized integrating growth therapy’, and it is 
based on a dynamic interaction between inmate and staff- 
members. To this end easy and daily contact between the 
different groups is essential and good communications must be 
established within the hospital and in relation to what lies 
ahead. 

These aims are usually achieved by daily group meetings 
involving both staff and patients but the architectural layout of 
Herstedvester makes this virtually impossible. We have how- 
ever shown that group meetings are not essential if appropriate 
communication exists between staff workers in our different 
houses and appropriate meetings of medical and nursing staff, 
psychologists, teachers or others representing the different houses 
are held five days a week. In order to guarantee viable 
interaction, the institution must be small and there must be 
continuity in treatment throughout the patient's stay and in the 
period following parole. In the latter supervision must be seen as 
a progression in the therapeutic process. The element of 


external control, so often stressed, is in reality of very limited 
value. 

The rules in Herstedvester for normal interpersonal relations 
are usually followed, and enforced by some disciplinary 
reaction when broken. The most common acting-out is a refusal 
to work. The ordinary reaction to this is that the refusing inmate 
must stay in his room until the following morning. This means 
that he cannot enjoy the spare-time activities together with the 
other inmates and the staff during the evening. In some 
situations the conference must make a new rule concerning a 
special therapeutical situation, describable to staff as well as to 
inmates. 

By our behaviour—not only our words—we express that the 
society does not wish to victimize the inmate further or to give 
him the opportunity to augment his hate for society by treating 
the institution or its staff as a prison. Instead we want to give him 
a chance to revise his attitude towards authority. We all have 
basic psychological needs and to feel that we are worthwhile 
both to ourselves and others; this is also true of our clients. They 
lack the ability to fulfil their own needs without harming others 
and must learn to do this in a way that does not do so, 

Of basic importance in our work is the quality as well as the 
quantity of our staff. This is achieved in part by our programme, 
in part by the high staff to inmate ratio (about 1:1) and in part by 
smooth administrative machinery. Case histories are full and 
embody information from a variety of sources, and are 
maintained not only during a client's stay in the institution but 
also after he leaves it. Only through such detailed longitudinal 
study of the lives of these unhappy fellow citizens can we hope 
to determine the relative importance of individual 
psychopathology and its relation to the wider social setting. In 
this way a rationale for preventive action will ultimately be 
created. 


Psychophysiology 


P. H. VENABLES 


The use of psychophysiological techniques goes back to the 
nineteenth century, but it was the work of such pioneers as 
C. W. Darrow and R. C. Davis in the years from 1920 to 1950 
which helped to lay the foundation of the subject as itis today. It 
can, however, be said that the discipline probably became of 
age with the publication of the journal Psychophysiology in 
1964. In the first issue of this journal an attempt was made by J. 
A. Stern to put forward a definition of psychophysiology which 
might distinguish it from physiological psychology. Stern 
suggested that ‘any research in which the dependent variable is 
a physiological measure and the independent variable a 
“behavioural’’ one should be considered psychophysiological 
research’. Thus in physiological psychology the physiological 
variables are manipulated by, for instance, stimulation or 
lesion, and the effect on behaviour is studied. In contrast, in 
psychophysiology, recordings or measurements of physiologi- 
cal state are made while the organism is in definable states or 
situations. These states include long-term characteristics of the 
subject, such as a stable personality trait; psychiatric disorders; 
or relatively temporary states such as fatigue or excitement. The 
psychophysiologist is also concerned to measure particular 
physiological responses accompanying behaviour such as 
changes in heart rate which result from the presentation of a 
stimulus and the response which ensues. 

Sternbach (1966) has invoked a more operational definition 
and has suggested that psychophysiology ‘typically employs 
human subjects whose physiological responses are usually 
recorded on a polygraph’. It is particularly the development of 
the polygraph which has fostered the growth of psychophysiol- 
ogy. The polygraph is an instrument which permits the 
simultaneous and permanent recording of a number of 
physiological variables, such as the electrocardiogram (ECG), 
the electroencephalogram (EEG), and electromyogram (EMG) 
and the electrical activity of the skin, While one or two channels 
of EEG are often recorded in psychophysiological work, 
electroencephalography is a topic demanding separate treat- 
ment and will not be dealt with in this section. 7 

The particular point of interest in Sternbach’s definition is the 
emphasis on the use of human subjects. While 
psychophysiological investigation of animals is carried out, it is 
a particular advantage of psychophysiological research that it 
can be carried out on intact human subjects, and with the 


increasing use of telemetric techniques, in ‘real-life’ situations. 
A pervading limitation of psychophysiological techniques is 
that the activities which are measurable tend to be indirect 
peripheral indices of some implied more central state and are 
modulated by the conditions at the sites from which measure- 
ments are taken. An obvious example is the EEG, where 
measurement of underlying cortical activity is made from 
electrodes outside the intact skull and scalp. Each 
psychophysiological variable has its own particular measure- 
ment characteristic and sources of error, and it is the under- 
standing of these which gives the techniques potential value. 
Blind trust in the efficacy of applying electrodes, taking a 
measure, and making unwarranted judgements about nature of 
the central state which the measure suggests can only lead to 
false conclusions. 

Each polygraph channel used in measuring a 
psychophysiological variable can be thought of as having three 
main components. These are firstly the transducer, a term which 
may include cases where there is transformation of one form of 
energy to another and also the electrodes which make contact 
with the skin surface so that physiological electrical activity may 
be transferred to electronic equipment. This equipment forms 
the next part of the channel and generally comprises a 
pre-amplifier having particular characteristics to match it to the 
transducer with which it is used, and a main amplifier having 
general characteristics and which drives the third link in the 
chain the pens of the recorder. Other pieces of equipment may 
be used to change the characteristics of the signal before 
recording. Such equipment includes integrators, differentiators 
and cardiotachometers. It is possible that the final stage of pen 
recording may be omitted in certain instances and the output of 
the channel fed to a computer for analysis. Alternatively the 
output may be recorded on an instrumentation tape recorder for 
later treatment. 

Transducers fall into two main classes; those where one form 
of energy is converted to another, and those where electrodes are 
used to make contact with the skin surface. Among the latter 
there is again a subdivision; the more general group is that 
where the source of electrical energy being measured lies 
underneath the skin surface and the electrodes have only the 
function of making efficient noiseless contact, so that the 
characteristics of the physiological signal may be faithfully 
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reproduced. The second, more particular, usage of electrode 
systems occurs when the electrical activity of the skin is 
involved, as in skin conductance (SC) and skin potential (SP) 
measurement. In these instances the electrode forms part of the 
system by which the electrical signal is generated and its 
characteristics are thus critical. In nearly all cases the electrode 
system consists of a metal electrode making contact with the 
skin by means of a saline electrolyte. Recent practice is to use 
silver/silver chloride (Ag/AgCl) electrodes with sodium or 
potassium chloride as the electrolyte. Work has shown this 
system to have the desirable characteristic of stability and 
noiselessness and the use of physiological salines prevents 
undesirable reactions. Where low resistance contact with the 
skin is desirable (e.g. with EEG, ECG or EMG) slight abrasion of 
the skin surface achieves this by disruption of the horny layer of 
the epidermis. 

Transducers, where one form of energy is converted to 
another, are used in the measurement of body temperature by 
the use of thermopotential or thermoresistive effects; in the 
measurment of respiration where a mechanical resistive strain 
gauge system is commonly used; and in plethysmography 
where either a pneumatic strain gauge system or a photoresis- 
tive effect are employed. The methodology of psychophysiolog- 
ical techniques is spelt out in two handbooks, Brown (1967) and 
Venables and Martin (1967). 

The variables which are commonly recorded by 
psychophysiologists reflect the activity of the autonomic, 
skeletal and central nervous systems. One major group of 
variables is that concerned with cardiovascular activity. While 
the cardiologist is concerned with the details of the ECG wave 
form the psychophysiologist has mainly been concerned only 
with heart rate (HR). Recent work has, however, suggested that 
the amplitude of the T-wave may be a measure of potential 
interest as it reflects the status of body potassium levels. 
Peripheral vasoconstriction or dilation as a reflection of 
autonomic nervous system activity may be conveniently 
measured by the plethysmogram which gives a measure of the 
volume of blood in a limb or part of it, most usually the finger. 
The photoplethysmogram does this by a measure of light 
passing through the finger, while the pneumatic plethysmogram 
measures changes in the volume of air displaced by the finger 
when surrounded by a rigid vessel. Suitable adjustments of 
time-constants of the recording system allow either the 
relatively slow changes of constriction or dilation to be 
emphasized or the comparatively faster changes of the blood 
volume pulse to be given prominence. If the latter is recorded it 
forms a convenient means of measuring HR. HR may be 
measured from the ECG or plethysmogram primary trace or by 
the use of a cardiotachometer which converts the temporal 
distance between pulses to an amplitude scale on a paper 
record, Automatic methods of blood pressure (BP) recording for 
use with a polygraph have met with restricted success; in 
general they involve simultaneous recording of cycling sphyg- 
momanometer cuff pressure with either the photoplethysmo- 
gram or sound recording of the Korotkoff sounds, which are 
variously described as ‘hisses, clicks or tones’ and which 
change in nature between the systolic and diastolic points. 

A second major field of psychophysiological research is con- 
cerned with the electrical activity of the skin of the palm. Two 


forms of this activity are commonly measured. In the first an 
external current is applied and the conductance of the skin 
measured, in the second no current is applied but the potential 
between a palmar site and an indifferent forearm site is recorded 
with both these variables, tonic, long term levels of activity and 
short term phasic responses to stimuli are of interest. The term 
galvanic skin response (GSR) as a label for skin conductance 
response (SCR) or skin potential response (SPR) is now happily 
dying out. While skin conductance measures (SC) can be said in 
a large part to reflect eccrine sweat gland, and hence 
sympathetic, activity, skin potential (SP) measures are more 
complex and at least in part reflect levels of body electrolytes. 

The EMG tends to be used in two different ways by 
psychophysiologists. By placing electrodes over the belly of a 
muscle involved in some particular behavioural response, 
anticipatory activity which does not actually result in the 
response being made may be recorded. A more common usage 
is the measurement of general ‘muscular tension’ where the 
resting activity of muscles not making responses is measured. 
Quantification of this activity is achieved by the process of 
integration, equivalent to summation of the area under each 
part of the recording of activity. The problem in this field is the 
choice of muscles from which to record. 

Respiration rate (RR) has in the past been of more limited 
interest to psychophysiologists. However, for many studies it is 
important to record respiration concomitantly with HR in view 
of their close interaction and the usefulness of RR recording is 
becoming apparent. 

Pupillography has given rise to worthwhile data in recent 
studies. Measurement by photography of the pupil is the most 
common method used, but continuous recording by infra-red 
scanning devices is possible although these are very expensive. 
Measurement of pupillary activity is of particular value insofar 
as it is an exquisitely sensitive index of autonomic activity in a 
dually innervated system. 

Other measures, not so regularly exploited are the electrogas- 
trogram (EGG) measuring gastric mobility, and measures of 
salivation. The electro-retinogram (ERG) and electronystag- 
mogram (ENG) are the province of researchers in the field of 
vision and have not been generally used. 

In all psychophysiological work the choice of units of 
measurement is of crucial importance and not susceptible to 
easy solution. The statistical analysis of the data so obtained also 
presents difficulties in view of the interdependence shown in 
many cases between amplitude of responses and the level of 
activity from which they arise. Many attempts have been made 
to resolve this problem of the ‘law of initial value’ without 
uniform success. 
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Psychoses 


MYRE SIM 


A psychotic illness is a mental illness in which the person has 
begun to lose contact with reality. This is reflected in 
disturbances of thought, mood and behaviour either singly or in 
combination. This definition contrasts with that of a neurotic 
illness where there is no material loss of contact with reality. The 
following aphorism may be helpful: the neurotic builds castles 
in the air; the psychotic lives in them and the psychiatrist 
collects the rent. 

Psychotic illness can be caused or precipitated by a large 
variety of factors which for convenience are divided into 
functional and organic. 


The functional psychoses 


In these states, no organic cause has been demonstrated and the 
explanation lies in faulty patterns of development and environ- 
mental factors of a psychological nature. Even though such 
explanations may appear adequate and fully relevant, many 
psychiatrists would include in the definition the word ‘yet’, for 
they argue that failure to demonstrate an organic cause does not 
exclude it, and with advances in the detection of organic 
disease such a cause may yet be defined. They derive support 
for their case from recent advances in the study of a small sector 
of functional psychoses where biochemical changes have been 
demonstrated, though it is still not clear whether these are 
causal or primary, or whether they are secondary to the mental 
illness itself. 

The functional psychoses are subdivided into the affective 
psychoses which are primarily disturbances of mood, and the 
schizophrenic psychoses which are primarily disturbances of 
thought and behaviour though there are mixed states. 

The affective psychoses are generally called the manic- 
depressive psychoses as mania and depression can appear 
separately or sequentially in the same person. This has given 
rise to the composite term, manic-depressive psychosis with the 
qualification ‘mania’ or ‘depression’ following in brackets as a 
qualification to illustrate the particular reaction at the time, e.g. 
manic-depressive psychosis (mania). 


Mania 
PSYCHOPATHOLOGY 


This is really an attemptto explain the nature of the condition in 
terms of psychological mechanisms. In mania, the individual is 
said to be freed from the control of his restraining conscience or 
superego and exults in his new freedom. 


SYMPTOMATOLOGY 


There is an initial stage of development when the patient 
becomes more talkative and requires less sleep, energy is 
increased and he ceases to tire. The mood is euphoric and 
attitudes are optimistic and there is a general air of bonhomie 
which is infectious. This benevolent phase may give rise to one 
of intolerance of the views of others with a corresponding lack 
of self-criticism. 


CLINICAL FEATURES 
Hyperactivity 
The patient's energy can be almost superhuman and anybody 


who tries to talk him out of his folly or to restrain his 
irresponsible activities has an impossible task. 


Mood 

This is usually one of elation but may change to irritability and 
rudeness. In the female, the exuberance may show in the 
wearing of flamboyant clothes, heavy and inexpertly applied 
make-up, and occasionally, in overt sexual advances. 

Thought 


There is a speeding up of thought processes and a failure to 
control the sequence, with the appearance of flight of ideas, the 
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thoughts coming in rapid succession with only chance connec- 
tions. Delusions of grandeur may develop where the patient 
considers he has the right of access to important personages and 
to restricted places. 


Speech 


This is verbose and circumstantial and is heavily laden with 
puns and wisecracks, some of which impose a heavy burden on 
the listener. Rhymes which are not more than a jingle-jangle 
may be offered as if they were verses with real poetic virtue. 


Memory 


This is not impaired and for certain events may be exceptionally 
acute. 


Attention 


This is very distractible. 


Physical state 


This is usually good and the appetite is voracious, but over a 
period there can be severe weight loss and eventually exhaus- 
tion due to the overactivity. Sleep is reduced though the effects 
of deprivation may not show for some time. 


TREATMENT 


Tranquillizers, either of the phenothiazine or butyrophenone 
variety are generally effective. More recently lithium carbonate 
has become popular but it requires regular estimations of serum 
levels, the effective range being 0.9-1.2 mEq/litre. It has a 
number of side effects which in the uncontrolled case can be 
dangerous and it has to be given for very long periods. In the 
most severe cases, a course of intensive electroplexy (ECT) on 
successive days can be most effective. 


Depression 


This is probably the commonest psychotic illness in Western 
society both in general and specialist practice. Like mania it can 
vary from mild to severe. 


PSYCHOPATHOLOGY 


This is based largely on the individual’s reaction to the loss ofa 
loved object, which in narcissistic people can be loss of 
self-esteem. The reaction is similar to that of mourning in that 
there are profound feelings of guilt and a desire to expiate. 


PHYSICAL FACTORS 


A genetic cause has been postulated and ina few instances there 
is a familial incidence which is very suggestive but generally the 
evidence is not strong, particularly in the very large number of 
depressive reactions which are treated in general practice or 
out-patient departments. 


Some psychiatrists are impressed with the demonstration of 
changes in sodium transport in the brains of depressed patients, 
though this work does not clearly indicate whether the changes 
are the result or the cause of the depression. Their role therefore 
in causation is still in doubt. 


PRECIPITATING FACTORS 


Bereavement, infections, operations and loss of self-esteem. 


SYMPTOMATOLOGY 


It is very common in both sexes. As with all psychiatric illness, 
the pre-morbid personality is fundamental and an assessment of 
this, usually with the aid of family or close friends, gives some 
indication of the likelihood of the illness being a depressive 
psychosis. Depressives are usually conscientious people with 
energy, ambition and frequently with a commendable record of 
public service. 

The classical case presents with the following triad: 

(1) Depressed mood. This can vary in degree and in form of 
expression and can develop slowly or suddenly. 

The patient loses his smile though he may be able to force it 
on social occasions. Irritability is common and the objects of 
hostility are usually the wife and children, for he can just about 
contain himself when at work. As there is a strong sado- 
masochistic element in this illness, it is not surprising that love 
objects should attract this hostility which is generally followed 
by remorse. 

Tearfulness in a person who was previously known as ‘smiler’ 
is another feature and minor emotional upsets may provoke an 
extreme reaction. In severe forms, the patient can see no 
pleasure in life and feels things are hopeless and reaches a stage 
when he ‘just can’t cry any more’. 

(2) Psychomotor retardation. This can range from a general 
slowing of the thought processes due to lack of concentration, to 
stupor and mutism with marked indecisiveness. 

(3) Morbid thoughts. These are found in severe cases and are 
really depressive delusions with ideas of unworthiness and 
guilt. The latter may be related to minor peccadillos which 
would not trouble the average person or they may be entirely 
imaginary misdemeanours which the patient may regard as 
deserving of the death sentence and which, unfortunately, may 
be carried out by the act of suicide. 

Among other features are sleep disturbances, loss of appetite 
for food and sex, somatic complaints like headaches and 
backache, and hypochondriasis with delusions of bodily 
disease, frequently of a socially reprehensible nature, like 
syphilis, or carrying in the mind of the layman a horrible, 
lingering death, like cancer. 


TREATMENT 


This is most effective and recovery is the rule, It may be 
necessary, in the severe case, where the risk of suicide is great, 
to give a course of electroplexy (ECT), but in the moderate or 
mild cases antidepressant drugs are generally successful. The 
major groups are as follows. 

(1) Tricyclic compounds like imipramine. These are the most 
potent and since their introduction have drastically reduced the 
need for ECT. They have very few serious side effects and the 
patient's diet need not be restricted. 

(2) Monoamine oxidase inhibitors are generally not as 
effective as the tricyclics and have quite serious side effects such 


as subarachnoid haemorrhage, particularly if taken with sub- 
stances containing tyramine, e.g. ripe cheese or Marmite. They 
should not be taken with alcohol. In spite of these formidable 
handicaps they retain some popularity as part of their action is 
similar to the energizers (see below). 

(3) Energizers are generally amphetamine derivatives and 
are now rarely prescribed since they are less effective than the 
tricyclics and are habit-forming. In excessive dosage they can 
cause psychotic reactions which resemble paranoid schizo- 
phrenia or mania and it may be necessary to admit the patient toa 
mental hospital. They also tend to raise the blood pressure, and 
therefore as with the monoamine oxidase inhibitors, they 
should not be given with certain foods or in combination with 
related drugs. 

(4) In the very severe and refractory cases which give 
diminishing returns with ECT and are fortunately rare, a 
pre-frontal leucotomy can be very successful. 


Schizophrenia 


This is a group of disorders which meet the criteria of a 
psychosis in that the individual has lost or is losing contact with 
reality. They can be identified by their phenomenology and are 
usually classified as simple, paranoid, hebephrenic and 
catatonic. In the search for a single cause for schizophrenia the 
essential nature of the condition has frequently been over- 
looked. At times, a genetic, endocrine or biochemical ‘cause’ 
achieves popularity but just as readily loses it when after a more 
thorough investigation; the original findings are not confirmed. 
A typical example: is the genetic theory of the disease. One 
worker claimed as a result of twin studies that there was a 
concordance rate of up to 86 per cent, indicating the powerful 
genetic factor in the aetiology. More reliable studies, where 
identical twin criteria were scrupulously observed have shown 
a nil concordance rate. Genetic factors have therefore been 
relegated from a major to a relatively minor role. 


PSYCHOPATHOLOGY 


An appreciation of the psychopathology of schizophrenia is 
essential for the understanding of the condition. 

The common factor in all schizophrenic states is a loosening 
of the ego-strength which may progress through stages to 
complete ego-disintegration. In this process various ego- 
defence mechanisms are brought into play and even though 
they may be ineffective in preserving ego-strength their 
broken-down ramparts are still discernible. Thus schizophrenic 
patients may show evidence of dissociation or hysteria, 
projection or paranoia, ritualistic behaviour or obsessions, 
eccentricity or perversion, and narcissistic withdrawal or 
hypochondriasis. 

The disintegrative process is manifest in regressive forms of 
thought, speech and behaviour, giving rise to language which 
contains many archaic features, and behaviour which is 
childish if not infantile, with incontinence and complete 
dependence. There is also a withdrawal from social contact 
with a tendency to compensatory day-dreaming, and the 
heightened sensitivity to one’s own experience as a result of 
withdrawal from external objects, results in ideas of reference, 
delusions or even frank hallucinations, usually auditory. The 
body image is also overcharged with the libido removed from 
external objects, with consequent pre-occupation with the 
body image in terms of appearance or function. These 
mechanisms account for the protean manifestations of the 
schizophrenias. 
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Occasionally this loss of contact with reality may result in 
episodes of reality testing where the patient deliberately makes 
contact by touching, shouting or even striking as if to assure 
himself that he is still a real person to whom others will react. 

Existentialist theory tends to regard the presentation of a 
schizophrenic illness as evidence of family or social pathology 
and seeks to treat not the patient but the family which is 
regarded as sick and which has thrown up the patient as a 
scapegoat for its own deficiencies. There is some basis for this 
theory in that there are certain family constellations which tend 
to engender schizophrenic reactions, but this is only one aspect 
of the problem and treatment on the lines that existentialists 
prescibe is not as effective as more established methods and 
may even be harmful. 


CLINICAL VARIETIES 
Simple 


Hallucinations are rare and delusions are not a prominent 
feature. It usually begins in adolescence with a falling-off in 
school performance, a tendency to day-dream, secretiveness 
and a withdrawal from social contact. There is also difficulty in 
concentrating with loss of efficiency and an erratic employment 
record. Some become vagrants, prostitutes, callous criminals or 
paupers, while others exploit their hypochondriacal complaints 
by constant attendance at the doctor's surgery. In a number the 
process burns itself out and the individual settles down in a job 
beneath his intellectual and educational level. 


Paranoid 


This occurs usually after the age of 30 years, though it can occur 
earlier. In the 40-60 years group there is very little evidence of 
the schizophrenic process and the delusions are held with 
greater emotional intensity and may be labelled a paranoid 
state. Because of its later onset, patients tend to have a more 
effective background and as many are unmarried, they enjoy a 
higher social status. 

Delusions are the key feature. These are persistently held and 
are generally well systematized, though if disintegration is 
present there is a loss of emotional intensity and they become 
disorganized. They are most frequently of a persecutory nature 
with ideas of reference and their content is usually dominated 
by thinly disguised homosexual references, which may range 
from the belief that frank accusations are being made, to 
symbolic allusions through rays and instruments which assault 
the anal orifice. If the opposite sex enters into the delusions the 
patient is being actively hounded and loudly protests his or her 
innocence and resentment. 

Hallucinations are common, progress is variable and 
behaviour disturbance is common, mainly in the form of letter 
writing which has a high nuisance value. Only very rarely does 
physical violence result. 


Hebephrenia 


This is the classical variety which starts in early adolescence and 
personality disintegration is more rapid and extensive. It 
frequently starts with depression, tearfulness and feelings of 
inadequacy but this aspect is soon overshadowed by the florid 
schizophrenic features with disharmony between mood and 
thought, regression with archaic forms of expression, auditory 
hallucinations and deteriorated behaviour. 
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Delusions may be grandiose and language loses much of its 
capacity for representing abstract thought, and thoughts may be 
suddenly interrupted or blocked. Thought disturbances may be 
of the ‘Knight's move’ type with little obvious connection or 
sequence. Rapport is difficult and the patient withdraws readily 
into his hallucinatory experiences and phantasies. Obsessional 
features may be freely demonstrated with little inhibition. 

The course may be acute, subacute or chronic, the last being 
punctuated by exacerbations and remissions. 

Precipitating factors may be identified, such as a broken 
romance, failure in examinations, or difficulties with puberty. 
It is frequently ushered in with a severe depression but this 
eventually gives way to mood disturbances of a different nature 
with flattening of the emotions and inappropriate laughing and 


giggling. 


Catatonic 


This can be either a state of stupor or excitement and the 
conditions may alternate. The stuporose state may be associated 
with variations of automatic obedience, such as echolalia 
where the patient repeats verbatim the words spoken to him; 
echopraxia where the patient mimics the actions of the 
examiner; and an extreme form where the patient allows his 
limbs to be moulded into grotesque postures by the examiner 
and maintains these postures for long periods. Another aspect of 
stupor is negativism where an opposite situation maintains. The 
patient will not co-operate and in fact does the exact opposite of 
what is being requested and may actively resist being taken to 
bed or refuse food to the extent of severe starvation. 

Catatonic excitement can arise suddenly though there is 
generally a ‘simmering’ period. In the acute stage the patient 
may go berserk and shout, struggle, smash furniture or attack 
others. This has been equated with the patient's efforts at reality 
testing, as if he were trying to demonstrate that he still had the 
capacity to get people to react. 


Schizo-affective states 


This is a common reaction particularly when attributable to 
identifiable stresses, such as pregnancy, operative surgery or 
social or psychological trauma. Nearly all the situations that can 
precipitate a depressive psychosis can precipitate a schizo- 
affective one. Both schizophrenic and depressive features are in 
evidence, the former being frequently of a paranoid type with 
persecutory delusions or hallucinations, but catatonic features 
may also be present. The degrees of depression or schizo- 
phrenia are variable and the relative proportions can indicate the 
course of the illness and which areas require more intensive 
treatment. 


Pseudo-neurotic schizophrenia 


A number of schizophrenic patients parade neurotic symptoms 
such as anxiety, obsessional or even hysterical features which 
mask the true nature of the problem. It is well recognized that 
some obsessional states ‘decompensate’ into schizophrenic 
illness, but it is not so well known that some phobic anxiety 
cases who reiterate their fears of going out or getting to work are 
really suffering from schizophrenia and that although they do 
not declare hallucinations and paranoid features and there is 
little regression in their behaviour, they are in fact leading a 
schizophrenic existence. 


Families of schizophrenics 


It is alleged that relationships between the parents of a 
schizophrenic are such as not to create the stable and 
affectionate background necessary for the healthy development 
of the child. Two common types of mother are the well- 
intentioned but ineffective, and the denying. The former are 
usually overanxious and try to co-operate but just seem 
incapable of appreciating the delicate balance and sensitivity of 
the patient. The latter are perhaps the more common, for itis.a 
protective mechanism for the family. If they can deny the 
problem exists, they can live with it. 


TREATMENT 


A condition which is protean in its symptomatology, where 
aetiological factors are only beginning to be defined and whose 
very concept is a battleground for theorists, must present a 
formidable therapeutic challenge. What to treat? How to treat? 
Where to treat? Whom to treat? 

If the condition can be viewed as one of ego-disintegration, a 
more positive approach is possible and one can begin to ask the 
following relevant questions: (1) why is the ego disintegrating? 
(2) what are the major contributing factors? (3) which of these 
factors can be influenced? 

Treatment should be directed at correlating the following 
items. 

(1) The patient’s sensitivity by environmental manipulation. 
An attitude of benevolent neutrality is more likely to suceed for 
if one is too eager the patient may withdraw further. Sudden and 
dramatic improvement is not the rule and modest gains should 
be considered adequate reward for effort. 

Drugs such as phenothiazines or butyrophenones reduce 
sensitivity and permit the introduction of a more vigorous 
rehabilitation programme. 

(2) The family situation. Though this may be the crucial 
factor, it can be most difficult to influence and removal of the 
patient from the contaminating environment may be in the best 
interests of the patient. Others do try and work with the family 
but such efforts are frequently doomed to failure. 

(3) The social situation. An intelligent patient may be in a 
work or educational setting which though well within his 
intellectual capacity has proved too much for his weak ego to 
bear, Retreat to a less ambitious objective may be a crucial 
factor in treatment. 

Hospital admission may be necessary if the patient's 
behaviour is disturbing and where the family or social situation 
is largely contributory but this need not and should not be 
prolonged. Day hospital and out-patient attendance, social 
clubs and sheltered workshops should be speedily brought into 
the treatment situation. Accommodation in a hostel or lodgings 
may be preferable to a return to the well-intentioned but 
contributory home background. 


PROGNOSIS 


This was at one time regarded as poor but with modern 
treatment and a better understanding of the social factors, it is 
now much improved. The schizophrenic reaction should carry 
an excellent prognosis, while the process schizophrenia which 
has remained the ‘hard core’ problem is also amenable to 
treatment provided that all relevant factors can be controlled. 


Paranoia 


Paranoia denotes a well and sometimes elaborately sys- 
tematized delusional state which is intractable and where the 
personality is well preserved. Though rarely seen in hospital 
practice, it is not uncommon and many such people can lead 
effective lives in the community and are sufficiently careful not 
to allow their delusional system to obtrude unduly in their work 
or even in their social relations. It is when this ego-defence is 
decompensating that the condition declares itself and the 
paranoid reaction is a common type of mental illness. 


PSYCHOPATHOLOGY 


Freud defined the psychopathology of the condition in his 
analysis of the autobiography of a former Judge of the Appeal 
Court in Dresden, Daniel Paul Schreber, who detailed a florid 
delusional system with an obvious effort to deny his homosexu- 
ality, through the mechanism of projection. The denial formula 
of ‘I do not love him, | hate him’, is converted to ‘He hates me’ 
which is further rationalized to ‘I hate him because he hates (or 
persecutes) me’. 


Erotomania 


Erotomania is derived from the same formula as that of the 
persecutory delusion. ‘I do not love him,’ but instead of saying ‘I 
hate him because he persecutes me,’ itis changed to ‘I love her, 
ecause she loves me.’ Erotomania can be active or passive. In 
the active form the patient seeks women whom he tries to love 
in order to deny his latent homosexual leanings. In the passive 
‘orm he may feel that he is being interfered with sexually and 
that nocturnal emissions are being induced by some spell which 
the woman has put on him. Passive forms are common in 
women and various agencies such as wires, electricity and 
machines are blamed for the interference, generally manipu- 
ated by some man who has sexual designs on them. 


Jealousy 


jealousy or the ‘Othello Complex’ is another derivation of the 
formula ‘I do not love him/—in this case it is ‘She loves him’. 
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The reduction of sensitivity by phenothiazines can frequently 
restore such patients to an adequate level of function, though 
environmental manipulation in removing the patient from a 
heterosexual threat is also useful. 


Organic psychoses 


The function of the brain can be deranged by a large variety of 
pathalogical processes. Some of these are local such as brain 
injury, brain tumour, vascular changes and degenerative 
processes. Others are more general, such as metabolic diseases 
producing noxious products affecting the brain function such as 
liver and kidney disease or endocrine disturbances such as 
hypothyroidism or myxoedema. 

External poisons such as overdosage of drugs like 
barbiturates or bromides may also produce mental changes, 
though a more common toxic agent is alcohol. Hallucinogenic 
drugs such as lysergic acid, cannabis, mescaline and 
amphetamine can also produce toxic psychoses. Electrolyte 
disturbances such as low potassium or high or low levels of 
calcium can induce a psychotic state. Other metabolic condi- 
tions, some of which are genetic like porphyria are also 
notorious for their psychotic association, while epilepsy, 
vitamin deficiency and islet cell tumour of the pancreas are 
frequently associated with psychotic disturbance. 

The list is very long and the incidence is not negligible. It is 
important that this aspect be stressed not only for the sake of 
completeness, but because it is always necessary to be alert to 
the fact that psychotic illness is likely to be due to organic 
disease of the brain or other parts of the body. The examination 
of a patient with mental illness should therefore be a medical 
responsibility. Anything less than this can lead to tragic 
blunders. 
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Psychosomatic Medicine 


A. H. CRISP 


The term ‘psychosomatic medicine’ is endowed with a variety 
of significances and meanings. Until recently it has embraced a 
largely theoretical and speculative field and the related 
concepts have often been critically rejected by the established 
body of medicine. Lately, with the development of psychiatry 
within medicine at both the undergraduate and postgraduate 
level, the psychological aspects of the clinical states of patients 
presenting in hospital with somatic complaint and disorder 
have been more frequently explored, and their meaningful 
interrelation with the somatic status sometimes revealed. This 
has allowed such relations to come under increasing scientific 
scrutiny both in the clinic and the general population. Basic 
science research in the fields of physiology, psychology and 
sociology has also begun to contribute to the subject. 

The notion that personality type is related to body build and to 
vulnerability to certain diseases existed thousands of years ago 
and was documented by the ancient Greek physicians. Their 
view that the body contained humours associated with both the 
individual’s physical constitution, temperament and mode of 
reacting to life situations, which ultimately dictated the organ 
system in which disease occurred, is closely related to some 
present day concepts. 

However, such a deterministic approach often proved 
therapeutically sterile. Physicians, confronted endlessly by 
disease, sought for more tangible discreet causes and 
mechanisms, and in the first half of the nineteenth century, with 
discovery of the role of the bacterium in the genesis of a number 
of illnesses, they were at least offered a major means of 
combating disease. Pasteur himself was well aware of the 
relevance of the human constitution as a factor influencing 
vulnerability to such disease. However, medicine required to 
see the latter only in immediate immunological terms and 
anyway adopted the doctrine that the germ was the prime agent 
and without it such diseases could not occur, The germ theory of 
disease held more or less undisputed sway in medicine for the 
next century and with good reason. 

Major epidemic and endemic infectious diseases throughout 
the world were brought under control as public health and 
chemotherapeutic measures were brought to bear on the 
bacterium and its life cycle. The bacterium, as a factor in such 
diseases, is at present often at bay although it remains part of the 
ecological system constantly adapting to and becoming resis- 


tant to specific therapeutic onslaughts. 

Meanwhile the refined mechanistic approach which has 
evolved in relation to it has also been brought to bear on the 
mass of other seemingly non-infectious and often chronic or 
fluctuating disease in individuals which is now much more in 
evidence. Such disorders, often reflected in so-called functional 
disorder in younger people, tend to be the ‘organic’ diseases of 
middle and later life such as hypertension, specific endocrine 
diseases, peptic ulcer, ulcerative disorders of the lower gastro- 
intestinal tract, obesity. 

Whilst certain mechanisms such as autoimmunity have been 
postulated as a basis for some such diseases, it has become 
recognized that such processes are sensitive to multiple external 
influences (e.g. acquired psychophysiological status, nutrition, 
smoking habits, affective state), probably in respect of their 
developmentas well as their immediate characteristics, and this 
has led once again to attention to the concept of multifactorial 
aetiology. Nevertheless there seems little doubt that the 
powerful medical model will in time identify multiple specific 
mechanisms even for these diseases, so that it will become 
possible to manipulate them with the pharmacopoeia. 

However, it may also become possible to identify the 
developmental and adaptational aspects, construable in 
psychological and interpersonal experiential terms, of many 
such factors, and this carries therapeutic implications of a 
different order, either of a psycho-social preventative nature or 
requiring a reorganization or realignment of the individual in 
this life style. As an aim complementary to established medical 
treatment, allowing more people to remain free of disease for a 
longer part of their lives, such an approach has many attractions 
of apersonal and social kind. It may also be expected one day to 
impinge on such philosophical issues as the problems of 
mind-body relationship and free will. For instance, although 
the concept of traditional ‘Cartesian’ dualism is now rejected by 
many, it may be that the ultimate detailed identification of the 
mind-body apparatus, even to the point of a precise chemistry 
of thought, will leave us with no clearer understanding of 
consciousness and existence. 

At its broadest then, the concept of psychosomatic medicine 
implies an approach to all medicine often embracing a monistic 
view at least in terms of a single mind-body apparatus. Within 
such an approach human experiential factors, sometimes ofa 
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neurotic kind, will be developmentally more important for 
some diseases than for others, and may also vary in such 
significance between individuals with the same disease and in 
the one individual and single disease over the passage of time. 
Such a view transcends a popular current notion that so-called 
‘functional’ disorder (i.e. where there is no tangible or gross 
focal disease), whether it takes the form of a somatic complaint 
such as amenorrhoea, impotence or abdominal pain, or a 
complaint of a more subjective kind such as depression, must 
always have some overriding psychological cause immediately 
discernible in the individual’s life style, whilst, on the other 
hand, ‘organic’ focal disease, such as a peptic ulcer, can never 
be accounted for in this way. The psychosomatic approach 
maintains that whatever the ultimate disease expression, the 
intervening variable of the person, in the sense of his personality 
and life-style and not just his somatic immunological compe- 
tence, may sometimes provide the main predictive factor in 
terms of precipitation and course of disease. 

Areas of clinical research which have been applied to this 
field include the traditional method of examining the 
psychological characteristics of subjects with a given disease. 
This approach is fraught with problems which have led to 
laborious methodology. Amongst other things it raises the 
problem of cause and effect of the disease since it is quite 
evident that a chronic disease such as, for example, ulcerative 
colitis or asthma can exert an important effect on human 
relationships for instance, leading the subject with the disease to 
become more anxious, dependant and ritualised in his 
behaviour. An additional need is to identify such characteristics 
in the population at large with the disease. 

Hospital populations provide a highly selected group of 
people with almost any disease process. Furthermore the most 
commonly held clinical hypothesis concerning the nature of 
psychosomatic disease postulates that individuals with such 
disease will be those with the least facility for displaying or 
expressing their emotional turmoil, either usefully, realistically 
or indirectly, or by neurotic coping mechanisms. Such difficulty 
will reflect itself in sustained denial of such problems which will 
not readily be elicited or revealed in high scores on conven- 
tional measures of psychological disturbance. Nevertheless 
such research has now yielded evidence in support of the 
existence of a relationship between, for instance, personality 
factors and such diseases as ulcerative colitis and certain 
cancers. 

A second approach has been to examine the precipitation of 
acute disease under extreme stress such as army battle 
conditions and bombardment of civilians. In the latter circum- 
stances, for instance, the incidence of perforated peptic ulcer has 
been shown to rise dramatically. In a related clinical and 
research area it is now evident that life experiences such as 
bereavement are immediately followed by an increased inci- 
dence of morbidity and mortality in spouses, confirming a 
long-standing clinical impression of the role of bereavement in 
precipitating many diseases. 

In the hospital clinic, of course, such information is not often 
systematically sought or readily presented to those physicians 
primarily attending to the diseased organ system. Other workers 
have demonstrated the need to attend to the meaning of the 
stress for the individual rather than to attempt to categorize it in 
more simple objective terms. Whilst this aim has in the past 
again presented great problems concerning measurement, 
provoked irritation in those committed to a reductionist 
approach and given full scope to those who sometimes 
fancifully wish to construe all somatic disease in direct and 
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simple symbolic terms, it has more recently become possible to 
measure the individual meaning and content of life stress and 
experience somewhat more accurately in such research. 

Studies using patients as their own controls or using other 
carefully matched controls have demonstrated the importance 
of experiential factors in affecting the course of disease. Some of 
the latter work has included study of the effect of 
psychotherapeutic intervention which has sometimes been 
found to be effective in ameliorating the disease process. 
Finally, such findings raise the issue of practical applications of 
such an approach. These are several. 

First, such a view, buttressed by increasingly detailed 
knowledge, focuses and redirects attention onto the environ- 
mental aspects of disease including cultural and interpersonal 
effects. Such effects might sometimes provide long-standing 
important shaping influences in the individual’s constitution 
and disease vulnerability, dictating his total adult patterns of 
responsivity and the nature of social and interpersonal sti muli 
sought by him and which will eventually provoke disease in his 
related bodily systems. Such a heightened awareness of the 
social and other environmental ecological systems within 
which disease operates will carry developmental implications 
for the cultural and psychological manipulations of disease 
vulnerability, especially during the period of early individual 
life. 

Second, the approach allows consideration of symptomatic 
management of the psychic component in disease processes by 
such devices as drugs and cerebral surgery. 

Third, it invites attempts at psychotherapeutic help at a 
number of levels and in a number of ways. Such help will 
require special skills not always currently available to physi- 
cians and others in allied professions. For instance, such 
treatment can make some patients a great deal worse in respect 
either of their presenting disease process or alternatively 
through the development of intractable depression or other 
emotional disorder albeit with remission of the organic disease. 
Nevertheless it is probable, for instance, that in such areas as 
bereavement response, helpers such as the family doctor may 
sometimes be able to anticipate potentially abnormal and 
excessive reactions and act psychotherapeutically to minimise” 
these. Other subjects may still benefit from more intensive 
psychotherapy but time will always be a limiting factor in such 
an approach. 

The following is a list of references in which there is 
amplification of some of the above views. 


REFERENCES 


Cooper, B. and Shepherd, M. (1970). ‘Life change, stress and mental 
disorder: The ecological approach’. In Modern Trends in Psycholog- 
ical Medicine—2. Ed. by J. Harding Price. pp.102-130. London; 
Butterworths 

Crisp, A. H. (1968). ‘Some approaches to psychosomatic clinical 
research.’ Br. J. med. Psychol. 41, 323 

Engel, G. L. (1967). ‘The concept of psychosomatic disorder.’ J. 
psychosom. Res. 11,3 

Hill, D. (1969). Psychiatry in Medicine: Retrospect and Prospect. 
Nuffield Provincial Hospitals Trust 

Kaufman, M. R. et al., (1964). Evolution of Psychosomatic Concepts. 
Anorexia Nervosa: a Paradigm. London; Hogarth 

Lewis, A. (1954). ‘Aspects of psychosomatic medicine.’ Recenti Progr. 
Med., 16, 434. Reprinted: Inquiries in Psychiatry, pp.193-212. 
London; Routledge & Kegan Paul 

Stevenson, |. and Matthews, R. A. (1953). ‘Fact and theory in 
psychosomatic medicine.’ J. nerv. ment. Dis. 118, 289 


Psychosurgery 


SIDNEY CROWN 


Introduction 


The Quarterly Meeting of The Royal Medico-Psychological 
Association held at the Maudsley Hospital in 1952 under the 
general title Neurosurgical Developments in Psychiatry was 
concerned with Open Operations on the Frontal Lobes. It 
covered the following topics: selection of cases for operation 
(Lewis); measurement of tension before and after operation 
(Sainsbury); psychological investigations (Crown); the open 
methods (Falconer); neuropathological demonstrations 
of lesions resulting from the various open methods (Meyer). 
There was increasing disaffection at this time with the Freeman 
and Watts’ (1942) ‘standard’ operation and the gradual intro- 
duction of selective procedures designed to eliminate 
unwanted side effects, particularly personality deficits. 

Twenty years later these topics still seem an appropriate way 
of describing recent advances and for suggesting growth areas. 
This review is limited to those clinical and theoretical aspects of 
psychosurgery which are likely to be of relevance to the general 
psychiatrist in his attempts to understand and treat mental 
illness. Areas such as temporal lobe surgery for epilepsy, basal 
ganglia surgery and experiments with multiple surgical lesions 
aimed at modifying grossly aberrant behaviour will only be 
briefly alluded to (Laitinen and Livingston, 1973). Standard 
prefrontal leucotomy is now seldom performed, so the work to 
be cited is mainly concerned with modern selective operations. 


Surgical techniques 


A bewildering variety of selective operations have been 
developed. Scoville (1973) indicates the aims for these opera- 
tions: relief of symptoms, preservation of personality, quantita- 
tive precision to permit exact duplication of tract interruptions 
in successive cases and concern as to whether there is 
anatomical specificity for various types of mental disease. 
While most psychiatrists and psychologists would perhaps 
regard the last aim as illusory the first three are highly relevant, 
particularly the need to develop precise and replicable surgical 
techniques. Scoville points out that two major schools have 
developed which he calls the ‘orbital’ and the ‘cingulate’ 
interrupting respectively connections from these areas to the 


thalamus and limbic lobe. A review of surgical techniques can 
be obtained from chapters by individual surgeons (Laitinen and 
Livingston, 1973). 

The following general comments seem justified. The majority 
of the series reported to date have included more than one type 
of operation or the development of the precise operative 
technique during the course of a series. In a field in which there 
are so many variables (diagnosis, selection, operative techni- 
que, surgeon, etc.) the more variables that can be controlled the 
better. There is considerable clinico-pathological evidence 
relating the site of the surgical lesion, whether intended or not, 
to clinical results. This applies both to the ‘standard’ leucotomy 
(see Meyer and his associates summarized by Crown, 1951) and 
also to modified leucotomy operations (see, for example, the 
comparative neuropathology of yttrium implants and undercut- 
ting in the orbito-frontal areas of the brain; Corsellis and Jack, 
1973). 

Inan early study, too (Crown, 1952), itwas possible to suggest 
through multi-variate statistical analysis of psychological tests 
following three different types of cerebral operation carried out 
by five different neurosurgeons that the technique followed by 
one of these surgeons was a detectable influence on scores on 
the Porteus Mazes Test. While the plea for standardized surgical 
techniques has been advanced for many years the development 
of stereotactic methods for placing lesions means that this goal 
is now within reach. The combination of surgical precision with 
clinical, statistical and methodological sophistication should, in 
the next few years, clarify many of the remaining problems 
connected with psychosurgery. 


Clinical methodology 


The clinical methodology in the early series consisted of the 
evaluation of patients by clinicians using ‘global’ criteria of 
improvement with little attempt to establish the validity or the 
reliability of the clinical judgements involved. Despite exten- 
sive clinical experience, this method maximizes unintentional 
biases. The outstanding features of the clinical methodology of 
recent series are the use of control groups, careful attempts to 
objectify clinical data and the development of better outcome 
measures. 
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Control groups 


Matching patients and assigning them at random to alternative 
treatments has never been achieved in the field of 
psychosurgery. With the development of accurate, limited 
operations, ethical objections to this would now seem to be 
removed, More modest attempts at control studies have, 
however, been made. Bridges, Goktepe and Maratos (1973) 
compared patients with obsessional neurosis and with depres- 
sion treated by psychosurgery at least three years previously. A 
structured interview and an interview with a relative were 
undertaken. There were over 20 patients in each group and the 
patients were matched for sex and age. Over two-thirds of each 
group showed definite improvement. It was possible to examine 
background factors relating to a good result. : 

Another method of control is by retrospective matching. This 
seems to the present author a powerful method for looking 
critically at the results of different treatments and might well be 
used more widely in psychiatric research. Marks, Birley and 
Gelder (1966) and Tan, Marks and Marset (1971) used this 
method to study the effect of modified leucotomy in severe 
agoraphobia and in obsessive-compulsive neurosis respective- 
ly. In both cases it was possible to show convincingly that 
leucotomy patients fared significantly better than controls with 
respect to the target symptom. A further advantage of the 
matched retrospective control study is that progress can be 
followed for a number of years. 


Objectification of clinical records 


It is possible considerably to increase the valid analysis of 
clinical records by the use of ‘blind’ matching techniques. Post, 
Rees and Schurr (1968) illustrate the use of this method in their 
evaluation of bimedial leucotomy. The crucial point in the 
methodology was the preparation by a psychiatric social worker 
of a series of précis describing the patient's state before illness, 
his condition when maximally ill during the months 
immediately preceding operation, and at various times in the 
post-operative period. The contents of this series of statements 
describe the patient's status in a number of specified areas, e.g. 
overall symptomatology and disability, personal and sexual 
relationships, work, etc. The précis were submitted in random 
order to the two psychiatrists taking part in the investigation 
who were asked to rate these statements, identified by code 
numbers only. Using this method it is also possible to obtain 
inter-rater reliabilities. Despite the fact that the ‘blindness’ of the 
raters must obviously be subject to intelligent guessing so that 
not everything is as ‘blind’ as it might seem, nevertheless this 
type of methodology is more convincing than clinical ratings 
carried out in the usual way without any attempts to disguise the 
origin of the data. 


Outcome measures and ratings 


‘Global’ assessments of clinical status, easy to carry out and 
convincing to the rater, are notoriously unreliable indices. A 
striking feature of the clinical methodology of recent studies is 
the attempt to subcategorize areas of outcome and to combine 
clinical rating where possible with psychometric measures. This 
care is characteristic of the studies of Post, Rees and Schurr 
(1968); Birley (1964); Marks, Birley and Gelder (1966); Tan, 
Marks and Marset (1971), and many others. 
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Selection of patients and results 


The selection of patients and clinical results with the standard 
prefrontal leucotomy has been summarized by Freeman and 
Watts (1942), Partridge (1950), Crown (1951), Petrie (1952) and 
Tow (1955). The majority of patients operated upon were 
refractory cases of psychosis, mostly chronic schizophrenia, 
many of whom had spent years in the so-called ‘back wards’ of 
psychiatric hospitals. It is relevant to remember this, and also 
that the advent of phenothiazine drugs, together with the 
psychosocial revolution in ward organization means that it is 
impossible to make valid comparisons between patients oper- 
ated on now and patients operated on around 1950. 

Summarizing, the best results were obtained in affective 
disorders with ‘social recovery’ or ‘good recovery’ reported in 
from one-half to two-thirds of cases; and in small numbers of 
obsessional disorders. Of the schizophrenias the paranoid states 
responded better than the remainder. One other important 
finding from this early work was that ‘emotional response’ 
(apprehension, tension, anxiety, depression, etc.) was consi- 
dered by many to be the most important criterion for selection of 
patients for operation. 

Excellent reviews of the results of modified operations are 
those of Willett (1960) and Sykes and Tredgold (1964). It is 
interesting to compare two large series of patients carefully 
assessed clinically and socially, although without using the 
sophisticated methodology discussed in the previous section, 
Sykes and Tredgold (1964) studied the effects of restricted 
orbital undercutting; Strom-Olsen and Carlisle (1971) the 
technique of bifrontal stereotactic tractotomy. Clinically both 
these series were similar consisting predominantly of patients 
with different types of depressive illness, and smaller groups of 
anxiety states and obsessionals. Extremely few schizophrenics 
were operated upon. With both series the best results were 
obtained in the depressions; good results in the anxiety states 
and obsessionals. The results from the small numbers of 
schizophrenics in both series were much less impressive. 
Psychiatric ratings of the patients in these series are compared 
by Strom-Olsen and Carlisle (1971) and these figures justify 
further consideration (Table 1). About 50 per cent of patients 


TABLE 1 
Comparison of Results of Two Modified Leucotomy 
Operations* 


Sykes and Tredgold Strom-Olsen and 
(1964) Carlisle (1971) 
Recovery rating (Orbital under (Bi-frontal 
cut series) stereotactic 
tractotomy series) 
| 58 (28%) 36 (30%) 
Il 48 (24%) 21 (18%) 
qn 68 (33%) 27 aa 
IV 29 (14%) 33 (28%) 
Vv 2 (1%) 1 (1%) 
Total 205 118 
Key 
| = Completely recovered 
Il = Improved, no treatment required but with slight 
residual symptoms 
Ill = Improved, but still needing treatment with persistent 
symptoms 
IV = Unchanged 
vV = Worse 


* Data from Table XIV, Strom-Olsen and Carlisle (1971) 
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reach the first two psychiatric grades; virtually no patients are 
made worse by the operations. However if recovery ratings III 
and IV are considered (bracketed in Table 1) the results in the 
orbital undercut series are significantly better (x? = 9.78 P = 
<0.01). As this is a comparison between patients who are 
unchanged compared with those who are improved toa limited 
extent this difference is of clinical interest. Other criteria are, of 
course, more important than overall ‘recovery rating’ particu- 
larly personality deficits. Although it is not easy to make exact 
comparisons 86 per cent of the stereotactic tractotomy series 
showed no demonstrable undesirable personality change 
compared with about 70 per cent in the orbital undercut series. 
It seems likely that there is little to choose between these two 
modified operations. 

Other series are of interest because they have been particu- 
larly concerned with the effects of modified leucotomy on 
intractable psychoneurotic illness. In Birley’s (1964) series the 
results of surgery in the small group of 16 obsessive-compulsive 
patients was good, 12 out of 16 being considerably improved. 
Two other series have been concerned especially with the 
results on obsessional illness. Bridges, Goktepe and Maratos 
(1973) show that two-thirds of their group of 24 obsessionals fell 
into the categories implying definite clinical improvement. 
Obsessionals who did poorly tended to have illnesses of earlier 
onset and their illnesses tended to have begun suddenly. 

Tan, Marks and Marset (1971) using retrospective controls 
and the technique of blind ratings of protocols by independent 
assessors showed that leucotomy patients did significantly 
better than controls with respect to obsessions and general 
anxiety. Obsessions were reduced from a severe to a moderate 
degree of handicap and this reduction, without total symptom 
removal, seems characteristic of the results with psychosurgery 
on this group of disorders. If this improvement is related mainly 
to the reduction in anxiety it would suggest that a treatment 
regimen in which psychosurgery is combined with energetic 
behaviour therapy (Kelly, Walter and Sargant 1966) might prove 
an effective treatment for chronic, refractory obsessive- 
compulsive disorder including those which fail to respond to 
behaviour therapy prior to operation. 

Another group of patients suffering from severe psychoneuro- 
tic disturbance and upon whom more definite evidence of the 
effect of psychosurgery is now available is severe agoraphobia 
(Marks, Birley and Gelder 1966). This was also a controlled 
design. Leucotomy patients did significantly better than controls 
with respect to phobias and general anxiety; work adjustment 
improved markedly; personality changes after operation were 
mild. These results are impressive, particularly as it is noted that 
the control group received intensive treatment, both in hospital 
and afterwards from out-patient and community services. These 
authors also emphasize that psychosurgery should be part of a 
wider treatment programme so that, when anxiety falls after 
operation, retraining programmes may be more effectively 
carried out. 

In summary, the clinical results from various types of 
modified operation suggest that at least one-half or more of 
patients selected because they have failed to respond to other 
forms of treatment show significant clinical improvement. 
Patients with chronic depression are helped most and patients 
with obsessive compulsive disorders appear to do better 
clinically than used to be thought, perhaps two-thirds of 
carefully selected patients being likely to gain some benefit. 
Patients with chronic anxiety states also do relatively well and 
there is one carefully controlled series suggesting that chronic 
long-standing agoraphobics may benefit. Patients with 
schizophrenia are not helped. The presence of ‘tension’ (see 
Clinical Psychophysiology) still remains an important pre- 
operative requirement as does a supportive post-operative 


environment. There is increasingly the suggestion that 
psychosurgery should be part of a larger treatment programme, 
especially with chronic psychoneurotic conditions in which 
symptoms may be considered overlearned. Thus with chronic 
obsessional and phobic disorders, once the general anxiety 
level is reduced, intensive behaviour therapy programmes seem 
likely to be an essential part of the post-operative regimen. 
There is no clear evidence from the series so far reported 
whether psychotherapy is possible or helpful after leucotomy. 
This might be an interesting research area. Undesirable side 
effects are uncommon after modified operations though the 
precise incidence is not established. It is interesting how the 
major problems of psychosurgery discussed in the early 1950s 
still remain as important discussion points, though answers 
have in large part been provided by 20 years of neurosurgical 
and psychiatric development. 


Psychological studies 


The results of early studies on psychological changes following 
prefrontal leucotomy have been summarized by Crown (1951) 
and Willett (1960). Considering the effort expanded the results 
were disappointing. Batteries of tests either tended to be 
selected arbitrarily to see what intellectual or personality 
changes might occur or else investigators were concerned with 
concepts difficult to define, such as biological intelligence 
(Halstead) or abstract and concrete intelligence (Goldstein). 

The second phase of psychological study tended to work 
within an Eysenckian framework which was easy to define and 
seemed relevant to putative clinical changes. An early study by 
the present writer (Crown, 1952, 1953) failed to show any 
changes in intellect, neuroticism or extraversion on a group of 
psychotic patients. Petrie (1952) working with neurotic patients 
demonstrated a drop in intelligence and decreases in neuroti- 
cism and introversion. In more recent studies a decrease in 
neuroticism has been regularly demonstrated after 
psychosurgery, but the situation with regard to extraversion is 
less clear, although theoretically extremely interesting. 

No convincing change in extraversion can be demonstrated 
by the time of the usual first retest after psychosurgery (about six 
weeks) but changes can sometimes be demonstrated by about 
nine months post-operatively. Levinson and Meyer (1965) who 
did the psychometric examination for Sykes and Tredgold 
(1964) two or three weeks post-operatively showed no sig- 
nificant change in extraversion although a highly significant 
drop in neuroticism. Nine months after operation the change 
towards increased extraversion was statistically significant but 
only at the 5 per cent level. With a group of 29 cases this 
relatively low degree of statistical significance invites concern 
about its theoretical significance. Kelly, Walter and Sargant 
(1966) six weeks post-operatively showed a significant drop in 
neuroticism but extraversion was insignificantly changed. The 
same sample was re-tested 18 months post-operatively (Kelly et 
al., 1972). Again there was no significant change in extraver- 
sion. These results were replicated by the same team using a 
new sample of patients upon whom modified leucotomies had 
been performed with testings at similar times post-operatively. 
At six weeks there was no significant change either in 
neuroticism or extraversion. When the results from both these 
groups were combined, giving data on 78 patients pre- and 6 
weeks post-leucotomy, thena highly significant drop in neuroti- 
cism is noted but a non-significant change in extraversion. 

While Willett (1960) reasonably criticized the negative 
findings of the present writer (Crown, 1952; 1953) as possibly 
being related to the psychotic sample examined, patients 
examined by Kelly and Levinson and Meyer were either 


depressive or neurotic introverts and, if the hypothesis of 
personality change along the dimension of increased extraver- 
sion is valid it should have been demonstrable on these patients. 
What is of particular theoretical interest is the possibility that 
there may be a gradual change in cortical inhibition (Willett, 
1960), possibly the psychophysiological basis of extraversion, 
and that these changes occur only gradually (Levinson and 
Meyer, 1965). If this is so then a more direct possibility of testing 
the hypothesis arises from the use of conditioning techniques. 
Serial tests of conditionability might be made to demonstrate, 
together possibly with serial EEG studies, changes in a 
psychological function (conditioning) being coincident with 
electrophysiological changes (EEG) and personality change 
(extraversion). 

It is also necessary to think critically about what is included 
under the general rubric of ‘extraversion’. Eysenck and Eysenck 
(1963) have suggested that there may be at least two compo- 
nents: impulsiveness and sociability. It would be interesting, 
therefore, to examine changes in particular subtest items 
comprising the extraversion scale to see whether either one or 
other of these components is affected. 

An interesting link clinically, surgically and psychologically 
is in the recent development of stereotactic limbic leucotomy 
(Kelly, Richardson and Mitchell-Heggs, 1973; Kellyetal., 1973) 
in which surgical lesions are made in both the frontal cortex and 
the cingulum, A preliminary report on 40 patients is available 
(Kelly, 1973) showing that six weeks post-operatively there is a 
highly significant drop in neuroticism but no significant change 
in extraversion. These results are also confirmed using the 
Middlesex Hospital Questionnaire (Crown and Crisp, 1966) in 
which the anxiety, phobic, obsessional, somatic, and depres- 
sive subscales all show statistically significant decreases 
whereas the hysteric subscale, significantly correlated with the 
EPI extraversion scale (Young, Fenton and Lader, 1971) shows 
no significant change. 

The development of limbic leucotomy, provides a link with 
basal ganglia surgery for the treatment of Parkinsonism (see 
reviews by Riklan and Levita, 1969 and Crown, 1971). 
Extensive attempts have been made to ascertain whether there 
are any intellectual, emotional or personality changes following 
stereotactic thalamotomy. In a carefully controlled study by 
Assoet al. (1969) with groups of moderate size tested before, in 
the early post-operative period and nine months post- 
operatively, no permanent changes could be demonstrated in 
a comprehensive battery of intelligence and personality tests 
including tests of neuroticism and extraversion. These results 
together with the early post-operative results with limbic 
leucotomy (Kelly et al., 1973) suggest that the combination of 
cingulotomy and a lesion in the lower medial quadrant of the 
frontal lobes produces a greater degree of personality change in 
the early post-operative period than thalamotomy. 


Clinical psychophysiology 


Psychophysiology is a complex and developing research field. 
For the purposes of this review the focus is ona relatively small 
but productive area that has been related to the development of 
psychosurgery and is of interest to clinical psychiatry. The 
studies are by Kelly and his associates. 

The major technique (Kelly, 1966) is the measurement of 
anxiety by forearm blood flow under basal conditions and also 
during and after ‘stress’ (mental arithmetic carried out while the 
patient is being continuously harassed and criticized). Kelly 
established basic information about forearm blood flow, its 
reliability, its validity as a diagnosis of anxiety, its relationship to 
other measures such as heart rate and blood pressure and also its 
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relationship to anxiety measured by written tests. Kelly, Walter 
and Sargant (1966) used forearm blood flow for the assessment 
of modified leucotomy. While there was a fall in all measure- 
ments of general anxiety after modified leucotomy the greatest 
decrease was in ‘basal’ forearm blood flow. 

Later (Kelly et al., 1972) the study was extended both by 
longer follow-up of the original series and also by examining a 
new series of patients in whom modified leucotomies had been 
performed. In the second cohort, clinically somewhat different 
from the first group before operation and rated as less improved 
clinically at six weeks post-operatively, less change was found 
in their physiological and psychological measurements. Statis- 
tical techniques were used to see whether pre-operative data 
could predict a good clinical result at six weeks. Forearm blood 
flow was the best physiological predictor of a good clinical 
result. 

In his most recent paper (Kelly et al., 1973) concerned with 
the early post-operative assessment of limbic leucotomy the 
patients were less aroused physiologically following this 
operation as evidenced by significant reductions in basal 
forearm blood flow, heart rate, and measures of blood pressure. 

There are several matters of interest theoretically arising from 
these studies. Concerning neuroticism, there is a stimulating but 
not yet clearly defined link with a number of concepts of current 
interest in psychology and psychiatry: tension, arousal, vigil- 
ance, attention, orienting response. Psychosurgery has thrown 
some light on these areas at a psychometric level and at an 
autonomic level. The possibility of including cortical arousal 
would be of the greatest interest for future research, particularly 
using measurement such as cortical evoked potential. A 
relatively small battery of carefully selected tests at the 
behavioural, autonomic and cortical level could now be 
applied to patients undergoing psychosurgical operations in the 
lower medial quadrant of the frontal lobe and in the limbic lobe 
and the comparison made with psychosurgical procedures 
undertaken on the basal ganglia such as stereotactic 
thalamotomy for Parkinsonism. 


Conclusions 


(1) The early technique of ‘standard’ (radical) leucotomy is 
now virtually abandoned and standardized operations are 
performed using stereotactic techniques, the preferred sites of 
operation being the cingulum and the orbital cortex. Thus one 
of the important previously uncontrolled variables, surgical 
technique, is both accurate and standardized. 

(2) Clinical methodology has been improved. Two particu- 
larly useful techniques have been developed, the use of 
retrospective control studies; and the use of blind matching 
techniques: pre- and post-operative descriptions of patients are 
provided and the clinicians themselves do not know at what 
point in time the descriptions came from, nor whether they 
came from operated patients or from controls. 

(3) Clinical indications for operation have become clearer. 
Chronic depression and chronic, severe psychoneurotic disor- 
ders, particularly obsessive-compulsive, phobic and anxiety 
neuroses are likely to benefit from modified leucotomy opera- 
tions. 

(4) Unpleasant sequelae, particularly personality changes 
typical of the ‘frontal lobe syndrome’ of previous years, are now 
rarer and less severe. 

(5) Psychological studies within an Eysenckian framework 
have been followed up and it is clear that the problem of 
whether or not there are changes in extraversion needs 
reassessment. Attempts should be made to analyse changes ata 
psychological level (impulsivity and sociability) and also to link 
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psychometric tests with changes in independent parameters, 
particularly conditionability. 

(6) Changes in neuroticism after psychosurgery might be 
linked with many related concepts of interest at the present 
time, such as tension, arousal, vigilance, orientation, etc. As 
with extraversion, tests should be carried out ata psychological 
level, atan autonomic level (e.g. forearm blood flow) and also at 
a cortical level (e.g. cortical evoked potentials). 
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Psychotherapy 


M. BOSS and A. HICKLIN 


The literal meaning of psychotherapy is the care and cure of the 
mind. Accordingly, any kind of encouragement and friendly 
advice could constitute psychotherapy. But this definition is of 
course much too broad. When today we speak of 
psychotherapy we mean a method based on science for the 
treatment of morbid psychical disturbances. But even such a 
definition—which in one form or another appears in most 
textbooks of psychiatry—is not really satisfactory. It raises more 
questions than it answers, particularly if we are notcontent with 
a broad and superficial definition but try to specify exactly what 
concepts our definition entails. We then come to see that the 
very concept of mind raises philosophical difficulties, particu- 
larly when itis appreciated that psychotherapy today deals with 
psychosomatic no less than with purely psychical disorders. 
Furthermore, to treat adequately entails an understanding both 
of aetiology and of the ‘normality’ which is the goal of the 
psycho-therapeutic process. Evidently, therefore, the 
clarification of these questions involves philosophical consid- 
erations, and it is to the credit of Existentialist psychiatry that it 
has concerned itself with such considerations. 


Methods of psychotherapy 


If we exclude the early prescientific efforts of faith-healing and 
Mesmerism, modern psychotherapy may be said to have begun 
with Freud’s psychotherapeutic methods, which bore the 
characteristic stamp of 19th century scientific medicine. Even 
Freud’s attempt to explain his observations within a meta- 
psychological framework did not alter his basic allegiance to the 
methods of natural science. It is the purpose of Existentialist 
psychiatry to provide a more broadly based humanistic 
framework in terms of which the practice of psychotherapy can 
be conducted. 

Alongside Freudian psychoanalysis and its derivatives, often 
known collectively as depth psychologies, there are a consider- 
able number of psychotherapeutic methods which adhere 
neither to explanations in term of early personality develop- 
ment—as does psychoanalysis—nor to those that seek a 
purely phenomenological and Existential treatment of neurotic 
deviance. These methods aim less at effecting basic changes in 
personality than at improvement or relief of particular symp- 


toms. Compared with psychoanalysis, these methods of symp- 
tomatic treatment call for greater activity on the part of the 
therapist and a correspondingly greater degree of passivity on 
that of the patient. For example, in hypnotic treatment the 
patient is not called upon to take an active role in the re-shaping 
of his personality. From a philosophical and methodological 
standpoint, such methods concern themselves with only a 
limited sector of the human being, particularly those areas in 
which the most rapid and effective reduction of symptoms can 
be effected. To these forms of therapy belong all methods 
involving hypnosis and suggestion, and autosuggestive relaxa- 
tion procedures (Autogene Training), strongly directive guid- 
ance and counselling methods, and the various forms of 
Behaviour Therapy, e.g. desensitization procedures. The ‘dis- 
cussion therapy’ of Tausch, the non-directive client-centred 
therapy of Rogers, and the various ‘short forms’ of psychoanalyt-. 
ical treatment likewise belong in this category. 


Origin of psychoanalysis 


Freud used the term psychoanalysis to denote both a therapeu- 
tic technique and the body of theory (‘metapsychology’) based 
upon it. His method was derived initially from the hypnotic 
methods which he had learned from Charcot. Together with 
Breuer, he evolved the so-called cathartic method in the 
treatment of hysteria, based upon the observation that symp- 
toms could be relieved in some hysterical patients by the recall 
and acting out under hypnosis of traumatic experiences 
inaccessible to waking memory. As he himself put it: 

‘We found namely, in the beginning to our greatest surprise, that the 
several hysterical symptoms disappeared immediately and without 
return when we had succeeded in re-awakening the memory of the 
causative event to full clarity, and at the same time re-evoking the 
accompanying affect whereupon the patient described the event as 
thoroughly as possible and verbalized the affect. Remembering without 
affect is almost always devoid of any affect; the original psychic process 
must be repeated as vividly as possible, put into status nascendi and 
then verbalized.’ Breuer and Freud (1885). 

Already in the cathartic method one may trace features which 
were later to become characteristic of psychoanalysis. By use of 
hynosis, Freud was not concerned with dominating the patient, 
even when the latter was reduced to a wholly passive state. 
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Freud used the technique to discover aspects of mental life and 
experience denied or rejected by the patient in order to prevail 
on him to accept and acknowledge them. This was clearly with 
the intention of benefiting the patient (including the previously 
unacceptable aspects of his life and personality). The interpreta- 
tion of the effects of catharsis was, however, still conceived in 
purely biological terms. A 

Breuer and Freud published a joint paper summarizing their 
inquiries in 1893 andthe celebrated Studies in Hysteria in 1895. 
In the same year, Freud published an article on ‘The Defence 
Neuropsychoses’. Taking his point of departure from Charcot’s 
distinction between idiopathic and traumatic hysteria, Freud 
sought a common denominator by contending that idiopathic 
hysteria was likewise of traumatic origin. By trauma, however, 
he meant not a physical trauma (in Charcot’s sense of traumatic 
hysteria) but any experience linked with anxiety, guilt or shame. 
Moreover, a trauma is not always a single, overwhelming event, 
but may be produced by a summation of events, none of which 
alone is sufficiently intense as to constitute a traumatic situation. 
The essential factor appeared to be that the patient was amnesic 
for the traumatic event. In Freud’s view, it was not the trauma 
per se that was the pathogenic agent but the repressed memory 
of it which cannot be recalled and assimilated and the affects 
associated with it that cannot be discharged. Indeed repression 
soon came to occupy a central place in Freud’s model of 
hysteria, and which indeed marks his first creative period. 
Thereafter, with his abandonment of the hypnotic technique 
resulting from its many shortcomings, other psychopathological 
phenomena came to the fore. 


The psychoanalytical method 


Whereas Freud retained the ‘analytical couch’, he replaced the 
carthartic method by that of Free Association. While relaxed on 
the couch, the patient was requested to communicate all 
thoughts and memories that came to mind in an uncensored 
manner without regard to his own or the doctor's attitude 
towards them. Freud himself sat behind the patient so that he 
could devote himself exclusively to the material communicated 
in as relaxed and unbiased a manner as possible. As he himself 
put it: 

‘The analyst treats his patients by allowing them to lie comfortably on 
the couch while he himself sits behind them, out of their view. He does 
not require them to close their eyes and avoids making passes or other 
procedure resembling hypnosis. Such a session proceeds as in a 
conversation between two waking individuals, one of whom is 
protected from muscular effort or sensory distraction which could 
disturb his concentration on his own mental activity.’ (Freud, 1904). 

Contrary to the hope that this procedure would enable him to 

gain access to material previously available only through 
hypnosis, Freud soon realized—to his disappointment—that 
most patients fail to disclose their innermost and most secret 
impulses’ without reservation. Resistance of the most varied 
kinds were encountered and Freud came to appreciate that 
what at the outset he had regarded as a tiresome by-product of 
the treatment was in fact the central concern of psychoanalysis. 
In resistance, he postulated the active rejection of intolerable 
repressed ideas and their associated affects. As a single 
interpretation seldom sufficed, Freud recognized the impor- 
tance of systematically ‘working through’ the resistances, by 
repeatedly calling attention to their influence during the course 
of the analysis. 

Freud’s refusal to put the patient into an altered state of 
consciousness soon led to another, equally important, discov- 
ery. In the course of analysis, an emotional relation typically 
developed between patient and doctor—a phenomenon which 


Freud called transference. Freud saw in transference likewise a 
manifestation of resistance in so far as the patient (in accordance 
with what he later termed the repetition compulsion) transferred 
on to the therapist emotions originally directed towards persons 
who had been of central importance in his emotional life. Such 
transferences served, as it were, to sabotage the treatment. 

This method of treatment required of the therapist that he 
should alternate his attention between the material produced by 
the patient and its interpretation. He must likewise, as a 
complement to the complete openness of the patient, refrain from 
any kind of censorship or moral evaluation. His activity should 
be wholly restricted to interpretation—a procedure which 
obviously derived from dream interpretation. As is well known, 
Freud saw the dream as an ostensibly senseless sequence of 
events which, nonetheless, possessed meaning in the light of the 
patient's emotional history. On Freud’s theory, the manifest 
dream contest was derived from the latent (unconscious) 
content by a process which he called the ‘dream work’; 
interpretation, accordingly, is to be viewed as the dream work in 
reverse, as a means of exploring the unconscious background of 
the dream. Similarly, analytical interpretation attempts to 
disclose in analogous manner the unconscious background of 
the patient’s communications. 

Not least, Freud showed that psychotherapy must go hand in 
hand with renunciation. The conflict with the therapist pro- 
voked by the transference cannot be resolved by gratification, 
only be renunciation. The doctor must acquire detachment. As 
Freud said, the emotional coolness demanded of the doctor 
creates for both doctor and patient the most advantageous 
situation: for the doctor, the preservation of his own emotional 
life; for the patient, the greatest possible measure of help. 

While the theoretical aspects of psychoanalysis were 
developed further, e.g. in regard to infantile sexuality and the 


~ concepts of ego, superego and id, the therapeutic technique 


remained essentially unchanged. While Freud developed his 
theory essentially within the framework of the biological 
sciences, his therapeutic technique was much less influenced 
by such considerations. It was essentially governed by empirical 
considerations well outside this particular framework. This is 
well recognized by Bally in the following comment: 

‘Freud encounters the patient at the level of language—a level on 
which man is in principle different from animals. Whereas Freud 
retained a life-long adherence to biological theories of the 
psychotherapeutic process, his intellectual integrity enabled him—in 
contrast with all methods habitually evolved by doctors—to evolve a 
method which was destined to bring a humanistic orientation into 
medicine. This he did in spite of his life-long conviction that the 
treatment of neuroses should be ‘biological’ (i.e. physical) and that 
psychoanalysis was only a temporary expedient.’ 


Neo-Freudian theory 


As has been said, Freud saw in free association, repression and 
transference the decisive factors in psychoanalytical treatment. 
At the same time, he conceded that the theoretical structure 
could be called into question at any time should this seem 
justifiable. As it turned out, only a few of Freud's disciples and 
successors took over his theory and practice wholly without 
modification. 

As is well known, some of Freud’s disciples, such as C. G. 
Jung and Alfred Adler, changed the theory so decisively that 
Freud came to regard their ideas as incompatible with 
psychoanalysis, as he understood it. Jung extended the sphere 
of the unconscious by adding the collective to the personal 
unconscious and abandoned Freud’s simple scheme of biologi- 
cal drives. The goal of treatment, for Jung, lay less in the 
resolution of intrapsychic conflict and in promoting adaptation 


to reality as in discovering one’s own identity, in what he termed 
individuation. For Adler, the drive for status and power replaces 
sex and conflict as the primary source of neurotic disturbance. 
Thus social factors came increasingly into consideration. 

K. Abraham was mainly concerned with defence mechanism 
and character types, an approach later developed by Wilhelm 
Reich. Indeed we are indebted to Reich above all for the 
technique of character analysis and the manipulation of 
resistances. W. Stekel and S. Ferenczi were concerned less with 
theory than with new therapeutic techniques, in particular the 
so-called ‘active methods’. Anna Freud and Melanie Klein 
made important contributions to child psychotherapy and the 
former was also concerned with the development of ego- 
psychology, for which H. Hartmann, E. Kris and D. Loewenstein 
also contributed. A number of analysts working in America, 
introduced some new theoretical concepts and several 
modifications of technique. Among them were Karen Horney, 
Erich Fromm, and H. J. Sullivan. In Germany, the work of Otto 
Rank, H. J. Schultz and H. Schultz-Hencke deserves mention. 

It is noteworthy that all these departures and deviations from 
orthodox psychoanalysis did not destroy the basic framework 
of theory and practice evolved by Freud. The reason for this is 
that all the neo-Freudians and dissident schools worked within 
the same basic psychotherapeutic convention. Indeed the reality 
of psychological illness and the efficacy of psychotherapy was 
never in question. Nor was it in question that scientific 
causality, while a concept appropriate to the Natural Sciences, 
is not appropriate to psychology. 


Existential psychiatry 


Jung can be regarded as the first protagonist of the view that the 
concepts of the Natural Sciences are inappropriate to medical 
psychology. He saw clearly that psychotherapy is not only 
concerned with helping man to achieve his capacity to work 
and to enjoy life but that it paves the way to self-realization 
(individuation). Another pioneer of the humanistic outlook is 
Viktor von Weizacker, of whom it has been said that he strove to 
achieve insight into health and sickness through the study of 
man and his history. Furthermore, his ingenious concept of the 
Gestaltkreis achieved a reorientation in psychosomatic 
medicine, 

Among recent Existential psychiatrists one may mention von 
Gebsattel and Brautigam, both of whom place stress on the need 
to regard the doctor-patient relation in psychotherapy as one in 
which there is an attempt to treat the patient not as an object but 
as a fellow man who is helped by the doctor to achieve insight 
into his life situation. Both doctor and patient are joined in 
fellowship in a common world. 

Other Existentially orientated psychiatrists include J. Zutt, E. 
Strauss, I. Caruso, V. E. Frankl and L. Binswanger. All place the 
interpersonal doctor-patient relationship in the foreground and 
are deeply concerned with man’s existential relation to the 
world. The questions they pose are basically philosophical and 
these authors, unlike Freud, endeavour to answer them in terms 
not of biological science but of the nature of human existence. 
Unfortunately, the philosophical position they assume is not 
always a stable one. More penetrating is the analysis of 
Heidegger, who endeavoured to place Existentialism on a 
firmer basis and expressed the view that psychology should take 
a hermeneutical and phenomenological standpoint rather than 
the causal and genetical approach of much modern psycho- 
logy. This has application to abnormal no less than to normal 
psychology. In the abnormal, important avenues of human 
existence and potentiality are closed off. This gives rise to 
feelings of guilt, not least neurotic guilt. From such considera- 
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tions, the possibility of an Existential Psychotherapy arises, 
which offers the patient a chance of taking advantage of all the 
opportunities life opens to him. 

We can do no more than adumbrate the Existential attitude 
towards human understanding, Fuller expositions will be found 
in the writings of M. Boss and G. Condrau. It should however be 
mentioned that such a phenomenological method, based 
primarily on human experience and independent of secon- 
dary, derived hypotheses, no longer necessitates a strict dualism 
between subject and object or mind and body. It makes possible 
a new approach to psychosomatic problems, such that we need 
no longer concern ourselves with questionable body-mind 
hypotheses. We need no longer sustain the outworn mind-body 
dualism and must think only of the embodied human being who 
thinks and feels and acts. We have to think of the patient with 
psychosomatic disorder from the point of view of his essential 
nature and relationship with the world. No longer can we think 
purely ‘symptomatically’ e.g. in terms of high blood pressure, 
digestive disorder or asthma. In gastric ulcer cases, for example, 
there is more than merely a disturbance in gastric function. The 
verifiable somatic pathology together with the patient's own 
complaints constitute a picture that can be investigated by 
chemical and radiological techniques. But to limit inquiry to 
purely physical pathology conceals the psychological sig- 
nificance hidden behind the bodily manifestation. Digestion 
can, it is true, be upset by indigestible or toxic agents; but it can 
also be upset when a patient is unable to digest for psychologi- 
cal reasons emanating from his Existential state. Similar 
considerations apply in the case of other psychosomatic 
disorders. 

Existential psychiatry, while it is sharply distinguished from 
all physical or even metapsychological themes of mental 
illness, has adopted most of Freud’s recommendations for the 
practice of psychotherapy. In particular, it resembles Freud's 
psychoanalysis insofar as it is based primarily upon empirical 
rather than theoretical grounds and entails a direct intuitive 
understanding of human nature. It deviates from psychoanalysis 
only where Freudian method has been unduly subordinated to 
Freudian theory. In particular, it shares with psychoanalysis the 
requirement that patients should disown conventional attitudes 
and moral judgements and should share with the doctor all 
feelings, impulses and experiences as may arise in the course of 
the treatment session. Psychotherapy comes about through 
communication, not only through speech but through gesture 
and bodily symptoms. It is essential that the patient appreciates 
that he will not be cured by the doctor, but only with the doctor 
in a co-operative enterprise. Improvement comes about not 
through interpretation of early emotional history but through the 
patient's gradual emergence from his current state of introver- 
sion and disconnection from others to a more free and open 
relationship with the world. 

At the same time Existential Psychotherapy differs from 
Freudian analysis in that the patient is less exclusively centred 
on the therapist and undertakes greater responsibility for the 
development of his own personality. Undue concentration on 
the relationship with the therapist can perpetuate neurotic 
dependence which has its origins in childhood. The aim of the 
therapy is to develop individual and social responsibility; 
transference to the therapist helps the patient to understand his 
own behaviour and is not simply a reaction to that of the 
therapist. The fact that such behaviour originates in the past and 
has reference to others besides the therapist does not really 
affect the situation, especially where strong emotions are 
involved. Such emotions have to be recognized within the 
framework of the therapeutic situation and only when they are 
fully understood and accepted by the patient does their 
containment become possible. 
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This new understanding of human Existence permits deeper 
insight into the problems of anxiety and guilt, recurrent themes 
in all psychotherapy. To the extent that the individual fails to 
realise his true nature and potentialities, he experiences guilt. 
The greater the falsity of his mode of existence, the guiltier he 
feels. It is essential above all to reveal to the patient his own 
misunderstanding of his feelings of guilt. This misunderstanding 
arises from the fact that the neurotic always attempts to seek 
perfection in his constrained and obsessional manner, which 
only occasions further guilt. 

Anxiety is also related to this constricted state of mind. It 
arises from conscience and the knowledge that the style of life is 
constrained and constricted and that the potential for develop- 
ment lies fallow. Fear of death may in fact be fear of the passing 
of an un-lived and wasted life. Both doctor and patient must 
learn to understand and accept this issue. 

Finally, one may point out that just as Existential psychology 
attempts to make waking life comprehensible, so also does it try 
to understand the significance of dreams. In dreaming as in the 
waking state, the individual expresses his characteristic rela- 
tions with the world. So regarded, the dream is no longer a Book 
with Seven Seals, the secrets of which are revealed only by 


attempting to undo the dream-work. No longer are hypotheses 
of latent and manifest dream content, unconscious wishes and 
the dream work necessary. What remains is the dream as 
experienced and related by the patient, as expressing his way of 
reaching this or that situation at this or that period of time. What 
is important is where he gets to in the dream and how he reacts 
to it, to what extent does the dream open up significant areas of 
personal development and to what extent does personal 
expression remain constricted and unfree? 
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Psychotherapy, the Role of Love in 


C. A. SEGUIN 


It has been postulated (Seguin, 1963, 1965a,b) that, beyond the 
theoretical and technical differences, there is in psychotherapy 
a common factor which is the acting one: the affective 
relationship between psychotherapist and patient. Such rela- 
tionship is not only a product of the so-called tranference and/or 
countertransference, but an authentic feeling which, on being 
analysed, could only be considered as a particular form of love. 

The love the psychotherapist experiences towards his or her 
patient is called psychotherapeutic Eros and has characteristics 
which distinguish it from the other forms of love. It is different 
from the love a father feels towards his son, a friend towards 
friend, a teacher towards pupil, a pastor to his follower. It is 
different , of course, from the lover’s love. The psychotherapeu- 
tic Eros has special negative and positive features. 

Among the former: it must be free from (1) authority or any 
tendency to possession; (2) identification; (3) dogma; (4) 
imposition of values, rules or knowledge and (5) sexual 
attraction. 

On the positive side it is differentiated because: (a) itis a love 
for the patient, or, rather, for the person of the patient. This 
means that it is not a form of ‘humanitarian’ love that the 
physician must feel towards the sick as sick, butitis an authentic 
movement towards the unique individual who is before 
him—who is this one and not another—who is not a sick man, 
buta man. 

(b) Itis indestructible. This characteristic neatly distinguishes 
the psychotherapeutic Eros from any other kind of love: the 
lover will cease to be a lover if his feelings are not returned, if his 
partner is unfaithful or if he finds indifference or scorn; a friend 
will not last long if he discovers that he has nothing in common 
with his supposed friend. A father will feel apart (although his 
love will not disappear totally) if his son shows rebellion, 
opposition or any negative attitude; a teacher will disavow a 
disciple who is no longer able to join him in the search for the 
road to excellence. Perhaps the pastor may be more faithful: he 
will not lose hope even though his sheep may stray from the 
fold. None, however, will, like the psychotherapist, continue to 
love in spite of everything. The patient may exhibit the complete 
gamut of negative feelings: he can be aggressive, hostile, 
intriguing, deceiving, mendacious, rebellious, incredulous or 
bellicose; the psychotherapist will not cease to love him. On the 
contrary, perhaps all these feelings augment his love being as 


they generally are a demonstration of precisely how much that 
love is needed. 

(©) The psychotherapeutic Eros, furthemore, is distinguished 
by what has been called the ‘psychotherapeutic experience’ 
(Seguin, 1963, 1965a,b). This may be described as a unique and 
special case of dual creation, ‘creation-a-deux’, It is an 
experience that partakes, on the one hand, of what happens in 
love and, on the other, of what is experienced in artistic creation 
or scientific discovery. 

The question of how the psychotherapeutic Eros acts and why 
it is effective in answered along the following lines (Seguin, 
1965c, 1969): Everybody accepts today the role that the 
mother-child relationship plays in the formation and dissolu- 
tion of personality and its decisive influence during the first 
years of the infant's life. The mother’s attitude is, therefore, of 
the utmost importance and should be closely studied. 

Other than those rare cases in which there is a definite 
rejection of the child, maternal feelings may be classified into 
two categories: conditional and unconditional love. The 
mother whose love is conditional will profess to love her child 
dearly but will always set conditions for that love to exist: ʻI love 
you if you obey,’ ‘I love you if you are a good boy,’ ‘I love you if 
you don’t bother me too much.’ Even: ʻI love you if you are 
intelligent, or if you are pretty, or if you are like me.’ In sum: ‘I 
love you, if...’. 

Where an unconditional love exists, the mother will love her 
child with no ‘ifs’ whatsoever. She will love him as he is, with his 
defects and his difficulties. She will love him, one might say, in 
spite of everything. 

Let us imagine a mother offering a totally unconditional love. 
We can understand, then, how her child will be in the best 
position to develop into a conscientious and responsible adult. 

By contrast, let us now imagine what happens—and it 
happens daily—to children submitted toa conditional love. The 
child has to fulfil one of several conditions if he wants to have 
his mother’s love. He knows it and as he cannot ever risk losing 
it, he behaves, or tries to behave, in such a way as to deserve that 
love. He will be obedient, he will be good, he will be clean, he 
will be everything he is able to be except himself. When he is 
not able to comply with his mother’s conditions he will resort to 
another mechanism: rebellion. 

To be ‘as mother wishes’ is for the child never to be himself. It 
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is constantly to wear a mask; itis to thwart his own spontaneous 
and free development. To make a child ‘the way mother wants 
him’ is to constrain his personality within rigid and narrow 
limits, imposing—neurotically—artificial values upon him. 

Such a child will get so used to his mask that he will never 
dare to show his real face. A moment will come, sooner or later, 
when the mask will cohere to his face. Should he, then, want to 
tear the mask away, he will not be able to do so without pulling 
off his own skin with it. That child would now have become a 
neurotic. If, moreover, the mask is sufficiently impervious and if 
his personality is sufficiently vulnerable, he will become a 
psychotic. 

When the demands of conditional love are impossible to 
meet the child makes use of another device, sometimes useful, 
but no less destructive: viz rebellion; blind and systematic 
opposition to all values accepted by the mother, i.e. 
psychopathy. 

The conditionally loved child will grow up seeking the 
approval of the others either through renunciation and pretence 
or he will turn against them in desperate and useless rebellion. 
In either case he will alienate himself more and more from his 
authentic self and will sink deeper and deeper into falsehood 
until the moment comes when he is no longer able to stand the 
comedy. That man will then come to us for help. 

Being the psychotherapeutic Eros is an unselfish, undemand- 
ing, we-centred kind of love; an unconditional and totally open 
relationship with the therapist in which the patient will 
experience, for the first time in his life, the freedom to be 
himself. In that freedom he will be able to face those parts of 


himself that he, with or without reason, has rejected: his defects 
and his shortcomings, without a feeling of shame, guilt or 
contempt. 

The relationship between this pathogenetic theory of the 
neurosis and the psychotherapeutic Eros can now be under- 
stood. The neurotic, who never knew what to be loved for 
himself is like, who never found any unconditional relationship 
(because he had not met it, or because he did not know how to 
live with it as a consequence of threats and frustrations) finds 
himself, for the first time, in front of a man, the therapist, who 
loves him with no conditions attached. 

It is, indeed, a totally new experience and, therefore, a 
disconcerting one. All the neurotic’s life has prepared him to 
hide and escape, to disguise and deny. He cannot believe, he 
cannottrust, he cannot be sincere and, should he dare to, he will 
expect rejection, the loss of the maternal love. He will often 
unconsciously provoke rejection because he needs to confirm 
his fears and his distrust. In his relationship with the therapist all 
that will change. For the first time, a completely new process of 
interrelationship will be born and out of it the possibility of a 
normal life. 
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Race and Ethnic Relations 


A. L. COLEMA 


The study of race and ethnic relations is a subdiscipline of the 
behavioural sciences, most specifically of sociology and social 
psychology. It has emerged mainly since 1900 and has been 
until recently largely American in its assumptions, data, 
methodology and personnel. Courses in this field are wide- 
spread in American colleges and universities, most often in 
departments of sociology. 

Work in the field focuses on social relations and structures, 
their antecedents and consequences, social and psychologi- 
cal—in contradistinction to the biological and physical 
anthropological approaches to the study of race, and the 
cultural anthropologists’ ethnographic studies of groups and 
societies. 

In addition to race and ethnic, key concepts which help 
define the field are prejudice, discrimination, racism, minority 
group, and dominant group. These terms from everyday 
vocabulary have been given restricted and more precise mean- 
ings as tools of analysis in race and ethnic relations. 

In this field race is socially defined on the basis of physical 
criteria; that is, a ‘human group that defines itself and/or is 
defined by other groups as different . . . by virtue of innate . . . 
physical characteristics’. Ethnic group is a parallel and interre- 
lated term defined by substituting ‘cultural characteristics’ for 
‘innate physical characteristics’ in the definition above. Since 
most racial groups in a given society also have some cultural 
distinctiveness, ethnic is sometimes used to include race. 
Racism, or racialism, refers ‘to any set of beliefs that organic, 
genetically transmitted differences (whether real or imagined) 
between human groups are intrinsically associated with the 
presence or absence of certain socially relevant abilities or 
characteristics, hence that such differences are a legitimate 
basis of invidious distinctions between groups socially defined 
as races’ (van den Berghe, 1967). 

Prejudice is ‘a system of negative conceptions, feelings, and 
action-orientations regarding the members of a particular 
group’. Discrimination refers to ‘overt action in which members 
of a group are accorded unfavourable treatment on the basis of 
their religious, ethnic, or racial membership’ (Vander Zanden, 
1972). A dominant group is ‘one within a national state whose 
distinctive culture and/or physiognomy is established as 
superior in the society and which treats differentially and 
unequally other groups in the society with other cultures or 
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physiognomy’ (Marden and Meyer, 1968). Correspondingly, a 
minority group is a ‘culturally or physically distinctive and 
self-conscious social aggregate, with hereditary membership 
and a high degree of endogamy, which is subject to political, 
economic, or social discrimination by a dominant segment of an 
environing political society’ (Williams, 1964). 

There have been two main traditions in American race and 
ethnic relations studies, the social structural and the social 
psychological. These have now largely converged into a more 
eclectic approach to explanation. Few scholars today attribute 
the origin and maintenance of race and ethnic relations 
phenomena wholly to psychological or to sociological factors, 
However, normative and sociocultural approaches are gener- 
ally ascendant. This type of explanation postulates that 
individual prejudice comes mainly from the internalization of 
the prejudicial norms of one’s society, The focus of research is 
on the structures, process, and power relations that create and 
maintain norms of prejudice and discrimination, and grouping 
and collective identity on the basis of race or ethnicity (Westie, 
1964), 

The authoritarian personality, frustration-aggression, and 
projective type explanations of prejudice, so popular among 
American psychologists and psychiatrists in the 1940s and 
1950s and the basis of much research in that period are now 
given somewhat less weight and are seen as more applicable to 
individual differences and dynamics than to societal-level 
phenomena. 

Until now, American blacks and black-white relations in the 
USA have received by far the greatest attention in race and 
ethnic studies, with Jews and anti-Semitism second. Other 
American minorities are now coming to the fore, especially 
Indians, Mexican-Americans, and Puerto Ricans. Race and 
ethnic situations in other countries and societies are at last being 
studied, making possible a more comparative approach. 
Britain’s domestic and Commonwealth problems of this sort 
symbolize the growing world-wide political impact of race and 
ethnicity and have come in for considerable attention by race 
and ethnic relations scholars in recent years. South Africa's 
multiracial society and apartheid system have been studied as 
the ultimate in structured inequality and Hawaii and Brazil as 
multiracial societies with a low degree of racism. But there has 
been little application of race and ethnic relations perspectives 
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to the multiracial and multiethnic situations of Continental 
Europe, Asia, and the rest of Africa. 

‘An American Dilemma (Myrdal, 1944) the massive study of 
the American Negro-white problem remains the single biggest 
and most influential piece of research carried outin this field. Its 
British counterpart is Colour and Citizenship (Rose, 1969). 
Myrdal’s thesis was that the contradiction between America’s 
ideology of equality and its discriminatory practices created 
strain and a moral dilemma that would eventually bring change. 
Subsequent events and analyses have both supported and raised 
questions or qualifications concerning this theory but it remains 
an important and tenable hypothesis. 

The issue of whether there are genetically based racial 
differences in intelligence and creativity is one that has been 
argued and researched since the invention of 1.Q. tests at the 
turn of the twentieth century. At present there is renewed 
controversy over the tests and their interpretation, and the 
importance of such research. With few exceptions, there is 
consensus among behavioural scientists in the assumption that 
such differences are non-existent or insignificant as well as 
intrinsically almost non-researchable. 

Since the early 1950s, the desegregation process and its 
outcomes have been a major concern of American race and 
ethnic specialists. The US Supreme Court relied heavily on 
social science evidence in its famous school segregation ruling 
of 1954. Some of the desegregation research has been cast in the 
larger framework of strategies of planned social change. 

The riots in American cities during the mid-1960s brought a 
flurry of scholarly as well as political attention to violence and 
conflict, both the racial and the more general phenomena. The 
absence of conflict is no longer seen as indicative of good race 
relations, and it is clear that the riots facilitated some needed 
change, whatever else their consequences. A controversy over 
the unstable, often fatherless lower-class Negro family, whether 
principally a cause of other Negro pathology or mainly a 
product of societal prejudice and discrimination, has raged in 
the USA during the same period. The increasing concentration 
of American blacks in the inner cities of the largest metropolitan 
areas and the flight of whites to the suburbs have focused 
attention on the subculture and pathology of the ghetto. An 
important theoretical and practical issue that has emerged is 
whether there is a real ‘culture of poverty’, as some 
anthropologists have claimed, or merely a life-style that 
represents an enforced accommodation that will gladly and 
quickly be given up when inequality is lessened. 

After a half-century of research and writing there is little 
formal theory of race and ethnic relations, though there are 
numerous mini-theories and partly tested propositions. Many 
behavioural scientists would argue that a separate theory is 
unnecessary or undesirable, since race and ethnic relations are 
only human relations in a particular arena. Ideologically based 
theories, such as Marxism, have been elaborated to provide 
explanations and action strategies in this field as in others. 
Economic and other varieties of determinism have in the recent 
past been prevalent in the field and there is still some theoretical 
particularism. Some sociologists attempt to analyse race and 
ethnic relations phenomena wholly within a social stratification 
framework but most find this too limiting. Atthe present time the 
competition between functional and conflict theories, so 
ee in sociology in general, is very much apparent in this 
ield. 

A notable attempt to synthesize conflict and functional 
interpretations as they apply to race and ethnic relations, as well 
as to move toward a world-wide comparative analysis, is that of 
R. A. Schermerhorn in his Comparative Ethnic Relations (1970). 
Michael Banton (1967) and Pierre van den Berghe (1967) have 
also made notable contributions to establishing a comparative 


science. Recent revisions of three popular textbooks used in 
American college courses represent—collectively but not 
singly—a good summary of the current state of knowledge, 
issues, assumptions, and approaches. These are C. F. Marden 
and Gladys Meyer's Minorities in American Society, Third 
Edition (1967); G. A. Simpson and J. M. Yinger’s Racial and 
Cultural Minorities, Fourth Edition (1972) and J. W. Vander 
Zanden’s American Minority Relations, Third Edition (1972). 

Issues and concerns likely to receive major attention in the 
1970s are those concerning goals of minorities and general 
goals for race and ethnic relations, outcomes of present 
situations and trends, and strategies of planned change in this 
aspect of society. Now that traditional forms of discrimination 
and desegregation are breaking down in many countries, 
minority leaders as well as general policy makers and opinion 
leaders are re-examining their goals and goal conflict is quite 
evident. There has been a resurgence of minority separatism in 
various forms, ranging from social and economic to geographic 
and political. Some see voluntary separation as a short-range 
strategy leading to eventual equality and integration and others 
see it as the long-range goal and most desirable of ‘least of evils’ 
permanent state of affairs. In the USA some analysts see 
black-white relations moving toward ‘two societies’, despite 
tremendous gains in removing the most obvious discrimination 
against blacks. 

Behavioural scientists are also re-examining the assumptions 
on which their research, theory and policy suggestions have 
been based. In the USA, various forms of pluralistic society are 
emerging as the preferred or ‘realistic’ model, in contrast to the 
assimilationist assumptions of the recent past. There is a 
controversy over whether the assimilation perspective has 
blinded researchers in this field. 

Strategies of change in race and ethnic relations may be 
grouped as ‘change the person’ and ‘change the situation’ 
strategies. Accumulating evidence is increasingly bringing into 
question the earlier assumption that a change in attitude, or the 
reduction of prejudice, must necessarily precede a change in 
behaviour or the reduction of discrimination. That the process 
may operate in the reverse direction is indicated by data from 
the public opinion polls and other research. The current 
emphasis is increasingly on change the situation strategies, 
including the role of law and government. Humanistically 
oriented and ‘critical’ sociologists see the possibility of creating 
a new human personality, and thus eliminating race and ethnic 
pathology, by fundamental changes in society as a whole. But 
unplanned change and changes in technology and other 
aspects of society will probably continue to have a greater 
impact on the presence and type of race and ethnic phenomena 
than will direct, planned strategies. Whether, as some scholars 
have hypothesized, industrialization and discrimination are so 
antithetical as to bring the demise of the latter or merely new 
forms of racial and ethnic inequality is one of the great questions 
for the next few decades. 
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Rating Scales 


MAX HAMILTON 


Definition 


A rating scale is a method of grading or quantifying a single 
variable. In practice, the term is used to describe a set of scales, 
each one of which is then referred to as an item. 

In medical psychology, the commonestuse for rating scales is 
for quantifying psychopathological manifestations, chiefly 
symptoms, but also abnormalities of behaviour. Personality 
scales are also used, but scales for feelings and attitudes are very 
rare. Scales could also be concerned with psychodynamic 
concepts, e.g. projection, denial. 

Diagnostic and prognostic scales will include items not solely 
concerned with severity; items which distinguish between one 
symptom and another are not necessarily the same as those 
which predict outcome, with or without treatment. 


Types of scales 


Self-rating or Observer-rating. The former are easy to use 
frequently and also save the time of skilled staff; the latter can 
give information not available to patients (e.g. retardation, 
mannerisms, loss of insight), have higher reliability and validity 
and are less liable to various biases. Disadvantages of the former 
are that they cannot be used by very sick or illiterate patients; 
the meaning of their terms can be misunderstood and there are 
many factors which lead to inaccurate answers. Observer 
ratings require much time from skilled raters, i.e. those who are 
familiar with the clinical phenomena, with the type of patients 
to be rated and with the use of the scale. They should have been 
trained to score items independently and to avoid various 
constant errors and biases. 


Construction 


A scale requires that the subject should be appropriately 
delineated and then its various aspects categorized, e.g. a 
diagnostic or predictive scale may include symptoms, course of 
illness and background data (such as the number of previous 
attacks). A well-designed scale will have validity and reliability, 
and its description will give information on these. There should 


also be adequate statistics for the norms and clear instructions 
for use, together with information on the sample of patients on 
which it was standardized. This should be given in such a way 
that the user can identify easily those patients for whom the 
scale is, or is not, suitable. 


Uses 


The main use for rating scales is still for research purposes, 
chiefly for the evaluation of treatments in clinical trials. Such 
scales consist of items which measure severity of illness and can 
show changes with the improvement or deterioration of the 
patients. Examples of this type are (1) general purpose scales 
(Wittenborn, IMPS and BPRS); (2) special purpose scales 
(Hamilton Depression and Anxiety scales, Hysteroid-Obsessoid 
Questionnaire). 


Hierarchy of ratings 


(1) The lowest level consists of specific behaviour, e.g. the 
patient ‘picks’ at food. 

(2) Items can be grouped into symptoms, e.g. ‘loss of 
appetite’. 

(3) Symptoms can be grouped, e.g. ‘somatic symptoms of 
anxiety’. 

(4) Further grouping into syndromes, e.g. ‘agitated depres- 
sion’. Ratings are usually concerned with (2) and (3), Check Lists 
or Inventories with (1) and (2). 

Items in a scale should be distinct and should cover the 
required range. They should be relevant to the particular 
purpose and should occur with sufficient frequency in sample 
being rated.:Raters should score a level, not a change in it (i.e. 
better, worse). Grades should be capable of being ordered and 
should be distinguishable; they should also be concerned with 
the same variable, and be easily defined. 


Scoring of items 


Scoring of items may be dichotomous (scoring 0 or 1), in which 
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case the total score is the total number or proportion of items 
answered in an appropriate direction. Such items are easy to 
construct, but they are extremely liable to bias when the time 
score should be the intermediate ‘doubtful’. Items may be 
graded, e.g. Absent, Trivial, Minor, Mild, Moderate, Severe, 
Very Severe, Extreme. This makes 8 grades, but 4-7 is usual. It is 
important that each grade should be defined as clearly as 
possible. The grades given above describe a unipolar scale, but 
bipolar scales can be used, e.g. overactivity, normal activity, 
under activity. 

An alternative to the graded scale is the analogue or bar scale. 
The ends of a line are marked with the two extreme categories 
(intermediate ones may also be indicated) and the rater makes a 
mark in an appropriate position. The score is the distance from 
the appropriate end of the line. Scales may be confined to 
symptoms, behaviour or may include both. 

The increasing use of rating scales in recent years has been 
accompanied by an overenthusiasm and some lack of judge- 
ment. In a clinical trial of treatments, rating scales are not the 
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only way of assessing results and they will not compensate for 
the absence of controls or the use of incorrect ones, for improper 
choice of patients, inadequate design of the trial or the use of 
wrong dose levels. Scales for assessing personality are not 
necessarily useful in measuring the results of treatment, and the 
latter type of scales may not be helpful for research into the 
classification of mental disorders. 
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Reaction Time 


ROY DAVIS 


‘Reaction time’ is the term used to refer to the interval between 
the onset of a signal and the initiation of a voluntary response to 
that signal. Its duration depends on various circumstances, such 
as the nature of the signal, the nature of the response and the 
complexity of the decision required to translate from signal to 
response. The term ‘simple reaction time’ is used in situations 
where only one possible signal may occur and one particular 
response has been specified. The term ‘choice reaction time’ is 
used, rather loosely, to refer to a variety of situations in which 
the signal may be one out of several possible alternatives and 
where the response bears some systematic relationship to the 
signal presented, e.g. each possible signal requiring a different 
response. 

In measuring reaction times one normally takes sufficient 
readings, under conditions as nearly constant as possible, to 
obtain a frequency distribution. Most workers have used the 
mean (or occasionally the median) of this distribution but 
recently more use has been made of other parameters of the 
distribution (variance and higher moments, see below). 

The practical consequences of reaction time first became 
evidentin the late eighteenth century to astronomers engaged in 
measuring the transit time of stars. Different observers were 
found to have different constant errors in the timing of transits, 
according to whether they waited until the moment of transit 
before responding (hence introducing their reaction time 
between the moment of transit and their response) or whether 
they adopted some other strategy, such as attempting to 
eliminate their reaction time by slightly anticipating the 
moment of transit. The relatively constant error for each 
observer came to be known as his personal equation (Wood- 
worth, 1938). 

It was Helmholtz in the mid-nineteenth century who first 
appreciated the physiological significance of reaction time and 
made use of it in the first measurements of the speed of 
conduction of the nerve impulse. 

Various physiological processes contribute to the total 
reaction time. Even the most superficial analysis must take 
account of 

(1) Latency of the receptor system. 

(2) Conduction time via sensory nerves to the central 
nervous system. 

(3) Time for the central nervous system to identify the signal 


and select the appropriate response. 

(4) Conduction time via motor nerves to the effector organ. 

(5) Time for translation of action potentials in the motor 
nerves to muscular movement of sufficient magnitude to 
produce a recordable response. 

The latency of the receptor organ depends on which sense 
organ is stimulated and on characteristics of the signal, such as 
intensity. Typically, the latency of response in the optic nerve 
after photic stimulation of the retina is some 30-40 milli- 
seconds, compared with a latency of 2-3 milliseconds in the 
auditory nerve following stimulation of the cochlea. This 
difference in the neural effects of visual and auditory signals is 
evident in measures of total reaction time and is also shown by 
measures of evoked potentials at the cortex, taken either from 
implanted electrodes, or from scalp electrodes using computer 
averaging techniques. Different response systems ‘also have 
different latencies and some 30-40 milliseconds may elapse 
between the recording of a muscle action potential and the 
initiation of a key pressing response. 

The time which elapses in the central nervous system 
between the arrival of a signal and the initiation of an impulse in 
the appropriate motor nerves varies according to the complexity 
of the decision required. It rarely falls much below 100 
milliseconds for the simplest signal-response situation. The 
central component of reaction time, the way in which it varies 
under different circumstances and the inferences that can be 
drawn about the manner in which the central decision system 
operates, has been the main interest of experimental 
psychologists. 

The first use of reaction times to investigate specifically 
psychological processes was reported by Donders (1869). His 
technique forms the starting point for much modern work. 
Donders compared three types of situation; A reactions, (simple 
reaction time) one signal-one response; B reactions, several 
alternative signals each requiring a different response; C 
reactions, several alternative signals, as for B reactions, but with 
a response required to only one of these signals. He then argued 
that the B reaction involves at least two additional mental 
functions over and above those involved in the A reaction; (1) 
the observer must discriminate which signal has occurred, and 
(2) he must select the appropriate response to it. The C reaction, 
he assumed, involved only the first of these functions. He further 
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argued that, for a signal set of a given size, the difference 
between C-A reaction times should give the time required to 
discriminate between signals, and the difference between B-C 
reaction times should give the time required for selection of the 
response. 

Donders carried out a number of experiments based on these 
assumptions and the technique was used extensively by Wundt 
and his collaborators in the first laboratory devoted to experi- 
mental psychology, which opened in Leipzig in 1879. 

The approach of Donders and Wundt was criticized by Exner 
at Vienna who argued that the presentation of the signal merely 
triggered a previously prepared reaction and that one was not 
justified in supposing that the selective processes took place 
entirely within the interval between signal presentation and 
response initiation. Külpe and his collaborators at Würzburg at 
the beginning of the twentieth century also argued, on purely 
introspective grounds, that by manipulating the reaction time 
task in the way proposed by Donders and Wundt, one was not 
merely adding or subtracting independent component proces- 
ses but one was changing the whole task qualitatively in some 
indefined manner (Woodworth, 1969). 

Donders’ procedure involves two assumptions; (1) that the 
processes of signal discrimination and response selection are 
independent of each other; and (2) that they occur in sequence. 
It is only quite recently that Donders’ assumptions have been 
adequately tested by Sternberg and others (see below). 

During the first half of the twentieth century the use of 
reaction time techniques to explore cognitive abilities declined, 
although a considerable amount of work continued on the 
sensory basis of reaction time, particularly in Piéron’s labora- 
tory in Paris (Chocholle, 1963). 

The second half of the twentieth century has seen a revival of 
interest in reaction time and in its use in examining cognitive 
functions. Ideas derived from communication engineering have 
led to the concept of the human subject as an information 
processing channel, and reaction time has been extensively 
used to measure its characteristics. 

Hick (1952) applied the measure of uncertainty derived from 
information theory to reaction time situations. If one has a set of 
n possible events to each of which can be allotted a probability 
of occurrence pı, p2,. . . pi,. - - pn then average uncertainty over 
the set is 

iawn 1 ian 
DT pilog:5; alternatively — pilogz pi 
m= 1 


In the case where all events in the set of n have equal 


probability, p=1 the average uncertainty over the set 


becomes logan. 

Hick used a choice reaction task in which a signal could be 
presented by one of a set of 10 lights and a response was made 
by pressing the appropriate 1 out of 10 keys on which the fingers 
rested. By varying the number of signals, n in the set, he 
demonstrated that when subjects responded as fast as they 
could without error their mean reaction time, RT, was propor- 
tional to logan. 


Thus RT = A+Blogzn, where the reciprocal of the slope, i isa 


constant, giving information transmitted in bits per second. 

[An alternative formula was fitted to the data by Hick, RT = 
Kloga(n + 1) (Hick, 1952 and Welford, 1968)] 

This led to the notion of the human subject acting as a 
limited capacity channel, processing a fixed amount of informa- 
tion per unit time. Further work by Hyman and others extended 
the applications to more general cases in which (a) signals had 
unequal probabilities of occurrence; and (b) errors were made, 
so that the response did not correspond to the signal given. 
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In the general case, information transmitted from signal set to 
response set is given by 


Txy = Hx + Hy — Hxy 
When Hx is uncertainty calculated over the signal set 
Hy is uncertainty calculated over the response set 
Hxy is uncertainty calculated over the cells in the matrix relating 
signal given to response made. 


Aconsiderable amount of evidence has accumulated to show 
that in general, for signals and responses of a given type, mean 
reaction time is proportional to information transmitted, i.e. a 
fixed amount of information is processed per unit time. 

A number of important qualifications must however be made 
(Welford, 1968 and Broadbent, 1971). 

(1) The subject's notion of signal probability or set size may 
not correspond with the objective value as determined by the 
experimenter. Fitts demonstrated how such discrepancies could 
affect reaction time. 

(2) Discriminability between signals may vary for a set of 
given size. Crossman examined the effect of discriminability on 
reaction time and attempted to quantify this effect. 

(3) The relationship between type of signal and type of 
response, known as ‘stimulus-response compatibility’, also 
affects reaction time. An example of a highly compatible 
relationship would be a direct spatial correspondence of signal 
lights and response keys. An example of a less compatible 
relationship would be a random relationship between signal 
lights and response keys. Such effects have been examined 
extensively by Fitts and he attempted to quantify 
stimulus—response compatibility. 

(4) There is some evidence to show that reaction time to an 
individual signal may be more closely related to the probability 
of this signal in a sequence of signals than to its information 
content. 

It should also be noted that information theory does not 
provide a model of how the decision system works, but merely a 
measure of overall capacity. 

The question of whether information is processed continu- 
ously or intermittently in the central nervous system has also 
been examined using reaction time techniques. It is observed 
that when a subject responds to the second of two closely 
succeeding signals, the reaction time to the second signal tends 
to increase sharply as the intersignal interval decreases. The 
interval following the first signal during which a second signal 
gives rise to a delayed response has come to be known as the 
‘psychological refractory period’. The evidence suggests that 
once a signal has been accepted for analysis, no further signal 
will be accepted until the analysis of the first is complete. This 
notion of ‘central intermittency’ is supported by observations 
that the delay in reaction time depends on the amount of 
information which has to be processed rather than on the sense 
modality by which the signal arrives (Welford, 1968 and 
Broadbent, 1971). 

Under some circumstances a preceding signal may facilitate 
the reaction time to a subsequent signal. Several experimenters 
have worked on the effects of such ‘warning signals’ and on the 
effect of varying the interval (‘foreperiod’) between sucha signal 
and the signal to respond. However there is still some 
controversy about the circumstances which lead to a delay in 
responding on one hand aid to facilitation on the other. 

Further developments in the theoretical study of reaction 
times, which can only be mentioned briefly are as follows. 

(1) The use of stochastic latency models to identify the 
parameters of reaction time distributions (e.g. by McGill). 

(2) The applications of statistical decision theory to models 
of choice reaction time (e.g. by Stone, Laming, Audley). 

(3) A vindication of Donders’ original assumptions (see 
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above) by Sternberg in experiments using a factorial design, so 
that the presence or absence of interactions between compo- 
nent processes (e.g. signal discrimination, response selection) 
can be established. 

Readers wishing to follow recent developments will find 
particularly useful the Donders centenary symposium on 
Attention and Performance mentioned below. 
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Rebels 


DEREK MILLER 


Rebels are individuals who behave in defiance of social norms 
whether these are set by the larger society or the family as a 
social system. The less sure an adolescent feels about his sense 
of autonomy the more likely is it that rebellious behaviour will 
be seen in this age period. When rebellious behaviour occurs a 
feedback mechanism is produced. Parents who are defied are 
likely to become less supportive; this may enhance adolescent 
anxiety and hence rebelliousness. Defiance of social norms 
initially may lead to an understanding response on the part of 
society, but this then becomes punitive if the rebelliousness 
does not stop. 

The early adolescent who never complains and is never feltto 
be a problem by adults is probably in emotional difficulties. All 
adolescents, however, are more conformist than is the usual 
stereotype. This is particularly so in relationship to parental 
attitudes (Taba, 1953). The rebellious behaviour of early 
adolescents shows typically in matters of personal hygiene, 
tidiness, going to bed at night and getting up in the morning. 
Mothers commonly face rebelliousness from their daughters 
over such issues as the type of clothes they wear. Intrafamilial 
rebelliousness reaches a peak in boys just after puberty is over. It 
is as though boys wish to check, as they gain more freedom and 
responsibility, that external controls will prove that dependent 
needs can be met. There is then, just before the onset of 
mid-adolescence, a short period of intense negativism. 

Paradoxically, rebellious techniques are often used to rein- 
force conformity. Gangs may be antisocial but their members 
slavishly adhere to the group codes. Similarly, when school 
uniforms are abandoned adolescents create a uniform dress of 
their own, although this may be a type of clothing of which 
adults disapprove. 

The loss of stable social networks, with a consequent inability 
of adolescents to find anchor points in society with emotionally 
involved extraparental adults, creates developmental anxiety in 
adolescents. The rebelliousness which is then typical of the 
pubertal period may persist into the middle and late stages of 


adolescence. This is a common reason for continued rebelli- 
ousness and an inability to conform to social norms. It is 
probably at least as common as antisocial behaviour which is 
produced by the profound inner conflict of some psychological 
disturbances. 

Late adolescents who are unsure of their ultimate role in 
society and who are exposed to social inconsistency are 
particularly likely to be rebellious. Art students, for example, 
tend to be in a much more conflict ridden situation than, say, 
students of technology, and are much more clearly nonconfor- 
mist than the latter. The rebelliousness of academic youth does 
not necessarily show itself in overt antisocial behaviour. It may 
appear in academic underachievement. This is particularly 
common in those universities whose social systems produce 
student alienation. 

For a transient period in the last decade the rebellious 
behaviour of students showed in antisocial activity, although 
this has been common for many years in the Middle and Far 
East. This overt rebellion now seems to be subsiding but the 
presence of underachievement is not declining. 

Rebelliousness is likely to appear when adolescents experi- 
ence either an absence of social structure or internal turmoil. 
The latter is produced by a misperception of the world which is 
usually created by deficiencies in nurturing in childhood and 
early adolescence. Rebelliousness, however, is not always 
destructive. It may be one of the factors responsible for healthy 
social change. 
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Regulatory Processes in Psychic Life 


H. ROHRACHER 


A significant part of cybernetics is concerned with self- 
regulating machines as models for physiological systems. As 
examples of automatic biological self-regulating control sys- 
tems may be cited the maintenance of a constant body 
temperature in warm-blooded animals or the adaptation of 
pupil-size to the intensity of light, the operation of which are 
well understood. Attempts to discover automatic control 
processes in the psychological sphere must meet strict criteria if 
they are not to remain mere speculations. Only those activities 
that present all the marks of a self-regulatory control system 
justify acceptance of ‘automatic control processes’. For this one 
needs (1) an output control, which should maintain a definite, 
constant level, e.g. the temperature of an electric oven or the 
body temperature of a human being; (2) a detector element, 
which continuously governs output control (negative feed- 
back), e.g. the thermometer for the oven or the mid-brain 
ganglia in man which react to changes in body temperature; (3) 
a self-corrective unit which reacts appropriately when the 
detector signals a deviation from the constant measure to which 
the control system is set (e.g: if an electric oven is too hot, the 
rising column of mercury in the thermometer breaks a contact 
resulting in reduction of power, if it is too cold, the falling 
column of mercury makes a contact which increases power 
supply). Equally, if body temperature exceeds the normal value 
(36.5°C), the mid-brain system concerned with heat regulation 
increases rate of perspiration; if it falls, a muscular shiver is 
generated that produces an increase of heat. Such regulatory 
processes, in which a change of temperature affects appropriate 
increase or decrease of temperature, is usually described in 
terms of negative feedback, though this conception is easily 
misunderstood. It is not the temperature that ‘acts on itself’; itis a 
mechanism that is brought into operation by increase or 
decrease of temperature that decreases or increases the 
production of heat. It is in this sense that the self-regulatory 
system (or servo-mechanism) is automatic and can be indepen- 
dent of direct human control. 

In the case of self-regulatory systems in machines or the 
human body, the individual components may be specified and 
localized. But if there are regulatory mechanisms in the psychic 
sphere, it is not possible to speak of ‘components’ only of 
specific aspects of the course of conscious experience. Such 
aspects can be described and specified, but not localized (it is 


only their anatomico-physiological correlates that can be 
localized). The question of whether automatic regulatory 
processes govern conscious experience can only be answered 
by means of introspection. A specific conscious experience, to 
meet the necessary criteria of self-regulating activities, would 
have to be initiated automatically (i.e. without volitional 
intention) and cease only whena previous psychical state of the 
individual has been re-established. These criteria are clearly 
met with certainty in only one instance, namely, in experiences 
which entail a diminution in self-esteem, i.e. in reaction to 
frustration, in the widest sense. For example, one seeks through 
apologies to make reparation for one’s own failings; one seeks 
to make others responsible for one’s own failings; one becomes 
aggressive to mask one’s own weaknesses. That such reactions 
have an ‘automatic’ character can hardly be doubted. They 
even occur in people who recognize and reject them as 
self-deception. Their aim, which is of course to restore the level 
of self-esteem to its habitual level, is clearly appreciated. In 
technical language, there is an automatic self-regulation of the 
level of self-esteem. Self-esteem is of the highest importance for 
the human personality and its diminution results in vexation and 
depression, no less than insecurity in social relationships. The 
maintenance of the normal level of self-esteem is exceedingly 
important in the day-to-day effort to maintain one’s customary 
social standing and for this reason is ensured by a system of 
automatic control. 

The regulatory process ensuring a constant level of self- 
esteem operates in the whole sphere of psychical life. There are 
also regulatory processes involving psychical no less than 
physiological components, e.g. weeping. The purpose of 
weeping, which is initiated involuntarily, is clearly to release 
pent-up emotion and to diminish tension. After a fit of weeping 
there is a feeling of relief and liberation and the clarity of thought 
is restored. The processes which ensure intake of nourishment 
can also be envisaged in terms of automatic self-regulation 
(homeostasis). This control system comprises the following 
components: fat, sugar and amino acid levels in the blood are 
controlled by a mid-brain regulatory mechanism (‘hunger 
centre’), such that any deviation from the normal level activates 
the ‘hunger-drive’, which in its turn orientates psychical activity 
towards food-seeking. After adequate intake of nourishment, 
blood sugar and fat are restored to their normal levels, to which 
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the ‘satiation’ centre in the mid-brain reacts by inhibiting further 
intake, with consequent cessation of the ‘hunger-drive’ and the 
experience of satiety. The drive experience is itself an indepen- 
dent component for ensuring physical survival. 
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Rehabilitation of the Mentally III 


J. K. WING 


Many psychiatric conditions, particularly schizophrenia, lead 
to long-term disability. The aim of rehabilitation in such cases is 
the same as for the physically handicapped—settlement or 
resettlement in a domestic and occupational setting which is as 
close as possible to that desired by the individual and expected 
by society, taking into account the disabilities left by the illness. 
It is therefore necessary to understand the nature and reactivity 
of the handicaps involved which may be caused directly by the 
illness or secondarily acquired as a result of it. 

In the case of schizophrenia, the clinical disabilities are of 
two main kinds: ‘negative’, such as social withdrawal, a low 
level of motivation, slowness and underactivity, or ‘florid’, such 
as thought disorder and a tendency to auditory hallucinations 
and other unusual subjective experiences. The negative type of 
disability tends to become worse in socially impoverished 
environments such as used to be found in old-fashioned mental 
hospitals. The more florid type of disability tends to be 
exacerbated by a socially intrusive environment such as might 
be found at home if a patient's relatives are emotionally 
overinvolved, or in hospital if efforts at rehabilitation are too 
vigorous. The result is then likely to be relapse with a return of 
delusions and hallucinations. 

Secondary handicaps tend to accumulate whenever there is a 
severe clinical disability. They consist of unfavourable personal 
attitudes and habits, which add to the individual's difficulties in 
maintaining a reasonable standard of self-sufficiency. In this, as 
in many other ways, psychiatric disabilities are very little 
different from physical ones. The longer a patient has been ina 
hospital, hostel or day centre, the fess likely he is to want to 
leave. The longer he has been unemployed, the less confident 
is he in his ability to obtain and hold down a satisfactory job. 
The more critical and deprecating are the attitudes of important 
people in his social environment (whether professional staff, 
relatives, employers or workmates), the lower will be his 
self-esteem. The longer the time that elapses without his 
practising every-day social and vocational skills, the less able 
will he be to resume a normal life. 

In addition to these clinical and secondary handicaps there 
may well be other disadvantages which ante-date any illness, 
such as a poor education, a lack of social ties through marriage or 
stable work experience, and absence of a network of friends. All 

these different types of impairment (each of which might be 


present at different degrees of severity) must be considered 
when creating a programme of rehabilitation. 

Rehabilitation consists of techniques whereby a patient is 
enabled to overcome his handicaps or to compensate for those 
that are permanent, so that he can achieve the optional level of 
settlement or resettlement. In view of the two main kinds of 
clinical disabilities, it is wise to allow the handicapped patient 
some space in which to withdraw socially but also to ensure that 
the withdrawal does not go too far. One method, worked out in 
psychiatric hospitals, where most of the pioneering work in 
rehabilitation has been undertaken, is to set up workshops in 
which the patient is expected to work to a realistic and 
attainable standard of quality and quantity under active but 
neutral supervision from an occupational expert, at jobs which 
progressively and gradually test his motivation and capacity. 

This experience is also valuable for patients who are living 
outside hospital. It provides a setting in which the individual 
becomes a worker rather than a ‘patient’ (or, worse still, an 
‘inmate’). Staff look at him, and he looks at himself, in a different 
light. If there is chronic tension in the family home, the 
workshop provides an escape and a corrective experience and 
also a means of demonstrating a different point of view to 
relatives. 

Since there is a wide range of handicapped individuals with 
different desires and needs, a range of workshops is required. 
Some of them must, however, be permanent in the sense that a 
disabled person can feel securely placed there. In such cases, a 
disability pension ought to be available to supplement the 
wages. 

Some patients, however, have no home or the tensions 
between them and their relatives are too great to be overcome in 
a brief space of time. Alternative residential settings need 
therefore to be provided. Again a wide range is needed, from 
supervised lodgings, bed-sitters and hotels to hostels with 
various degrees of supervision available. Some patients need to 
be helped with their dress, personal hygiene, diet, keeping 
regular working hours, taking exercise and undertaking some 
activity in leisure time but can then, in spite of quite severe 
handicaps, live a useful and enjoyable life in the community. It 
is, however, important to recognize that the dangers of 
pauperism, institutionalism and neglect are just as great in such 
a system of sheltered occupational and residential facilities as 
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they used to be in the mental hospital. Good management, with 
clear lines of responsibility and skilled and experienced staff, 
are essential. 

Five years after first admission to hospital with a diagnosis of 
schizophrenia, over half the patients affected are well, self- 
supporting and contributing their full share to the community. 
Only about a quarter are severely handicapped. Providing 
facilities for rehabilitation, and for resettlement in sheltered 
residential and occupational settings if necessary, complements 
the other medical and social measures which can ensure that 
handicaps are minimized, assets maximized and every patient 
enabled to live as full a life as possible without undue burden to 
relatives or the community. 
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Religious Experience 


NINIAN SMART 


Usually the term ‘religious experience’ refers to the more 
dramatic experiences which people such as mystics and 
prophets undergo. Naturally, however, there is a whole range of 
sentiments which are experienced by religious people in 
various settings, such as worship, and a distinction can be made 
between the more intense religious experiences and those more 
typical of religious life in general. 

Of the more intense ones, broadly one can distinguish 
between four types. 

First, there are numinous experiences, explored classically by 
Rudolf Otto in his The Idea of the Holy. Such experiences are 
often taken to be revelatory by a Divine Being; consider Isaiah’s 
vision in the temple, or the theophany of Krishna in the 
Bhagavadgita. Otto described numinous experience as involv- 
ing a mysterium tremendum et fascinans, i.e. a mystery whichis 
awe-inspiring and fascinating. Typically, the experience of the 
numinous involves some strong sense of duality between the 
Divine Being and the person who is experiencing him. 

Second, there is mystical experience, or that sort of experi- 
ence which arises from the use of contemplative techniques. A 
wide variety of interpretations is placed upon mystical experi- 
ence. For example, Buddhist mystics of the Theravadin school 
do not interpret their experience from any kind of union with 
God (for their religion does not involve belief in God); on the 
other hand medieval Christian mysticism as well as Islamic 
mysticism tended to interpret experience as being united in 
some sense with the Divine Being. 

The range of mystical experience may also be affected 
somewhat by the differences of contemplative techniques that 
are used, Notable among these techniques is the practice of 
yoga as understood in the Indian tradition, whether Hindu or 
Buddhist. These techniques of yoga very often involved 
physical controls such as breath-control (here there are some 
parallels with Taoists’ methods and with the movement known 

as hesychasm in Eastern Christianity). 
With the spread of Buddhism into China and Japan, there was 
some synthesis between traditional Chinese and Buddhist 


methods culminating especially in Zen. Though the contempla- 
tive life is not always associated with withdrawal from the 
world, e.g. into monastic communities, it flourishes more 
obviously in these conditions. Thus Christian mysticism owed 
much to the development of contemplative orders within 
Catholicism. Such tendencies were also visible in Sufi mysti- 
cism, though here on the whole the orders are not monastic and 
celibate. 

A third type of religious experience has been called by some a 
‘panenhenic’ experience, in which a person feels himself in a 
state of unity with nature or with the whole universe. This is 
evident in various writings, such as those of Proust, Wordsworth 
and Richard Jefferies. Sometimes this type of experience is more 
widely called ‘nature mysticism’ and it shades off into aspects of 
the numinous experience. 

Fourth, of considerable importance in the history of religions 
have been various sorts of conversion experiences such as that 
of Paul on the Damascus Road, St. Augustine’s conversion and 
Luther's Tuirmerlebnis. 

A considerable body of literature has grown up about various 
forms of mysticism and there is an increasing interest in the 
collecting of data concerning conversion and other sorts of 
experiences. There has in recent times been great discussion on 
the problem of whether drug-induced experiences have 
affinities to religious ones. Certainly a number of cultures have 
used drugs, such as alcohol, soma, and the peyote cactus, as 
aids to ritual and to liberation. Though it is too early to make a 
definitive judgement on this score, it is fairly plausible to hold 
that contemplative mystical states tend to be rather different 
from those typically induced by hallucinogenic drugs. 

On the philosophical front, there is continuing debate as to 
what the criteria might be as to the validity of religious 
experiences. It is clear that this question ties up with much wider 
issues about the nature of the Universe. However, from an 
empirical point of view there is no doubt that religious 
experiences of various kinds have played a crucial part in 
generating and maintaining religious traditions. 
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Research Needs in Medical 


Psychology 


W. M. MILLAR 


Research in medical psychology, possibly more than in any 
other branch of medicine, requires a double strategy: the 
exploration of the phenomena of psychological disturbance in 
the patient and that of all that is happening to the research 
worker himself. It is this double strategy that has, whether we 
like it or not, severely limited our efforts to borrow from other 
disciplines in medicine but at the same time has posed new 
challenges that call for the greatest skills and insights. (Indeed it 
is perhaps more pertinent to refer to a ‘treble strategy’ as will be 
argued later). 

Itis only in recent years that we have come to appreciate this 
situation. Previously most psychiatric disorders could be 
classed as might other diseases and justified an objective 
approach to patients that was the hallmark of the true medical 
scientist. 

At first this new insight came from a growing awareness that 
breakdown, particularly of the neurotic kind, was mainly a 
product of disturbed personal relations, usually within the 
family, but spreading into other human situations as well. Later 
it became apparent that any given disturbance in personal 
relationships, notably in the early years, could generalize to 
other relationships, thus creating new and often persistent 
problems of living with other people. 

it was inevitable that the next logical step should be taken, 
namely that those committed to the treatment of patients should 
themselves be drawn into this process of generalization, first ata 
conscious and conventional level and then at a deeper and 
irrational level. 

The first set of responses by therapists (doctors, nurses, social 
workers) was naturally to intensify and refine those professional 
and traditional behaviour patterns that gave them most 
confidence and security in tackling the patients’ problems. 
These included the intensification of objective techniques both 
in diagnosis and treatment. Even more refined factors were 
disclosed and defined as significant for this or that condition. 
Whether the new terms were couched in psychological or 
organic language, they shared the same characteristic of 
objectivity. These were entities discerned within the patient by 
anyone skilled in the techniques of structured interviews, 


questionnaires, biochemical tests,- drug abreactions, 
psychopharmacology and all other forms of physical treatment. 

This response was potentiated by other events that were 
aimed ostensibly at the removal of the stigma of mental illness. 
The Mental Health Acts proclaimed the identity of mental and 
all other forms of illness. The evacuation of the snake-pit 
asylums and their gradual replacement by small general 
hospital units powerfully conditioned the attitudes of profes- 
sionals and laymen alike that mental illness was the same as all 
other illnesses and should be treated as such. Thus, the notion 
that the causes and cures of breakdown lay within the sufferer 
was reinforced. As a consequence the status of most. profes- 
sional people working in this field began to rise, but only on the 
vital condition that their concepts and methods were those that 
could be clearly understood by other hospital practitioners and 
research workers. The term ‘psychological medicine’ began to 
establish itself as the most appropriate as well as the most 
respectable term for the subject. 

A significant by-product of this movement was the low 
esteem in which social workers and general practitioners were 
held; the former as mere ‘hand maidens’ of the psychiatrist and 
the latter as ineducable in a highly complex speciality con- 
cerned with problems that only years of training and experience 
could elucidate. 

The denigration of these workers can be attributed in part to 
the fact that they have, almost alone, appreciated the double 
strategy. The heavy personal demands made upon both groups, 
the first-hand encounters with interpersonal problems in the 
home and their often freely admitted emotional responses to 
irrational and demanding behaviour, all these have forced them 
to look beyond the patient to the family and work situation and 
to themselves as somehow caught up in spider's web of 
interconnections along with all the rest. 

Ithas too often been said and written that the stumbling-block 
in the emergence of this speciality has been the war that is 
waged between those who seek their answers in organic terms 
and those who are aligned to psychological or psychodynamic 
interpretations. A study of the literature concerned with this 
debate will show that both camps, while apparently irreconcil- 
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able in their stances share the same basic view of the nature of 
mental disorder: that it is a phenomenon residing within the 
individual patient. Whether somatic or psychic, the secrets are 
to be sought in the inner man as an isolated organism. In both 
cases a certain minimum amount of co-operation is required of 
the patient; to give a truthful history and to subject himself 
willingly to physical procedures, even to make regular atten- 
dances and payments. But that is about all that there is which 
goes by the name of good professional practice. 

The enormous success of this basic approach in other 
branches of medicine has also played its part in stimulating 
psychiatric workers to emulate their more eminent, prosperous 
and successful colleagues. This has led to a compulsive drive 
towards the acquisition of those tangible evidences of estab- 
lished medical practice and research found in the conventional 
laboratory. Even more elaborate equipment becomes the status 
symbol and the fact that computer science has clear-cut 
applications in data-processing and analysis has proved a 
godsend in that it has greatly improved our studies in 
epidemiology and related fields. 

This brief and somewhat critical outline of the ‘single strategy’ 
approach is thought necessary as a prelude to that of the ‘double 
strategy’. 

Historically, the one did not follow the other since for many 
years it has been appreciated that interpersonal reactions have 
been central in the understanding of breakdown and also of the 
treatment process. But it is important to recognize that pure 
objectivity in any human activity is a myth. Observation itself 
alters the observed and by the same token, the observer. 
Nowhere is this more apparent or important than in research 
concerned with human suffering. 

It is not altogether surprising that there has been a temporary 
swing away from the observed to that of the observer. This, of 
course, remains essentially a single strategy but it has proved a 
worthwhile corrective, as the literature on countertranference 
has convincingly shown. Therapists and researchers have 
turned in upon themselves in an orgy of self-examination or ina 
breast-baring ordeal of uninhibited criticism from others 
whether these be colleagues, tyros, laymen or patients: ‘Don’t 
call me doctor, call me John, and say what you bloody well like.’ 
In so far as this contributes to personal insights, itis no bad thing, 
but it remains for the most part a contribution to self-awareness 
as an isolated, intrapersonal experience. It does not greatly 
differ from the enhancements of hallucinogens in opening the 
‘Doors of Perception’ (Aldous Huxley). 

The double strategy approach, namely that all investigations 
and treatments are interactions between or among humans is of 
a different order than the various approaches so far described. It 
has been best expounded to date by Whitehead in his theory of 
organism (Emmet, 1966) though it has not so far been followed 
through either in its relevance for psychology or for psychiatry. 

Essentially it has to do with the virtual elimination of the 
subject-object dichotomy and consequently with that of mind 
and body. His concern is for the nature of relationships rather 
than with the inherent properties of the things that are 
related—the relata. Thus there is a sort,of universality in 
relationships that there cannot be in the things related. And the 
things related, one with another, or among themselves, may be 
of any character: animate and inanimate, human and animal, 
past or present. All is flux, and it is only for convenience of 
discourse and to attain some meaning, however transient, that 
fixed points in space and time are decided upon. Thus, in the 
human situation, individual ‘self’ too comes to rest or takes 
some stand in order that relations with other people, or the rest 

of humanity or the universe can take on some meaning. This 
applies also to groups of individuals and it brings about such 
notions as the family, the nation, political and religious 


commitment and other anthropomorphic ideas. 

Although Whitehead’s influence has not been explicitly 
acknowledged in the literature, there is no doubt that it has 
exerted a profound effect on modern thought with special 
reference to the phenomenon of relationship. And it is this 
aspect of research in medical psychology that is emerging as 
its dominant theme. It is this which might be seen as the third 
strategy. 

Research needs in medical psychology fall, then, into the 
three subdivisions or strategies as follows. 

(1) Further exploration of the inner processes in the indi- 
vidual patient. 

(2) Further exploration of the inner processes of the indi- 
vidual practitioner or research worker. 

(3) A dawning comprehension of relationships of whatever 
kind and in whatever circumstances. 


The individual patient 


The literature abounds in this theme though the mythical 
dichotomy between psyche and soma remains the chief area 
requiring further elucidation. Itis not the intention in this section 
to elaborate either upon ‘purely’ somatic or ‘purely’ psycholog- 
ical studies for reasons already given. But, if a unitary view is to 
be accepted of the mind-body issue, then there is ample scope 
for research into the phenomena where both psychic and 
somatic factors seem to be playing their part at the same time. 
This tactic overcomes one of the conceptual artefacts in 
psychosomatic research, namely the cause-effect problem. If 
we can study these phenomena in which both factors are 
co-terminous, then we can exclude worthless conjectures on 
which is cause and which effect. 

This suggests that experiments should be directed not towards 
vague and complex entities such as a disease process (e.g. 
schizophrenia) as towards transient events that can be observed 
and measured by a variety of physical and psychological 
methods as they occur. For example, spontaneous fluctuations 
of blood pressure and other physiological variables can be 
recorded while the subject is engaged in free-association. The 
study of ‘kinesics’ offers scope for most subtle and ingenious 
observations. Here the most sophisticated recording equipment 
can be used to correlate verbal and non-verbal expressions. Eye 
movements and other facial expressions, posture, body move- 
ments, gestures, tics and other automatic habits may all be 
correlated with one another and with language on an instan- 
taneous time scale. 

Many subjects who have the facility to report their thoughts 
and fantasies can put this to good effect experimentally in 
common ‘physical’ situations, e.g. when eating, defaecating, 
having a sexual experience, being subject to noxious stimuli, in 
extreme conditions of heat, cold, hunger or sensory deprivation. 
This is a development of the traditional method of introspection 
which for too long has been overlooked as a source of valid 
research data. 

The history of discovery in medicine has almost invariably 
been characterized by this more fundamental tactic where a 
large problem, such as a disease entity has been broken down 
into a number of much more limited and even irrelevant 
problems that can be observed reliably and that can be 
formulated as a series of specific questions that should yield an 
unequivocal answer. It is the pursuit of such limited problems 
within the individual person that is proving the most successful at 
the present time but the most promising are those in which 
physical events and their abstract concomitants are seen to 
constitute the same unitary phenomena. 

Physiological and pharmacological research on the activities 


and responses of single neurones is proving to be a most 
rewarding area of study already and has great potential. 


The research worker 


Turning now to the need for research into the research worker. 
The biographies and autobiographies of famous scientists tell us 
something of the processes that led to their discoveries; 
Watson’s The Double Helix is a good contemporary example. 
But little is known of original motivations and even less of the 
inner fantasies and feelings that maintain the researcher through 
periods of doubt, uncertainty and failure. 

Itis clear enough that such drives as curiosity and the need to 
control people and situations are present to a marked degree. It 
was said of Freud, for instance, that when he was told of a close 
friend’s death, he remarked ‘There must be some law’. Fairbairn 
in a paper ‘The Ultimate Basis of Aesthetic Experience’ makes a 
similar point when he refers to ‘the return of the repressed’, 
meaning thereby that creative acts are restorations of previous 
personal events. Adrian Stokes accords with the Fairbairn views 
as, when he gazed down on the Cote d’Azur for the first time in 
his life, he knew that he had experienced it totally in early life in 
his love of his mother. 

In other words there must be already in existence a natural 
order of things that will unfold as it is sought in the process of 
searching. It is a problem of observation, discernment of things 
that are there and then of bringing them under conscious and 
rational control. 

But there are others, such as Einstein, Whitehead and Bergson 
who would take a different view: that the creative act has to do 
with giving birth to a novel and unique event. Einstein regarded 
the products of research as miracles. Bergson’s notion of 
‘emergent evolution’ suggested that life is a process of 
continuous creation. Whitehead put it thus: 

‘The present type of order in the world has arisen from an 
unimaginable past and it will find its grave in an unimaginable future. 
There remains the inexhaustible realm of abstract forms and creativity, 
with its shifting character ever determined afresh by its own creatures, 
and God, upon whose wisdom all forms of order depend’. 

This truly creative view differs from that of Teilhard de 
Chardin whose Phenomenon of Man though putting forward an 
evolutionary theory of man’s nature, seems to know already 
how it shall end up. It is reminiscent of Mr. Antrobus in Skin of 
our Teeth whose absence from the prehistoric cave was 
explained by his wife ‘Oh, he’s away inventing the wheel’. 

it may well be that the explorations and discoveries of the 
psychotherapist do correspond much more to the experiences 
of ‘found objects’ emerging from past events in its own life as it 
corresponds to those of his patients and that Fairbairn and 
Stokes have more to say on this subject than Whitehead and 
Einstein. It may be that, here again the medical psychologist as a 
researcher should not borrow too heavily from the insights and 
methods of other scientists. It is noteworthy that Freud's 
assessment of his own creative genius placed Interpretation of 
Dreams (his own dreams) as his highest achievement; ‘Such 
insights as these come to a man but once ina life-time’ he wrote 
in the Introduction to that work. 

The plain humanitarian motive of the therapist seems to run 
counter to effective research. This may well be because his 
concern is too lop-sided, namely to help his patient. Omnipo- 
tent fantasies that he alone can succeed in this preclude that 
degree of self-awareness and self-criticism that is as essential as 
an intimate knowledge of his patient. If he can harness this 
humanity to a study of his own motives and objectives then he 
has at least taken one more vital step forward as a researcher. 

There is no doubt that systematic studies of the research 
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worker in action offer scope for fascinating new discoveries. 
Special attention might be paid as Karl Popper (1963) suggests, 
to the development of the most rapid and effective means of 
learning from one’s mistakes. 


Relationships 


The comprehension of relationships in a research context is at 
once the most formidable and the most pressing in the 
contemporary world. The most striking feature is that so much is 
said and written about human (or personal) relationships and so 
much development is taking place in the ‘helping’ professions, 
yet we have little understanding of the meaning of these terms. 
Even less do we know how to go about researching into them. 

It is easy enough to list the problems calling for solution. A 
simple classification might be those concerned with man and 
man; man and animals; man and the physical world. 

It is unnecessary to recite the accounts given by innumerable 
writers on the vicissitudes of relationships between parents and 
children, sexual and marital couples, the old and young, worker 
and boss, doctor and patient, the leader and the led and so forth. 
Enough now is known to make it all too clear that, unless these 
relationships are somehow satisfactory or satisfying then there is 
trouble. But how these desirable aims can be achieved is beyond 
our grasp. Relationship therapies, whether individual, marital, 
family, group and community are all being practised with 
vigour and dedication. Each of these operate (or should operate) 
within a theoretical model if not written out in detail as a formal, 
testable framework, at least implicitly contracted on the basis of 
trust in professional training, skill and ethics. But in no case has 
it been possible to evaluate results in an agreed and systematic 
fashion although the researches of Malan (1963) give a valuable 
lead. This has driven some enthusiastic practitioners into an 
esoteric obscurantism and their hard-headed critics to an 
attitude of contemptuous disregard for any kind of personal 
involvement with patients. 

The way out of this dilemma is surely to turn our attention 
more searchingly to the nature of this relationship. The furthest 
we have reached so far is some variety of interactionism, i.e. the 
behaviour of A, the response of B, and the counter-response of 
A. The early mother-child interaction is the paradigm here and 
much human and animal research has been done in this field 
(Liddell, Harlow). But these comparatively simple, brief interac- 
tions, involving no more than two persons tend too readily to fall 
back on the observation of the individual participants, rather 
than on the relationship as such. It is as though, watching a 
game of tennis our attention is concentrated on the individual 
movements of each player and not on the ball or the 
development of the game. In this connection Berne, though 
perhaps too lightheartedly, takes us further forward in The 
Games People Play. 

Recently Gomersall in the Department of Mental Health, 
Aberdeen University, studied the silences occurring in a 
therapeutic group. This perhaps comes nearest to an example of 
a ‘pure’ relationship since it cannot be confined with any 
individual integument. Francis Thomson put it aptly thus ‘Their 
sound is but their stir/They speak in silences,’ (The Hound of 
Heaven) but perhaps the ‘bobby on the beat’ makes the point 
most clearly when he says ‘Hello, hello, hello, What's a’goin on 
‘ere?’ 

What is going on? That is the question. Hitherto attention is 
turned to one person or another, one group or another (as 
entities) and cause/effect, praise/blame and so forth are 
ascribed. We know at least how futile is this approach, at any 
level and in almost all circumstances that have to do with 
mental disorder. 
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Since we are hardly in a position to formulate our observa- 
tions on relationships, it is clearly premature to ask questions 
about them, let alone search for answers. Itseems to be the case, 
however, that relationships differ in one fundamental way from 
individuals (whether patients or research workers). They are not 
tangible and measurable entities of the same order. Again, 
quoting Thomson ‘Unknowable, we know thee . . .’ Itis a case 
of learning to see and observe more subtly and sensitively 
knowing that it is there. Whether this kind of awareness of 
relationships is susceptible to traditional scientific exploratory 
methods is questionable, but what is needed’ is the scientists’ 
faith in the almost limitless potential of the human imagination 
and in Einstein’s belief in the miracles of scientific creation. We 
want to know far more about what is going on during the 
processes of breakdown, remission, recovery and rehabilita- 
tion. We want to know more of the meaning of such relationship 
terms as love, hate, grief, empathy and concern in the human 
context, and stress, adaptation and homeostasis in a biological 
context. 

The main needs in psychological medicine, are for more 
thinkers and even dreamers who will come up with clearer 
ideas of what we mean by relationships, however far fetched 
these may at first sight appear. They will be poetic or artistic or 
musical scientists. They will be a new breed. They will have to 
do away with mind-body distinctions. They will have to remove 
egocentricity and anthropomorphism from our vocabulary and 
include in some way we know not of, the totality of events that 
are created and perish in our human situation. For example, 
some synthesis might be brought about between the 
immunological concept of ‘self/not-self’ of Macfarlane Burnett 
and the psychoanalytic coneepts of ego identity, ego strength 
and ego boundaries. It would be interesting to speculate upon 
the correspondence in self-awareness of the host cell and the 
whole person. 


The thought-provoking views of Maclean, based upon the 
observations of Papez, that simultaneously an old brain and a 
new brain experience flood our subjective life, could well throw 
light on the apparent inconsistencies and discrepancies in our 
use of language partly concerned with such ‘feeling’ values as 
good and bad, and partly with such ‘rational’ values as rightand 
wrong. 

Current research employing well tried methods in familiar 
fields (Richter, et al., 1962, Sainsbury and Kreitman, 1963) will 
carry forward on its own momentum and therefore the needs in 
this connection are merely for more financial support and more 
able recruits to the field. Early stimulation and encouragement 
in medical education are of paramount importance here for the 
challenges are best presented at this stage. On the other hand, it 
does not seem profitable to identify problem areas such as 
schizophrenia, alcoholism, hysteria and so forth in the hope that 
the necessary solutions can then be an inevitable consequence, 
or that something significant might turn up. The bright idea, the 
hunch, often a crazy hunch, must come first. This is the crucial 
need, 
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Responsibility, Moral 


H. BARUK 


Though the problem of the individual's relations with society has 
always been topical, it has now become acute as a result of the new 
ideas of Freud and psychoanalysis. It was Freud who developed the 
idea that family and social restrictions are the major cause of 
neuroses, Individuals thwarted in their desires by paternal authority 
and then by social discipline, bottle up their instinctive needs and 
express them in the imaginary world of dreams and neuroses. 
Psychoanalysis aims to free people of their inhibitions by avoiding 
expressions of disapproval and making them aware of their 
unconscious hidden aspirations. But as these aspirations are often 
egoistic, personal and unreal, they inevitably come into 
conflict with social requirements, as no human being can satisfy all 
his desires without considering others, for they in their turn react in 
the same way and conflict ensues. In such cases internal conflict, 
the cause of neurosis according to Freud, becomes social conflict 
and the person suffering from neurosis turns aggressive after his 
internal liberation. 

This is why Freud uses the myth of Oedipus and changes its 
original Hellenic meaning, linked with fate, turning it towards 
psychoanalysis and hatred of the father figure who represents social 
authority and is the source of restrictions on the individual. Hatred 
of the father, parricide and incest with the mother represent in the 
Freudian version the archetypal myth of humanity and the source 
of the first hesitant steps towards morality in remorse for the 
murder. This is why in his book Civilisation and its Discontents 
Freud finds no solution to this problem and depicts the life of an 
imaginary couple isolated on a desert island, able to satisfy their 
instincts without obstruction from society. Freud strongly criticizes 
the words of Moses ‘Thou shalt love thy neighbour as thyself’ 
preferring the Roman maxim ‘homo homini lupus’. 

In the psychoanalytical treatment of neuroses, the cause of the 
illness is most often assigned automatically to environmental and 
social factors. This then is the way in which the individual is placed 
in opposition to society. 

This has major consequences in education. In a fascinating 
lecture to the Moreau Society of Tours, James Moore considered 
the problem of ‘The Adolescent Crisis in England’ and stressed that 
‘in the present state of the adolescent crisis the prime cause is no 
longer inhibition, the repression of feelings and instincts, but on 
the contrary the atmosphere of laissez-faire’ or overindulgence. 
This development is not unique to England but is found all over the 
world. It has produced a range of cases of people unable to exert 


themselves and unresponsive to discipline, unable to control 
themselves and blaming all their problems onto other people. The 
present author has looked after numerous cases of this nature. One 
of them was an intelligent but insufferable boy, badly spoilt by his 
father: he only improved when firmly subjected to discipline again. 
After that he was able to pass his ‘baccalaureat’ examinations and 
get a job. He finally admitted ‘I should have had a father like you’. 
This comment provides unusual illustration of the words of King 
Solomon in the Book of Proverbs: ‘He that spareth his rod hateth his 
son and the son shall come to hate the father who hath not 
chastised him.’ Of course, we know that in the past there have been 
abuses‘of paternal authority and this is proved by documents from 
before the French Revolution concerning the imprisonment of 
some young men in the Bastille at their fathers’ behest. One should 
not go from one extreme to the other however. 

This is why Freud’s dissident collaborator, Adler emphasized 
the importance of social factors and spoke out.against overin- 
dulgence. Unfortunately his work has had little repercussion 
outside England. However, when one places social factors to the 
fore, it is essential to define them. Is society an abstract concept 
or merely the powers that be? If it is the latter, it may represent 
the power of one class, and itis thus that our age moves to and 
fro between the power of the bourgeoisie which some people 
wish to overthrow in favour of the proletariat. Whatever the 
situation, if authority is not subject to any control it may well 
become dictatorial. The creation of this control is mostly limited 
to the masses whom the forces of authority may try to dominate 
or flatter by their demagogy. We have seen what dictatorship 
leads to, for unjust power can only give rise to war or further 
revolution. 

This is why in the psycho-sociological research the present 
author has undertaken for almost 40 years he has been able to 
discern another vital factor, justice or injustice. But what is 
justice? Is it merely feeling sympathy for all the afflicted and 
coming blindly to their defence out of pure charity? In some 
such cases of suffering that have been relieved, the victims 
become threatening and react to their earlier sufferings by 
inflicting new ones of their own. In this way the weakness of 
charity leads to further tyranny. Is it necessary then, to set up a 
firm and pitiless form of justice? One realizes however that man 
is a weak, imperfect creature who must not be discouraged nor 
driven to despair. In general, warning is to be preferred to 
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punishment; weaknesses and other human factors must be 
taken into account. 

As a result of repeated social experiments the present author 
came to the conclusion that charity by itself is not enough, any 
more than justice by itself. To achieve social harmony it is 
necessary to combine charity and justice. In attempting to do so 
he came once more upon a Hebrew concept which forms the 
most important foundation of the Bible, the just man of the 
Scriptures, the ‘tsedek’. 

To clarify this problem | arranged a ‘tsedek test’ with Mlle 
Ribieu and M. Badet; this has been tried out on significant 
samples in France and many other countries. The test presents a 
certain number of situations which may be resolved ina variety 
of ways; by taking into account only the individual's desires, or 
only social requirements, or by bringing both into harmony and 
sacrificing neither one nor the other. This final alternative is the 
one chosen by about 80 per cent of normal people. The first one, 
taking account only of personal desires and sacrificing others 
occurs especially among true schizophrenics, One may suspect 
in the depths of human psychology a powerful reaction against 
violations of ‘tsedek’ which appears as a sense of guilt or when 
this is suppressed in the release of hatreds and the terrible 
scapegoat complex, which has been studied in its social form in 
Frazer's memorable works (1925). We are considering here the 
rediscovery of moral conscience which Freud misunderstood, 
seeing only the superego or social authority. 

Moral conscience is a normal internal psychological force in 
man harmonizing his relations with society by substituting for 
straightforward force, a just control, the control of ‘tsedek’ 


which is present in the mutual identity of man with his 
neighbour and assures social harmony. 

This moral conscience had been studied previously only in a 
theological context. Baruk has studied it scientifically and 
shown that it could be changed by pathological conditions; 
while exacerbated by melancholia it can on the other hand be 
relieved and even disappear in cases of mania or hypomania. 
Lastly it can suffer on its own account in certain circumstances 
of which examples are mentioned here; such as the moral pangs 
of the female patient who had been responsible for a case of 
euthanasia in the tragic circumstances of the last war. 

Thus psychology must successively integrate biological and 
instinctive factors, social factors and finally matters of moral 
conscience, in order to consider the total man. For the present, 
psychology remains mostly within the confines of instinct as did 
Freud; it has hardly glimpsed the possibilities of social factors 
and still fails to recognize the most important factor, the moral 
one which can be either conscious or unconscious, and holds in 
its grasp not only the relations between society and the 
individual, but also social disturbances, war and peace. 
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Retardation 


B. H. KIRMAN 


Definition, nature and prevalence 


Mental retardation is a relative concept; it implies limited 
intelligence as compared with the general norm. Norms vary 
from one country, class or national group to another and have 
probably varied considerably within historical time. Limited 
intelligence may be judged by poor achievement on a 
standardized test of intelligence such as the Wechsler Adult 
Intelligence Scale (WAIS) or the Wechsler Intelligence Scale for 
Children (WISC). Legally, in Britain, mental retardation is not 
defined in terms of intelligence quotient but the legal definition 
‘includes subnormality of intelligence’. For the purpose of the 
International Classification of Diseases and for general usage 
mild retardation may be equated with an .Q. of 50-70, 
moderate retardation with an 1.Q. of 35-49, severe retardation 
with an l.Q. of 20-34 and profound retardation with an LQ. of 
0-19. 

Moderate, severe and profound retardation are usually 
obvious and present clinical, social, legal and economic 
problems. Mild retardation is not obvious and may be accepted 
as normal depending on the demands of the social environ- 
ment. The more marked degrees of retardation have been 
recognized historically and referred to as idiocy, which may be 
identified with profound retardation, and imbecility which may 
be considered to cover severe and moderate retardation. The 
concept of mild mental retardation, feeble-mindedness or 
moronity is a contemporary product and stems from the 
industrial revolution and the technical and educational 
development which has followed inits wake. Mild retardation is 
evident in school but less discernible among adults, most of the 
mildly retarded being employed competitively. 

At birth something like 1 per cent of children have such a 
degree of brain anomaly as to cause a marked degree of 
retardation. As a result of selective mortality by age 7 years this 
proportion is reduced to something less than 0.4 per cent 
(Tizard, 1964). Of these perhaps one-quarter or 0.1 per cent will 
be profoundly retarded and will always require complete care. 
The remainder should, for the most part, be able to be taught 
selfcare and useful activity in a sheltered workshop. Mild 
retardation may include a further 2-3 per cent of the population 
depending on the test used and the cut-off point employed. 
Most of this large group, although achieving limited educational 
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success will not present an active problem in the clinical or 
social sense and will be employable depending on the 
economic structure and state of the economy. Mild retardation 
is not apparent in underdeveloped countries with high illiteracy 
rates. 


Causation 


The more marked degrees of mental retardation are usually due 
to abnormality in the structure and function of the brain. The 
degree of retardation may be increased by unfavourable 
upbringing. In some cases of mild retardation there is also a 
degree of cerebral abnormality. In this group of cases social, 
economic, cultural and psychological factors are more impor- 
tant. These include large family size, low economic class, 
poverty, malnutrition, poor schooling, neglect and cultural 
deprivation. Multifactorial inheritance is usually considered to 
be important in this group of cases. If parental intelligence is 
good and circumstances are propitious there is more likely to be 
clinical evidence of brain abnormality. 

A probable cause or classifiable syndrome can be found in 
less than a half of cases of more marked mental retardation but 
at autopsy the great majority of such cases show obvious 
changes in the brain. Common changes are reduction in weight, 
gliosis, hardening and shrinking. In a majority of cases there is 
diffuse abnormality of the brain but in a minority there is 
selective abnormality such as maldevelopment of the frontal 
lobes, failure of growth of the cerebellum, wasting of the white 
matter, meningitis, evidence of localized haemorrhage or 
specific abnormality such as tuberous sclerosis or lipidosis 
(Crome and Stern, 1967). 

Genetic factors account for a proportion of cases, of these 
Down’s syndrome is the commonest affecting about 1 in 600 
live births. All other genetically determined conditions are 
relatively rare as causes of gross retardation. Klinefelter’s 
syndrome affects about 1 in 400 males but is more often 
associated with mild retardation or dull normality. Turner’s 
syndrome and the triple X syndrome in women are less frequent 
and less often associated with mental retardation, usually mild. 
Some cases of the XYY syndrome have been reported in 
association with mental retardation and antisocial trends 
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among the population of the special hospitals (Rampton and 
Moss Side). All these chromosome anomalies are thought to be 
due to non-dysjunction, i.e. failure of separation of a pair of 
chromosomes, probably during the reduction division in the 
formation of the sex cell. This occurrence is favoured by 
increased maternal age and some environmental factors such as 
infectious jaundice. Metabolic errors are rarer as a Cause of 
cerebral malfunction, of these phenylketonuria with a rate of 1 
in 10,000 live births in Britain as a whole is well known. 

The importance of environmental factors in the production of 
mental retardation is now better appreciated. These vary from 
the obvious, such as maternal rubella and perinatal damage, to 
the more subtle such as smoking during pregnancy and reduced 
maternal height. Neonatal jaundice, hypoglycaemia and infec- 
tion still make a very important contribution to the total of 
mental handicap. 


Clinical findings 


With the more marked degrees of mental retardation there are 
often anatomical abnormalities such as to make the condition 
recognizable at birth (Hilliard and Kirman, 1965). This applies 
to Down's syndrome. Other chromosomal abnormalities such 
as Klinefelter’s syndrome are not usually recognized early and 
there is an increasing need for routine screening of infants 
failing to make normal progress. Examination of the chromo- 
somes will reveal the anomaly in the case of Klinefelter’s 
syndrome but this can be demonstrated more simply by the 
presence of a Barr body in cells from a buccal smear. The triple 
X anomaly can be shown by the same technique when.two Barr 
bodies will be present. A recent technique has enabled the Y 
chromosome to be made visibly fluorescent in similar material 
thus facilitating diagnosis of the XYY state. 

Most of the metabolic errors are not obvious on inspection of 
the child and phenylketonuria requires routine screening for 
detection; the Guthrie test is now standard. Some conditions 
such as tuberous sclerosis reveal themselves later. Tuberous 
sclerosis itself may become apparent at the age of 3 to 4 years 
because of the apperance of adenoma sebaceum but it may be 
suspected in infancy because of infantile spasm, hypsarrhyth- 
mia and white macules. Most of the brain lesions causing 
mental retardation are static and the patient does not get worse; 
on the contrary the patient shows mental growth but at a slower 
pace than the normal. 

In a minority of children there is progressive deterioration. 
These include those suffering from the lipidoses such as 
Tay-Sachs disease, from progressive disease of the white matter 
or the leucoencephalopathies and the group of genetic errors 
involving the mucopolysaccharides, including ‘gargoylism’. 
Most of these metabolic diseases are inherited as Mendelian 
recessive traits, one form of ‘gargoylism’ is sex-linked, only 
appearing in males and being transmitted by females. Tuberous 
sclerosis can be dominantly transmitted but is commonly due to 
new mutation. 


Assessment 


In most cases of mental handicap the clinical and biological 
diagnoses are of limited importance in advising parents. More 
important is the intellectual assessment, character, behaviour 
and stability (Clarke and Clarke, 1965). The social setting and 
the attitude of the family may determine practical advice. 
Assessment includes therefore, not only history taking, clinical 
examination and laboratory screening, but also careful 
psychological examination and a detailed social history which 


should be taken in the patient's own home. 

Psychological appraisal of very young or very disturbed 
children demands considerable familiarity with the handling of 
children, a quiet room with a limited number of people and 
without too much distraction. For most children the 
psychologist should take the child separately but for the young 
infant or the very shy and insecure the test may be done with the 
mother, perhaps with the baby sitting on her lap. 

The Wechsler type of test offers insight into different abilities 
but the Stanford Binet comes down to a two-year-old level, The 
Vineland scale is useful for a comparative record of social 
achievement. For the extremely retarded the Woodward-Piaget 
scale is valuable since it demands only limited co-operation and 
is adaptable. For the blind and deaf there are special scales such 
as the Williams and Drever-Collins. 

Some physical findings carry prognostic significance for 
intellectual development. The diagnosis of lipidosis, 
leucoencephalopathy, or mucopolysaccharidosis implies pro- 
gressive deterioration and death. Children with Down’s syn- 
drome have a mean intelligence quotient of some 33, ranging 
up to 70 as a very exceptional maximum, though cases with 
mosaicism may do better than this. 

Microcephaly with the head circumference more than three 
standard deviations below the mean for age and sex almost 
certainly implies serious mental retardation. On the other hand 
some hydrocephalics with grossly enlarged heads are above 
average in intelligence. Appearances are deceptive and the 
athetotic child, a prey to continuous writhing and grimacing, 
may retain a good level of intelligence. Deafness and other 
forms of impaired communication make assessment difficult and 
demand detailed and prolonged study by those with special 
expertise. Gross retardation at any age carries a poor prognosis 
for intellectual development but mild and moderate retardation 
in young infants should be accepted as indicating a need for 
further observation and assessment rather than indicating 
permanent retardation. 


Treatment 


The prognosis for mild mental retardation is good and the 
majority of cases adapt to full life in the general community. 
Appropriate education and opportunities for social adjustment 
and training are of more importance than clinical treatment in 
the narrower sense of the term (Clarke, 1969). Thorough 
investigation to determine aetiology of more serious retardation 
is important for prevention and for genetic counselling. If the 
condition appears due to infection or perinatal damage the risk 
of another child being affected may not be increased. If no 
diagnosis is possible and there is no family history of similar 
abnormality the recurrence risk in the more marked grades of 
retardation is about 3 per cent. Specific conditions carry their 
own risk and in phenylketonuria this is 1 in 4. Some conditions 
such as Down's syndrome and hyperuricaemia may be detected 
by amniocentesis in time to permit termination of an affected 
pregnancy. 

Treatment, in the wider sense of the term, and moral support 
is often more necessary for the family than for the retarded child. 
Detailed investigation is psychologically important. Parents 
need an opportunity for sympathetic listening and for asking 
questions and for subsequent discussion. They appreciate 
detailed information and wish to have a frank exposition of the 
situation and of the estimated potential of the child. They may 
be advised to contact the local branch of the National Society 
for Mentally Handicapped Children and to arrange with the 
local Education Authority to see a junior training school’ in 
appropriate cases. Special assessment clinics should be avail- 


able which should be run by a psychiatrist with a special interest 
in this field, or by a paediatrician or school medical officer 
jointly with a psychiatric social worker and a psychologist, who 
should together form a compact team and should have other 
specialists; e.g. a speech therapist, available for consultation 
and case conference. Support may be necessary to prevent 
rejection at the outset or overprotection later. Nursery or 
nursery school or play group facilities may tide over a 
depressive phase in the parent, enable her to share her problem, 
to make contact with others and liberate her for part of the day. 

Residential care is a last resort but may be essential for some 
families with profoundly retarded or disturbed children or 
where the stability of the family is imperilled. Specific 
behaviour-shaping techniques are appropriate for some dis- 
turbed children. All need careful supervision in regard to 
general health, vision, hearing and other associated physical 
disability. 


Research 


Knowledge about mental retardation is very limited and there is 
little research in progress, certainly not on a scale commensu- 
rate with the size of the problem (Kirman, 1968). Research may 
be directed to primary prevention and in this connection much 
more work is essential on the aetiology of the majority of cases 
where no specific cause for mental handicap or cerebral 
malfunction can be found. An example of the way in which 
known causes can be tackled is that of rubella immunization of 
girls or prevention of immunization of Rhesus negative mothers 
at the time of childbirth by the use of passive immunity. Another 
example which is the product of recent research is the screening 
of pregnant women for metabolic errors since it is now 
recognized that phenylketonuria in a mother may damage her 
children during pregnancy though they themselves do not have 
phenylketonuria, Such damage could be prevented by control 
of the maternal diet. 

The thalidomide disaster has drawn attention to the need to 
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study the influence of noxious factors on the unborn child. Such 
potential harmful agents include all manner of potent drugs, 
irradiation, maternal smoking and probably maternal malnutri- 
tion or ill health. Other work has suggested the possibility of 
genetic damage prior to conception, the role of infectious 
hepatitis in regard to Down’s syndrome seems proven. The 
effect of agents such as LSD is as yet an open question but there 
is proof both in vitro and in vivo that this drug causes 
chromosome breaks and hence, in principle, may cause genetic 
anomalies. The effect of irradiation in this connection is well 
established. A large number of chemical substances have 
mutagenic properties. 

More research is needed into genetic risks in different sets of 
circumstance in unclassified conditions and into the provision 
of and effect of genetic counselling. 

The whole area of mild mental retardation has been little 
explored and there is no precise knowledge of the extent of 
physical morbidity at this level of institutional populations but 
an enquiry by the British Psychological Society suggested 
that this population includes a considerable proportion of 
patients of good levels of intelligence. Research into social 
rehabilitation of these patients is urgently needed, as is further 
work on their employability and social adaptability. 
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Retirement 


E. GRANT YOUMANS 


In recent years, researchers have directed increasing attention 
to the social psychological aspects of retirement. A useful way 
of looking at this phenomenon is to consider it as a process of 
withdrawal from the labour force that goes on for some time and 
involves many factors (Carp, 1966). The retiring individual is 
obliged to exchange the statuses and roles of one period of life 
for those of another stage, and he must cope with the problems 
of adjusting to his new life situation. The process of retirement 
may be considered closed when the person completes the 
changes and establishes a new form of stability in his personality 
organization, in his interpersonal relationships, and in his 
pattern of life. This article is concerned with the retirement 
process in the USA and focuses on some of the more salient 
social and psychological adjustments experienced by men and 
women who retire from gainful employment. 

The usual age for retirement in the USA is sixty-five, at which 
time the retiree is confronted with an abrupt decline in income, 
a loss in economic status, and the continual erosion of his 
economic resources in the face of rising costs of living. The 
inadequacy of pension systems for retirees is illustrated in 
figures compiled by the Administration on Aging. In 1969, the 
median annual income of heads of families aged sixty-five and 
over was $4,803, only 47.6 per cent of that of heads of families 
aged under sixty-five. For unrelated individuals the incomes 
were markedly less and the disparity was even greater. In 1969, 
the median annual income of unrelated persons aged sixty-five 
and over was $1,855, or 43 per cent of that of unrelated 
individuals from the time they entered the working force to age 
sixty-four. Median income figures, it ‘should be noted, fail to 
reveal the sizable proportion of older people with very small 
incomes. These persons, who have had low incomes through- 
out their working lives and thus receive small pensions, find 
themselves ih economic distress in their old age. 

Available evidence suggests that psychological adjustments 
to retirement are extremely diverse and tend to vary with 
antecedent as well as with current life conditions of the 
individual. According to Riley and Foner (1968), overall 
satisfaction with life appears to be greater among older people 

who are still working than among those who have retired. 
Evidence indicates that retirees who were bitter over having 
failed to achieve their major goals earlier in life tended to have 
negative feelings about retirement. In contrast, those who 


viewed their past life as successful revealed a more positive 
reaction to retirement. For some workers, retirement is viewed 
as the completion of a commitment to society, as a haven of rest 
and relief from an unpleasant and overtaxing job, and the 
beginning of another career more closely akin to their interests 
and likes. 

Accumulating evidence indicates that the nature of the 
decision to retire plays an important role in later adjustments. 
Contrary to popular belief, approximately two-thirds of workers 
report that they retire as the result of their own decisions and not 
that of their employer's (Riley and Foner, 1968). However, the 
freedom of a person to decide whether and when he should 
retire is limited by the societal demands for the kinds of services 
he can perform, by his continuing health and competence, and 
by pressures on the part of many managers who prefer young 
workers with better and more recent education and training. 
The effects of such pressures place large numbers of older 
workers in the category of those who retire involuntarily. 
According to a practising psychiatrist, the loss of a central life 
interest may have profound psychological consequences. Many 
older persons have the ability, the physical capacity, and the 
desire to work, but they are unable to hold jobs and unable to 
find work. Rejected in attempts to find socially useful roles, 
many retirees experience a severe loss in self-esteem, a 
condition, according to the psychiatrist, that tends to result in 
physical inactivity, deterioration in mental functioning, and 
even in suicide. 

The massive shift of older men from the status of worker to 
that of retiree is creating a new leisure class in American society. 
The social adjustments of this class of people are influenced by 
their pre-retirement situation, by the paucity of social organiza- 
tions in which older people can find meaningful roles, and by 
the ingenuity of retirees in discovering new ways to use their 
leisure time. Longitudinal studies of retirees conducted at Duke 
University suggest that individuals who experience orderly 
careers in their work life tend to make successful adaptations in 
their respective communities (Maddox, 1966). These studies 
point out that a worker whose work history reveals an orderly 
advancement in responsibility and rewards is often solicited to 
participate in existing community organizations. 

Evidence indicates that some retired men find that ‘time 
hangs heavy on their hands’ and they spend most of their 
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waking hours in their homes. This practice often brings changes 
in husband-wife roles. During the man’s work life, a division of 
labour and power was established in the household. With 
retirement, the man may intrude into the wife’s sphere of 
responsibilities. He may want to do chores around the house to 
keep himself busy, or he may want to help his wife when she is 
busy and he has nothing to do. If the retired man had a directive 
role in his occupation, he may unconsciously attempt to 
dominate his wife. In these circumstances he may be rebuffed, 
which may injure his self-esteem, or he may threaten the wife’s 
conception of herself. They may work out a new division of 
labour, or a permanent conflict may result. 

Some retirees find marginal part-time work which keeps them 
busy and adds to their income. However, most retirees seek 
activities without financial return, and the past decade has seen 
a tremendous development of these. Some take the form of 
individual hobbies and pastimes and ‘do-it-yourself’ activities. 
Others take the form of increased participation in voluntary 
associations, such as those connected with the church, welfare, 
political parties, and with fraternal and recreational associa- 
tions. 

A new type of activity for retirees appears to be gaining 
momentum in the USA, and it is one which may provide the 
dominant solution to the free-time problem of older people. 
This is the organization created exclusively for aged persons. 
Some are organized by social workers, some by welfare-minded 
citizens, and others by older people themselves. Some grow out 
of existing social structures, while others are formed without a 
parent organization. Many provide recreational and sociable 
opportunities, while others go beyond meeting the needs of the 
participants themselves—such as visiting the sick and the 
homebound, propagandizing for increased benefits and ser- 
vices for the aged, or attempting to reduce the inequalities and 
discriminations imposed on older people in American society. 

Evidence is accumulating that retirees and other older people 
in the USA are beginning to think of themselves as a special 
group that may constitute an ‘ageing subculture’ (Rose and 
Peterson, 1965). Many older persons are thinking of their 
problems and adjustments less in individual terms and more in 
collective terms. They are taking advantage of opportunities to 
meet together to develop strategies to cope with the handicaps 
they experience in society. In addition, they foster organized 
means to exhibit pride in achievements, in hobbies, and in 
performance of skills. Evidence suggests that this ‘ageing group 
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consciousness’ among the elderly is producting new values 
concerning the social status, the personal worth, and interper- 
sonal relationships among the aged. 

There is a widespread belief that retirement from work tends 
to lead to an early death. This notion is probably based on the 
common observation that many men die shortly after they retire. 
Palmore and Jeffers (1971) suggest that the relationship is a 
spurious one. It is documented that the death rates of retired 
workers tend, during the first year or two of retirement, to be 
higher than the general level. However, these authors infer that 
these rates could be explained by the tendency of those in poor 
health to retire voluntarily. This increase in death rates does not 
seem to occur among those under compulsory retirement plans. 

The social psychological adjustments of retirees have been 
facilitated considerably by the development of programmes and 
services for older people. These programmes have focused 
heavily on such problems as income maintenance, housing, 
nutrition, health, and recreational opportunities. While these 
needs of retired persons will continue to be important, 
additional needs will probably emerge that also are important. 
Future cohorts of retirees probably will be more sophisticated, 
better educated, have more money, possess better health, and 
be more active than the present aged. The adjustment 
problems of future retirees will undoubtedly reflect these 
changed circumstances. It is probably a safe prediction to say 
that retirees of the future will demand more sophisticated 
programmes and services to meet their differing psychological 
needs, and they also probably will demand a more active voice 
in determining the specific nature of such programmes and 
services. 
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Risk-Taking 


JOHN COHEN 


Risk may be defined in terms of the uncertainty of success an 
individual is prepared to tolerate in undertaking a given task. Of 
two people, the one who thinks that he has, say, a 5 in 10 
chance of success in the task on which he is about to embark is, 
on this view, taking more risk that the other who thinks he has, 
say, a 7 in 10 chance of success. The risks that these two people 
take, as measured by the estimates, are not the same as their 
respective hazards. The one who takes more risk may, in fact, 
succeed more often than the other. If so, he, incurs less hazard. 

The risk-taker does more than make an estimate, explicitly or 
implicitly. He commits himself to action, for example, by 
investing a sum of money, making a wager, refusing to use a 
contraceptive, or undertaking a particular manoeuvre with his 
vehicle on the road. In medicine, a great deal of risk-taking is 
involved, and indeed is inescapable in the use of drugs, by 
doctor or patient. And in medicine too, itis important, for doctor 
and patient alike, not to confuse subjective risk with objective 
hazard. 

The estimates referred to above illustrate a measure of risk on 

a scale of numbers ranging from 0 to n, where the numbers 
correspond to the successes expected by the individual in n 
attempts. The measure may instead be taken in relation to the 
number of failures expected. These measures may be converted 
to a psychological probability scale ranging from O to 1. 
Alternatively, the scale ranges from 0.5 (= maximum uncer- 
tainty of success) to 1 (maximum certainty of success). A less 
direct procedure employs an n-point rating scale where each 
point refers to the confidence which the individual attaches to 
the success (or failure) of each of his attempts; or each point 
refers to a given outcome of an event, for example, an election 
or game, which has either taken place or which has yet to take 
place. 

In some circumstances it is possible to measure risk in terms 
of an individual’s estimated frequency of falling below a given 
pass-fail criterion, while the corresponding hazard is measured 
by his actual frequency of falling below this criterion, the latter 
frequency being based on a representative sample of trials. 
Sometimes an individual's risk is a function of his assessment of 
his own skill at the task in question. Thus an undistorted 
knowledge of his skill will reduce his risk. 

The proportion of successes an individual expects to achieve 
in a given task appears to be related to the difficulty of the task. 


Consider a task which may be graded in difficulty and calibrated 
for each individual separately on the basis of repeated trials. The 
individual will not, in general, be uniformly realistic in his 
estimates of success. Under a certain range of conditions it 
appears that his judgement is most realistic at a success level of 
30 per cent. When the success rate is lower, his estimates are 
exaggerated, and when the success rate is higher, his estimates 
tend to understate his actual performance. 

A distinction may be made between a so-called calculated 
risk and other risks. In a calculated risk, every possible course of 
action leads to one of a set of possible outcomes each with its 
known hazard to the individual. Such situations are rather rare. 
More commonly, the risk-taker is unaware of the precise 
hazards associated with the outcomes of his possible courses of 
action. The probabilities of degrees of hazard of different 
outcomes are not generally available; or, if available, not 
known to the individual. If they are known to him, he may 
misinterpret them. 

In applying the theory of risk to dangerous occupations, 
situations or activities, or to the study of accidents, the 
probability of injury or disaster may be reduced by determining 
the optimal relation between risk and hazard. This means that 
the individual allows himself an adequate margin of safety such 
that no task is undertaken by him unless he not only feels 
assured of invariable success but is always successful in a given 
number of trials. In practice only a rough approximation to this 
ideal can normally be reached. 

The question remains whether the tendency to take risks is a 
general, group or specific factor. If general, it enters more or less 
to the same degree in all that a person does. If group, it enters 
into one or more subsets of his actions but not necessarily into 
other subsets. If specific, it enters in varying degree into 
particular situations. This last possibility does not mean that 
human conduct is capricious in the sense that no prediction can 
ever be made from one action to another; all that is implied is 
that a unique pattern characterizes each situation, and it is this 
that determines the risk a person is prepared to take. The most 
plausible interpretation of the facts of experience indicates a 
group factor. Many people are not inclined to take any chances 
in some situations, where failure cannot be contemplated. In 
others, however, they throw caution to the winds; the glamour 
of success, however small its subjective probability, enables 
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Rorschach Test 


A. FRIEDEMANN 


The monograph, which Hermann Rorschach published in 1921 
and entitled ‘Psychodiagnostics: Methods and Results of an 
Experiment in Perceptual Diagnosis by means of the Interpreta- 
tion of Random Forms’ described, in the author’s words 

‘The methodology and preliminary results of a psychological 
experiment, which, in spite of its simplicity in many respects, has 
proved valuable both for research and in practice. It must be stated first 
that the whole work has a predominantly empirical character. The 
questionnaire from which the first attempts of this kind started (1911) 
was substantially different from that which gradually emerged from 
further experiments. The conclusions therefore which arose from the 
experiment are to be regarded rather in the nature of the empirical 
findings than theoretical deductions. The theoretical foundation of the 
experiment is partly hidden in the beginnings themselves. 

‘As another premise also, it must be stated that the findings of healthy 
persons taking part are invariably set in comparison with the findings of 
the mentally ill and vice versa.’ 

The method is that ten random ink blots on ten cards are 
presented to the observer for interpretation. The method is old 
as an exercise in imagination; Leonardo da Vinci had his pupils 
give a figurative interpretation of cracks in the wall. In the 
nineteenth century the German poet and doctor Justinus Kerner 
(1786-1862) made symmetrical figures by folding papers with 
ink-blots on them and had them interpreted experimentally, 
without however validating the interpretation in a scientific 
manner. 

Hermann Rorschach succeeded in assembling as test mater- 
ial ten cards, on each of which he had reproduced a large 
amorphous, bilaterally symmetrical ink blot. He realized that 
the choice of simple shapes, through the pictorial effect of 
spatial rhythm and adequate symmetry, would provide sufficent 
incentive to perceptual interpretation. Rorschach was the first 
person not only to ask the participants what the picture could be 
but also to establish that, although the participants took the 
experiment to be a test of imagination, it was really a matter of 
the psychological processes which come under the heading of 
perception and comprehension. Rorschach refers in this con- 
nection to Eugen Bleuler’s definition. 

‘The perceptions arise in this way: the emotions or groups of emotions 
bring out memory-pictures of earlier groups of emotions. The outcome 
is that a complex of emotional memories emerges, the elements of 
which have a particularly firm connection and distinguished from other 
emotional groups through their appearing together in earlier experi- 


ences, There are then three processes involved in the perception, those 
of feeling, remembering and association.’ 

Rorschach defines comprehension in Bleuler’s sense as the 
identification of a complex of sense-feelings with its contexts. 
Rorschach sees the perception as the associative assimilation of 
available memory images (engrams) with the newer affective 
complexes. 

In the interpretation of the random shapes, a perception is 
reached, according to Rorschach, ‘in which the work of 
assimilation between the affective complex and engram is so 
great that it is perceived intrapsychically as assimilation work. 
The intrapsychic perception of the incomplete similarity 
between feeling-complex and engram gives to the perception 
the character of apperception.’ So apperception can be a 
special case of perception. 

The responses on the test were then examined by Rorschach 
in terms of number of responses, reaction times and failures to 
respond, and the influence upon the responses of the shape, the 
sense of movement and the colour of the picture, of the 
interpretation of the picture as a whole or in its various parts, 
and not least, its content, i.e. the answer to the question of what 
was seen, The carefully evaluated results which Hermann 
Rorschach recorded fifty years ago, received at first only a 
qualified welcome. It was only some twenty years later that his 
work met with widespread acclaim from psychologists the 
world over. 

It can be said today that Rorschach’s experiment on the 
interpretation of ink-blots can be utilized in many ways and has 
proved fruitful beyond the bounds of psychopathology. We 
must mention here the depth-psychological approaches: 
Rorschach himself was a psychoanalytically trained psychiat- 
rist. We know that he evaluated his protocols psychoanalyti- 
cally from the very beginning. Rorschach’s interpretation of 
shapes, like the interpretation of dreams, opens up approaches 
to the unconscious. 

Rorschach’s experiment is very important in the possibility of 
its evaluation as a performance test. His results permit 
inferences about the inner association drive and the precision 
with which associations operate. Rorschach’s association 
experiment is to be evaluated, like that of Jung, with great care 
but also with definite advantage. Therefore the Rorschach test is 
used everywhere today, wherever it is a matter of understa nding 
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the personality. It will disappoint only where it is employed 
carelessly and in an unduly mechanical manner. The results will 
be found surprisingly good wherever the test is built thought- 
fully into the diagnostics of the individual and our understand- 
ing of our fellow beings. 

In the past thirty years, much attention has been devoted to 
the Rorschach test in England and the USA and it has been 
widely employed in clinical psychology. More objective 
scoring methods have been devised which have permitted a 
somewhat more quantitative assessment of the data than was 
envisaged by Rorschach himself. Of these, that of Klopfer and 
Kelley (1942) is perhaps the most widely known. The Rorschach 
test has found wide application in differential psychiatric 
diagnosis, where it has proved a useful adjuvant technique in 
spite of the fact that its reliability has been seriously questioned. It 
has been used, for example, to attempt to distinguish between 
the organic and psychogenic sequelae of head injury and to 
elicit early signs of schizophrenic thought disorder. It has also 
been used to assess the effects of various types of treatment, 
physical or psychotherapeutic, upon a variety of psychiatric 
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disorders. 

Although the Rorschach test has perhaps failed to live up to its 
early promise as a psychodiagnostic instrument, it has brought 
considerable understanding of individual personality structure 
and, where used with skill and care, has proved of very real 
assistance to doctors in the screening and assessment of 
psychiatric patients. It also, as Rorschach himself understood, 
provides an intriguing method for investigating perceptual 
structure and associative control in the healthy individual. 
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Rorschach Test: Findings in Japanese 
Psychiatric Patients 


S. NAKA, Y. TAKEGAWA, 
S. SUZUKI and K. OSAKI 


Introduction 


There are a number of Rorschach test studies on Japanese 
neurotics and healthy Japanese subjects. Kodama studied 
Japanese mentality by Rorschach test, compared the findings 
with those obtained from Americans and found poor inner 
activity, higher subjectivity and higher animal response in the 
former. 

It is generally believed that Japanese show higher W, F and 
animal response than Americans and Europeans. 

Naka found that Rorschach test findings in Shinkeishitsu (a 
form of neurosis, defined by Professor Morita, which is said to 
be common among Japanese) are similar to those of average 
(healthy) Japanese except that poorer contact with reality, more 
rejection and lower inner stability were shown by the former. 
These tendencies could be corrected by a form of 
psychotherapy established by Professor Morita (Morita 
therapy). 

If a satisfactory standardization is established, the Rorschach 
test may be a useful tool to study mentality of a group, either 
culturally or racially defined. 


Method 


Rorschach test was administered to 104 patients consisting of 
schizophrenics and neurotics, The latter included 11 patients 
suffering from Shinkeishitsu. 


Results 


The neurotics as a whole showed difficulty in adjustment, e.g. 
inability to establish a meaningful relationship between inner 
life and reality, poor reality contact, free-floating anxiety, 
insufficient distinction between outer and inner world, ten- 
dency to day-dreaming, higher emotionality and its insufficient 
control and immature ego-function. Among them, Shinkeishitsi 
patients showed high emotionality, average productivity, 


inferiority complex and lack of spontaneity, while patients 
suffering from hysteria showed low productivity, low mental 
activity and the lack of control over inner drives, and an 
outstanding characteristic for schizophrenics was lack of 
spontaneity. 

Comparison between the neurotics and schizophrenics 
revealed the following facts. 

D-type approach is seen in 14 per cent of neurotics and 23 per 
cent of schizophrenics. Predominance of W-type is one of the 
significant characteristics of Japanese, both in healthy subjects 
and patients. It is generally believed that the lack of human 
movement response is a significant finding in schizophrenics 
but this could not be confirmed by our study probably because 
the patients in our study were recent admissions to an 
open-door hospital. 

Animal movement response is uncommon in the neurotics 
(20 per cent) and even more uncommon in the schizophrenics 
(15 per cent) indicating lower spontaneity and lack of activity, 
especially in the latter. As to ego-function, no remarkable 
difference was shown between the groups. Lack of human 
response (O or 1) was observed in 23 per cent of the 
schizophrenics and in 14 per cent of the neurotics, indicating 
decreased interest in human contact in both groups. 

Sexual and anatomical response was observed in 51 per cent 
of neurotics and 29.1 per cent of the schizophrenics, sexual 
response being found in 14 per cent of the neurotics. This is a 
remarkable finding since these responses do not usually occur 
in healthy Japanese subjects, Pathological thinking and unusual 
stylistic characteristic of non-verbal behaviour is seen in 31 per 
cent of the schizophrenics and in 6 per cent of the neurotics. 


Discussion 


Definite conclusions cannot be drawn from these small samples. 
We have confirmed that W-type is predominant among 
Japanese. Japanese and Chinese tend to be eidetics and tend to 
think in visual imagery. We speculate that this may be related to 
our usage of Chinese characters which are typical ideographs. 
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Naka made a clinical and statistical study of mental disorders in 
Formosa where also Chinese characters are used, and found 
that Chinese in Formosa tended to have similar mentality to 
Japanese and that they also suffered from Shinkeishitsu like 
Japanese. 

It is said that Europeans have guilt-culture and Japanese have 
shame-culture, and that Europeans live on hearing and the 
sense of smell, and Japanese on sight and taste. 

We have been of the opinion that Shinkeishitsu is a specialty 
for Japan, and Japanese in general are predisposed to this form 
of neurosis rather than to the other forms. Shinkeishitsu is 
characterized by introvertedness, lack of self-reliance, sensitivi- 
ty, adjustment difficulties, high emotionality and its overcon- 
trol. We speculate that these symptoms of immature personality 
are also characteristics of Japanese people as a whole if 
observed from the cross-cultural standpoint. 
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Schizophrenia: Cardinal Symptoms 


C. SCHARFETTER 


The outstanding symptoms of schizophrenia are disturbances of 
personality and thinking, of perception and reality sense, as well 
as changes in affectivity. These occur with clear consciousness 
and without mental changes of an organic type. 


Disturbances of Personality 


The patient feels himself to be changed, transformed, strange or 
unreal (i.e. depersonalization). He may lose his sense of identity 
and of himself as a unique and unitary person (‘ego-splitting’). 
His awareness of his own self-initiated activities, in perceiving, 
thinking and willing may be affected, such that he feels that 
these activities are no longer being directed by himself but by 
strange and external agencies. The patient may feel that others 
can read his thoughts or deprive him of them (‘thought- 
withdrawal’). 


Thought disorder 


The schizophrenic thought disorder is marked by loss of the 
categories that govern thinking in the healthy individual. 
Thinking becomes imprecise, distorted and confused. Items that 
do not belong together are nonetheless linked by association 
(contamination) and familiar concepts are endowed with 
inappropriate meaning (substitution). Symbolical modes of 
representation attain an almost magical value. 

In consequence of this thought disorder, communication 
with others is made difficult by illogical connections 
(paralogism) and jumps in thinking (the ‘Knight’s move’), 
incoherence with evasive use of words and stereotyped 
repetitions of words and sentences (verbigeration) and 
neologisms. There is thought blocking and breaking of the train 
of thought before it attains an outcome. 


Reality sense 
Change in reality sense is often in evidence at the outset of the 


illness. Objects and situations appear to be embedded in a 
strange and peculiar atmosphere, laden with significant mean- 


ing (delusional mood). There is derealization, which shows all 
graduations from the distrustful and suspicious to full-blown 
and unshakable delusion. Delusions of reference are very 
common, e.g. delusions of influence or persecution. These elicit 
misjudgements of reality which appear to the patient to be 
based on a priori evidence and to which he clings with utter 
conviction, in spite of their manifest conflict with reality and the 
accepted views of others. In consequence of this disturbed 
relation to reality, the patient becomes withdrawn from the 
world into himself (autism). His behaviour is no longer adjusted 
to external physical and social reality. 


Perception 


Perception of external events often assumes at first an obtrusive, 
indeed overwhelming character. Hallucinations may occur in 
all sensory modalities, auditory hallucination and hallucina- 
tions of altered bodily states (coenaesthetic hallucinations) are 
particularly characteristic. 


Affectivity 


This is marked by fragmentation and inconsistency of affect and 
ambivalence (i.e. simultaneous influence of contradictory 
emotions). To the normal person, there is difficulty in achieving 
emotional empathy with such a person; his affects may be 
paradoxical (parathymia), rigid or deficient (affective blankness). 


Psychomotor disorders 


These are characteristics of catatonic schizophrenia. The 
patient may become rigid and remain motionless and dumb 
(mutism). Grimaces and stereotyped movements are common. 
The stuporous state may be succeeded by alternating states of 
excitement and rage, and aggression may be directed towards 
the self or other persons. 
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Schizophrenia: Course and Outcome 


M. BLEULER 


The concept of schizophrenia is nowadays much misused. 
Definite statements about schizophrenic psychoses can be 
made only if one explains from the start what one means by 
them. The present writer adheres to the view of Eugen Bleuler 
and accepted by the majority of contemporary psychiatrists that 
schizophrenia is a true mental disease. It is wrong to consider as 
schizophrenias personality disorders which are neither in kind 
or degree psychotic. 

The concept of psychosis arises on the basis of the personal 
experience which healthy individuals have of themselves and 
their fellow men. A person is considered psychotic if, in so far as 
the relationship between a healthy individual and himself is 
concerned, there is no longer any possibility of understanding 
his speech, memory, thinking and judgement, and the ways in 
which he perceives things. Nor can one understand his motives 
or empathise with his emotional life. It is as if an invisible wall 
stands between the healthy and the mentally ill. To be sure, this 
wall is not impenetrable and under certain circumstances, e.g. 
in the course of therapy, one may succeed in establishing 
contact. 

Which mentally ill patients are schizophrenic? An essential 
feature of the schizophrenias is the contrast between severe 
psychotic manifestations and the (often concealed) preservation 
of healthy mental life. In particular, in schizophrenia there is no 
impoverishment of the intellectual life, such as is seen in cases 
with severe brain damage. The symptomatology of schizo- 
phrenia (which will notin any case be considered in this article) is 
marked by a peculiar type of affective and thought disorder 
which often gives rise to illusions, delusions, disorders of 
motility and of memory of a secondary order. Psychoses which 
are obviously associated with manifest physical disorder are not 
included within the schizophrenias: nor do we include those 
conditions, such as neuroses, which are simply, clearly and 
understandably related to environmental factors. 

The history of schizophrenic illness is never exactly the same 
in every period and every culture. We shall consider here only 
schizophrenic patients whose illness became manifest in the 
mid-twentieth century in western countries. 


Childhood factors 


In considering the childhood history of prospective schizo- 
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phrenics, one may note that a broken home (loss of one parent 
before the age of 18 either through death or separation or 
divorce, or lack of one parent on account of illegitimacy) is little, 
if at all, more frequent in schizophrenics than in the total 
population. Broken homes produce alcoholics or psychopathic 
personalities rather than schizophrenics. It follows that the 
theory of ‘maternal deprivation’, at all events in its simple form, 
has no place in the aetiology of schizophrenia. However, 
evidence of a broken home is more common in the history of 
schizophrenic women than in that of schizophrenic men or, 
indeed, of the general population. This suggests that, at all 
events in girls, a broken home may create (among other 
predispositions) a predisposition to schizophrenic breakdown. 

The picture becomes more sombre if one considers not only 
premature loss of parents but the childhood situation as a 
whole, It then transpires that a good half of all schizophrenics 
have grown up either in a broken home or in one in which 
human relations are grossly disturbed or disrupted. Only a 
minority of schizophrenics (about a quarter, according to the 
author's own study) came from normal two-parent families. 
Here again, the childhood conditions in the case of women 
appear to be worse than in the case of men. It should be pointed 
out, however, that bad early conditions may also produce other 
types of mental illness, e.g. alcoholism. 

Between 5 and 10 per cent of the parents of schizophrenics 
have had at least one schizophrenic episode. Schizophrenic 
mothers are more common than schizophrenic fathers, perhaps 
because girls generally marry at an earlier age than men. 
However, an upbringing by manifestly schizophrenic parents is 
rare among those who subsequently develop the illness, 
particularly so if a parent developed the illness in the first five 
years of the child’s life. Where this does occur, however, it is 
commoner among women than among men. 

Retrospective inquiry in schizophrenia shows that the rela- 
tions of the patient with the father are often worse than with the 
mother, and frequently worse with the parent of the same than 
of the opposite sex. It is doubtful, however, whether any 
significance can be attached to this finding. Unfavourable 
relations with the mother appear to be particularly common in 
women who later become schizophrenic. Often, bad relations 
with the father appear to be caused by his alcoholism or by an 
authoritarian attitude towards the child. Bad relations with the 


mother, however, may be due in both sexes to her possessive- 
ness and authoritarian attitude (as seen by the child). 

Schizophrenics often come from a family background in 
which there are great contrasts between positive and negative 
attitudes to life. The mothers of schizophrenics have been called 
‘schizophrenogenic’ in virtue of their authoritarian and 
domineering manner and their unwillingness to allow the child 
to develop in his own way. Such a mother tries to mould the 
child in her own image—rigid and cold and concealing her 
coldness by maternal over-protection. On the other hand, some 
mothers of schizophrenics are unselfish and warm; indeed not 
infrequently ‘schizophrenogenic’ and truly maternal features 
co-exist in the same person. 


Premorbid personality 


About a third of those who fall ill with schizophrenia show no 
distinctive personality features prior to the onset of the illness 
though it should be borne in mind that the findings might look 
different had intensive psychoanalytical inquiry of pre- 
schizophrenic individuals been undertaken. The remaining 
two-thirds show marked, and indeed on occasion, truly 
pathological personality traits. Such patients are accurately 
characterized by the term schizoid. They are rigid, form little 
intellectual contact with others and emotional reaction is 
deficient. They do not bring warmth or feeling into their 
relations with others. This is due not to any lack of inner vitality 
or indifference but rather to their prolific imagination and 
impulsive life which cannot be appropriately expressed. 
Ambivalence is a typical feature of the schizoid make-up. 

In the histories of schizophrenics schizoid features and 
grossly disturbed family relations often co-exist. One must 
suppose that both inter-penetrate and evolve together. On the 
other hand, intelligence in the majority of schizophrenics is 
within the normal range. 

The erotic life of pre-schizophrenics is usually weaker than 
normal, atall events in its external manifestations. Hypersexual- 
ity or sexual perversions are no commoner among schizo- 
phrenics thin in the general population. 


Onset of illness 


It is difficult to define the age of onset of the first schizophrenic 
episode with precision, as the diagnosis of schizophrenia is 
uncertain in childhood and old age. With an ageing population 
and changing fashions of diagnosis, there are more cases of 
schizophrenia in later life in recent than in earlier inquiries. But 
all statistical studies agree that, in from a third to a half of all 
cases, the onset of the illness is in the third decade of life. The 
onset is much more often acute than gradual. 


Course of schizophrenia 


Up to a half of chronic schizophrenics show some variability in 
general state over the course of time. Alternation between acute 
psychotic episodes and a relatively stable state is common. In 
well over half of all chronic schizophrenics, a stable state is 
attained some ten years after the onset of the illness, and this is 
as a rule long-lasting. About a quarter to a third of these may be 
regarded as more or less recovered. Only about a tenth toa fifth 
of chronic schizophrenics manifest long-lasting severe chronic 
psychoses of the kind which have been called schizophrenic 
dementia. 
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The most common patterns of schizophrenic illnesses are as 
follows: 

(1) One or more acute episodes which clear up (over 
one-third of all cases). 

(2) One or more acute episodes with intervening periods of 
milder disturbance (‘defect states’) (about one-third of all cases). 

(3) A chronic course resulting in mild or moderate chronic 
disturbance (‘defect state’) (about one-fifth of all cases). 

(4) A chronic course with severe mental disturbance (previ- 
ously known as ‘dementia’) (less than one-tenth of all cases). 

After five or ten years from the onset of the illness, the 
schizophrenic does not become worse; indeed rather there is a 
tendency to improvement. Judged in terms of overall condition 
and the need for hospitalization, the proportion of recovered, 
improved and unimproved patients five to ten years after the 
onset of the illness remains much the same. Needless to say, it is 
not always the case that the same patients remain in the same 
state, but rather of improvements and deteriorations balancing 
one another out. 

Even the so-called dementia characteristic of the most severe 
and chronic schizophrenias is to be sharply distinguished from 
the dementia shown by patients with progressive cerebral 
atrophy. The poverty of ideas and memories and in intellectual 
production shown by the patient with organic dementia is 
lacking in the chronic schizophrenic, Even in severe chronic 
schizophrenics a rich inner life is preserved. In spite of severe 
chronic disablement improvements are not uncommon and 
even recovery is not unknown. 

As a consequence of advances in intensive treatment dating 
from the middle of the present century (improved occupational 
and social management, better clinical care, earlier discharge 
from hospital, new physical and especially pharmacological 
methods of treatment) the course of schizophrenic illnesses has 
changed. Cases with an acute onset and evolving into the 
chronic phase without remission are no longer seen and the 
chronic schizophrenic states have become less severe. Acute 
states that run a fluctuating course have become relatively more 
common than the continuous chronic illness. On the other 
hand, the number of cases with long-lasting recovery has not 
increased to a statistically significant extent. 

No statistically significant correlations are found in schizo- 
phrenia between the course and the early history of the patients. 
Where the premorbid picture was abnormal, in particular 
schizoid, the prognosis is relatively less favourable. Temporal 
relationships may often be traced between changes within the 
families of schizophrenics and the onset and course of the 
illness; these are more common in female than in male patients. 

Schizophrenics die only from complications of their illness 
and death from a specific schizophrenic organic process can 
never be proved. Death in an acute excitatory phase is not 
uncommon, even with the best medical and nursing care. In 
such cases, a great variety of complicating factors, such as 
pneumonia, urinary infections, severe dehydration and 
unfavourable drug reactions, may play a part. The frequency of 
suicide in schizophrenics is higher than in the general 
population. In common with the general trend, death from 
tuberculosis has markedly decreased—however, the death rate 
from tuberculosis appears to be higher among schizophrenics 
than in the general population. At the same time, the death rate 
from malignant tumours appears lower in schizophrenics than 
in the population at large. 
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Schizophrenia: 


Y. Ö. ALANEN 


The psychodynamically oriented study of the intrafamilial 
environment in which schizophrenic patients grow up has two 
main sources. There has been a theoretical interest in the study 
of interactional processes in the families and of their contribu- 
tion to the aetiology of schizophrenia (as well as of their 
importance to the human personality development and its 
disorders in a more general sense). Secondly, psychotherapists 
working with schizophrenics have been faced by a necessity to 
extend their activities so as to include not only the patients but 
also the members of their families in its sphere. Federn, one of 
the outstanding pioneers in this fieid, says that ‘the cure of 
psychotics turns out to have been Sisyphean labour’ unless 
unsatisfactory conditions in the family life are changed. The 
importance of family configurations and interrelationships was 
also brought forward in H. S. Sullivan’s early writings. 

Research in this field can be divided into two groups with 
somewhat different aims and methods. The first of these is based 
on gathering of knowledge of the families, above all of the 
personalities of the patients, their parents and their siblings, and 
of their mutual psychological relationships. If this has included 
a study of comparison groups, unselectiveness of the sample, and 
so on, the method has approached those used in natural 
scientific studies (positivistic methods). In the other group of 
studies the method has been hermeneutic: one has aspired to 
understand what happens in these families through empathic 
identification, observation and interpretation. This approach 
has often been based on a psychotherapeutic communication, 
especially on family therapy. Many investigators have applied 
combinations of these two approaches. 

One of the important findings of these studies is the 
observed high frequency of grave personality disorders in the 
relatives, especially of the parents of the patients. Even if 
relatively few of the parents are manifestly psychotic (6-10 per 
cent), schizoid and paranoid personalities and disorders of the 
reality testing on a near-psychotic level are more common, as 
well as parental personalities with a very inadequate ability to 
empathy, and with projective and dominating attitudes towards 
the children. The common characteristic of these disorders, and 
the one distinguishing them from the families of neurotics, is the 
presence of comparatively grave disturbances in the functions of 
the ego (Alanen, 1958). This kind of finding can also be 
interpreted as suggesting a blurring and fluctuation of diagnostic 


Family Setting 


boundaries, leading to an abandonment of the concept of 
schizophrenia as a specific disease entity, clearly separated 
from other mental disorders. Rather, it should be com- 
prehended as the gravest manifestation of a more general 
tendency toward the development of mental disorders in these 
families. This kind of view is also supported by the findings of 
genetical twin studies published during the last decade, 
especially the Scandinavian studies by Tienari and Kringlen. 

Theodore Lidz and his collaborators (Lidz, Fleck and 
Cornelison, 1965) at Yale University, in their thorough studies 
of 17 families of young schizophrenics carried out during the 
1950s, emphasize the failure of these families to provide a child 
with the adequate psychological nurturance, guidance and trans- 
mission of the basic adaptive techniques of the culture. On the 
contrary, the home atmosphere is permeated by paralogic 
modes of thought and behaviour (‘transmission of irrationality’). 
The parental marriages are characterized either by continued 
and serious conflicts and tensions between the parents, based 
on dissatisfaction and mutual distrust and leading to a malignant 
undercutting of the worth of one partner by the other (marital 
schism); or by a distorted situation in which the healthier 
parent goes along with the aberrant ways of the more disturbed 
partner (marital skew). The generation boundaries in the 
emotional relationships between the parents and children 
remain hazy, leading to symbiotic ties between them 
(Boszormeny-Nagy has developed the concept of ‘pathologic 
need complementarity’ to describe this) as well as leading to 
confusion of the children’s sexual identity. 

The mother with a schizophrenic son tends to be closer to the 
patient than her other children (in a study of 100 mothers of 
schizophrenic patients accomplished in 1958 in Finland, 
Alanen characterized their attitude as ‘possessively protective’), 
whereas the personality of the mothers of schizophrenic 
daughters tends to be more aloof or inimical. Most of the fathers 
of male patients are passive and dependent personalities, 
furnishing inadequate models of masculinity for their sons. The 
personalities of the fathers of female patients tend to be more 
varied, dominating and paranoid tendencies are more 
common among them. However, it should be emphasized that 
every family has its own character and its own network of 
problems which should not be schematized. 

According to Lidz, the schizophrenic patient ‘escapes from 
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an untenable world, in which he is powerless to cope with 
insoluble conflicts, by the device of imaginatively distorting his 
symbolization of reality’. A study conducted by Anthony (1958) 
in St. Louis has graphically illustrated the ‘developmental 
precursors’ of adult schizophrenia as perceptible in children 
growing up with psychotic parents. 

During the course of development, the emphasis of the family 
studies of schizophrenics has increasingly been transferred to 
direct observation and interpretation of the transactional patterns 
of the family setting. A pioneering achievement in this field was 
the introduction of the double bind concept by the Palo Alto 
sociologist Gregory Bateson and his psychiatrist collaborators 
(Bateson et al., 1956). The double bind situation is one where a 
person involved in an intense relationship with another person 
‘is faced with a significant communication involving a pair of 
messages, of different level or logical type, which are related but 
incongruent with each other’ (Weakland). Often the incon- 
gruency is caused by a discrepancy between the verbal and 
non-verbal communications. The ‘victim’s’ leaving the field is 
blocked owing to his dependence upon the one giving the 
message, which is generally the case in a child’s relationship 
with his parent. The child is himself compelled to respond to this 
kind of pattern of communication by giving incongruent 
messages of his own, characterized by concealment, denial, 
and inhibition; such responses are, in fact, adequate in view of 
the situation. The result of a repetition of the double bind 
situation is that the child remains perplexed in his interpersonal 
relationships, that he learns the use of an aberrant logic, and 
becomes inclined to withdraw into autism. The double bind 
concept can be extended to three-party interactions among the 
father, the mother and the child, the father and the mother being 
here the senders of mutually incompatible messages. 

Lyman C. Wynne, working in the US National Institute of 
Mental Health, Bethesda, has especially emphasized the 
rigidity of the role structures in the families of schizophrenics as 
well as the denial of certain kind of emotions in the intrafamilial 
communication, leading to their dissociation from the con- 
sciousness and to hollow pseudo-relationships which can 
neither grow nor be brought into termination and separation 
(pseudo-mutality, pseudo-hostility). Since then ‘the injection 
and concealment of meaning’ typical of transactional patterns 
in these families has attracted his attention (a very typical 
example of this was also reported by Schatzman, a pupil of 
Ronald D. Laing, who reviewed the writings of the eminent 
German physician and pedagogue Dr. D. G. M. Schreber, the 
father of that Dr. Schreber whose memoirs became the object of 
Freud’s famous analysis elucidating the psychological 
mechanisms of paranoid schizophrenia). 

In collaboration with Margaret Singer, Wynne also has 
endeavoured to analyze the different kinds of thought disorders 
existing in these families (‘amorphic’, ‘fragmented’ and ‘con- 
stricted’). They also have developed measures of communica- 
tion deviances in parents which according to their interpreta- 
tion could differentiate families of young schizophrenics from 
those with neurotic and normal offspring. The experimental 
studies executed by Mishler and Waxler as well as by Reiss 
should also be mentioned in this connection. 

Helm Stierlin, also working in near collaboration with 
Wynne, has recently made an original analysis of the family 
dynamic findings by developing the concept of transactional 
modes. These modes denote interactions (especially between 
parents and children) which have a mutual formative and 
structuring influence on each other's personalities. In regard to 
schizophrenia, the modes of binding and delegating are 
especially relevant. Where the binding mode prevails, the child 
remains excessively tied to his parents and, as a result, fails to 
move into his peer group in an age-appropriate manner. The 
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binding operates on three levels which correspond to the 
well-known psycho-analytic structural concepts. The affective 
binding (id-binding) means the sustaining of a disproportionate 
and infantilizing, affective dependence between the parent and 
the child. The cognitive binding (ego-binding) may be com- 
prehended as the most pathogenic, because it undermines the 
child’s grasp of his inner and outer reality. The double-bind 
situation is an example of this kind of transaction. Stierlin also 
speaks of mystification (hiding and blurring of the real 
circumstances and causal relationships; the term was brought to 
psychiatry by Laing) and attribution (imprinting the child with 
characteristics not corresponding to his real qualifications) in 
this connection. The third level of binding occurs through 
exploitation of the child’s loyalty (superego-binding). The mode 
of delegating means a ‘sending out’ of the child and entrusting 
him with missions providing vicarious satisfaction to one or 
both parents, often exacerbated by the parents ‘middle life 
crisis’. 

It is very important to emphasize the unconscious nature of 
such distorting parental manoeuvres; they are based on their 
projective needs and investments. Stierlin also lays much stress 
on influences of the children on their parents during these 
reciprocal processes. 

The findings of psychodynamic family studies and those of 
genetic studies should not be seen as mutually exclusive but 
rather as complementary to each other. Most probably, both 
factors are of significance, in the aetiology of schizophrenia, and 
besides this other factors operating on a somatic, psychological, 
or psychosocial level may contribute. Why does one 
particular sibling in a family develop schizophrenia while the 
others do not? It seems to depend on a complicated network of 
constitutional and psychodynamical factors ranging from the 
children’s psychological predispositions to the parents’ uncon- 
scious phantasies deriving from the introjects which they have 
been carrying inside themselves from their own childhood, and 
which may then be transferred and externalized into one 
particular parent-child relationship. To give a simplified 
example, a mother craving for a re-experience of her own 
earlier symbiotic mother relationship—and being increasingly 
frustrated in her unsatisfactory marital relationship—may 
‘select’ for this purpose one of her children who is constitu- 
tionally most passive and therefore most apt to respond 
compliantly to mother’s request; the other children being more 
defiant and developing more autonomous patterns of interper- 
sonal relationships. 

According to the family investigators, conflicts over individu- 
ation and over establishment of self-boundaries have a great 
significance in the pathogenesis of schizophrenia. In compari- 
son with the earlier psycho-analytic theories, this may leadtoa 
greater emphasis on the importance of the two central 
separate individuation phases of development, the first 
ranging from 12-18 months of age to 36 months of age (Mahler), 
and the second comprising adolescence. In a more general 
sense, these studies have contributed much to the growing 
insights into the intrafamilial psychological transmissions in 
human personality development and its pathology. Family 
therapy has proved to be indicated in many cases of schizo- 
phrenia because of the bonds of dependence to be found even 
under the cover of an ostensibly autistic patient, and being also 
present in the actual transactional field of the family. It has been 
possible also to help many parents and other relatives of the 
patients through this therapeutic approach. 
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Schizophrenia: Primitive Object 
Relationships in Treatment 


V. D. VOLKAN 


Because the adult schizophrenic typically brings to this 
treatment some non-psychotic part, his therapist may expect the 
display of something like a transference neurosis. Interaction 
with his patient will also disclose the development of a 
psychotic transference, either openly or subtly made evident. 
The patient may, for example, be unable to distinguish between 
his therapist and a parent, in a transference situation that is 
delusional. The therapist must then work with this psychotic 
core, in which primitive relatedness to external objects is 
usually introjective-projective. 

| refer particularly here to the aspect of this type of 
relatedness that is more concerned with ego-superego forma- 
tion than its defensive-adaptive purposes., Since the patient 
perceives the external objects he seeks to introject as represen- 
tatives of archaic objects that are distorted by his drives and 
fantasies, his experience with external objects provides him 
with little that is new. His new introjects are not assimilated to 
compose new identifications but are continuously projected 
and re-introjected. Although operation on this archaic level 
poses problems for the adult, it does permit the equivalence of 
early partial identification that is not available to the fully 
developed psychic system. By this means the adult schizo- 
phrenic may so introject an object that its characteristics persist 
long after the introject itself has disappeared. 
P Accordingly, the therapist must.allow himself to be fully 
included in his patient's cycles of introjection and projection. 
He will at first be introjected as a representative of his patient's 
archaic objects, from which he will then differentiate himself in 
piecemeal fashion in such a way as to help his patients alter their 
nature. He should not offer himself as a model, since this 
manoeuvre would be a seductive intrusion leading to anxiety 
and the reduction of ego-building possibilities. The patient will 
need no encouragement to introject his therapist and subse- 
quently to identify with him. The therapist must, however, 
understand what representation of himself is being introjected 
and what the patient is doing with the introject (Volkan, 1968). 
He will make interpretations starting with the defences against 
the conflicts to which the wish and fear of relatedness to the 
external object mainly give rise (Abse and Ewing, 1960). 


Boyer (1967), with whom | concur, holds that a primary initial 
goal in treating the schizophrenic is to help him to develop 
altered introjects. He provides his patients at the outset with 
consistent examples of the appropriate scientific attitude and 
encourages them to be self-observant and to see their conflicts 
as subjects for study. He believes that the efficient alteration of 
ego introjects: requires simultaneous reduction of the archaic 
sadism of the superego introject. 

Clarification of a semantic difficulty is needed here. Not only 
are external objects perceived as interchangeable, but the 
differentiation of self-and-object representations is in an 
embryonic stage in schizophrenia, if, indeed, it appears at all. 
Can we then use the terminology of introspective—projective 
relatedness between patient and therapist when the self-and 
object representations are not differentiated? If we can speak of 
an introjective-projective relatedness between two people who 
are emotional Siamese twins and who share emotional circula- 
tion because neither has a definite integument to enclose him, 
as in the symbiotic relatedness described by Mahler (1968), we 
can use the term here, although ‘merging’ might be preferred for 
use at this level, with introjective-projective relatedness refer- 
ring more specifically to the situation in which self-object 
differentiation, however blurred, has been achieved in corres- 
pondence with Mahler’s early separation-individuation. 
Patients who have developed observing parts typically and 
spontaneously refer to what happens in the merging experience 
as ‘osmosis’. 

In the clinical setting introjective-projective relatedness can 
take many forms and may display itself in subtle ways. Lacking 
any advanced symbol formation, the schizophrenic may openly 
model his psychological processes, especially introjection, on 
bodily function, i.e. ‘I love you’ becomes ‘I eat you’. The patient 
internalizes his therapist through the skin or body orifices. 

One patient who had failed to talk until he was six had been 
diagnosed as autistic; remnants of autistic and symbiotic 
defences persisted into young adulthood. During his treatment 
he reported taking in his early mother representation by using 
his penis as the hose of a vacuum cleaner. His mother would then 
become an unassimilated superego introject within his breast 
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demanding behaviour that he regarded as punishment. Later | 
was sucked in through his penis, somewhat distinguished from 
the mother introject but endowed with her powerful and 
punitive characteristics. He enjoyed shutting himself in a room 
to retreat from the world into his reading, but his introject 
demanded that he open the door when he had his fantasies of 
punishment. The introject’s ferociousness slowly disappeared 
when | persistently made the interpretation that the order was 
my (the mother’s) way of helping him expand his glorified but 
lonely autistic kingdom, and pointed out that he might want to 
open the door but felt anxious over being sucked into an enema 
tube if he did. As asmall child he had been given many enemas, 
perceiving them as blood-sucking attacks by his mother; in the 
first year of treatment he could not manage the word enema, 
substituting something that sounded like anaemia. 

When the patient sees the therapist as an introject differen- 
tiated from the archaic object and truly new, his identification 
with him becomes a graft over existing ego and superego 
structure and the focal point of subsequent integration of the ego 
and the idealization of the superego. The therapist promotes his 
differentiation from the archaic object and provides an integra- 
tive model when—especially early in treatment—he points out 
the connection between the patient's bizarre experiences and 
the events that triggered them, making something like what 
Giovacchini (1969) calls ‘linking interpretations’. For example, a 
young woman saw blood oozing from the ceiling in my office as 
she lay on the couch; I reminded her that when she arrived she 
had mentioned her menstruation. 

Before a patient can fully develop psychotic transference | 
establish a ‘reality base’ to give him something to fall back on as 
he tries to work it through by differentiating his therapist from his 
archaic objects. It is hard for the schizophrenic to build and 
maintain an observing ego; the ‘reality base’ promotes its 
formation, if, indeed, it does not initiate it. 

‘Ricky's deformed hand led him to identify himself with Goebbels, 
and impelled him to submit to his mother as Goebbels has submitted to 
Hitler (who represented his mother). During his third hour he suddenly 
fell silent, relaxed, and made sucking movements, saying he was 
drinking German wine. Because of my name and accent he had 
concluded | was German and “strong as Hitler’, projecting on me the 
(Hitlerian) image of his archaic mother and introjecting me. | explained | 
am Turkish, adding that Turkey produces wine, too, in a suggested 
substitution for the Nazi reference, Had he been neurotic | would have 
refrained from interrupting his fantasies about me, but | interfere with 
the psychotic to establish the reality base and then withhold interfer- 
ence with the fully developed transference psychosis except for 
appropriate interpretation. The reality base here included my presenta- 
tion as a real person other than the archaic object, but without gratifying 
details about myself. Clarification of my national origin grew naturally 
out of the need to correct his distortion’ (Volkan, 1968). 

What lies on the surface of the patient's relatedness to his 
therapist in full psychotic transference (e.g. cannibalistic 


fantasies relating to introjection) are manifestations of what we 
would call ‘deep material’ if we were dealing with a neurotic. 
The therapist should not shy away from direct interpretations 
about such manifestations (Volkan, 1968), since it helps the 
patient to have his uncanny fantasies or experiences named, 
and designated as events in a developmental process rather than 
grotesque occurrences outside human experience. Such 
interpretation also helps the patient to deal with aggressive 
impulses. Knowing | am Turkish, one patient felt panic lest his 
indulgence in a turkey dinner cost me my life. It comforted him 
to hear that his cannibalistic fantasies showed a wish to relate to 
me. 

The schizophrenic’s archaic object is not unitary, but 
fragmented, as are his self-representations; all of the bits and 
pieces appear in the osmosis-like and/or introjective-projective 
relatedness. As the treatment progresses, fragments invested 
with libidinal-drive derivatives group together, and those 
reflecting aggressive-drive derivatives make up another discer- 
nible pattern. Introjections and identifications of opposite 
quality are separated by the defence mechanism of primitive 
splitting. Kernberg (1967) hypothesized that borderline patients 
have a pathological fixation of this early ego constellation; the 
best-known manifestation of this type of splitting is the 
separation of external objects into classes of ‘all good’ and ‘all 
bad’. It marks progress in respect of object-relatedness for the 
schizophrenic to move from having fragmented and blurred 
object-and-self representations to the stable primitive splitting 
that brings him up to the psychopathology of the borderline 
individual; adequate subsequent psychotherapy can help him 
mend the aggressively determined and libidinally determined 
self-and-object images (in spite of occasional regressions under 
stress) and, insofar as things are viewed from the point of view of 
object relatedness, to enter the area of neurosis. 
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Schizophrenic Disorders: Survey and 


Classification 


KARL LEONHARD 


Our understanding of schizophrenic disorders has nowadays 
become so uncertain that it is not possible to communicate firm 
knowledge but only to weigh a wide range of scientific 
standpoints one against another. Many still hold to the position 
originally propounded by Kraepelin when he created his 
concept of dementia praecox and view the illness as an 
endogenous disease (‘dementia’). But ever since E. Bleuler 
introduced the term schizophrenia in place of dementia 
praecox, many have ceased to consider the unfavourable 
outcome as an essential part of the illness. Many cases of 
schizophrenia, as that concept came to be understood, remitted 
without a residual defect-state. Although at first, it was only the 
boundary between schizophrenic and that other psychosis 
considered by Kraepelin to be endogenous, namely manic- 
depressive illness that appear uncertain, many today see no 
clear demarcation between schizophrenia and the neuroses. In 
the USA Adolf Meyer laid the foundations of this standpoint 
when he ceased to think in terms of endogenous entities and 
sought to explain psychiatric illness in terms of an interaction 
between internal and external circumstances. He spoke not of 
specific diseases but of reaction-types. Social factors thereby 
gained prominence in aetiology. The idea that schizophrenia is 
endogenous was further called into question by psychoanalysis, 
the influence of which steadily increased. Forpsychoanalytical 
theories of neurosis were carried over into the explanation of 
schizophrenia, an outbreak of which in the course of life was 
attributed to psychological events in early childhood. 

It is generally accepted today that the hereditary determina- 
tion of the schizophrenias has been over-estimated. In particu- 
lar, recent twin-studies have had an important corrective 
influence insofar as they do not bear out the very high 
concordance rates in the incidence of schizophrenia in 
identical as opposed to fraternal twins revealed by the earlier 
studies (Luxenburger, 1928; Rosenoff, 1934; Essen-Moller, 
1941; Kallman, 1946; Slater, 1953). These produced a concor- 
dance rate of 61 to 86 per cent for identical twins as opposed to 
only 17 per cent for fraternal twins. In more recent studies 
(Tienar, 1963; Kringlen, 1966; Gottesmann and Shields, 1966; 
Fischer, Harwald and Hauge, 1969), a concordance rate of only 


up to 54 per cent was found for identical and up to 19 per cent 
for fraternal twins. The differences were thus substantially 
smaller, though still appreciable. Indeed Inouye (1963) found a 
concordance rate of 60 per cent for identical as compared with 
18 per cent for fraternal twins. It is thus a matter of opinion 
whether these differences between identical and fraternal twins 
are held to indicate a genetical basis for schizophrenia or 
whether they are to be ascribed to differences in upbringing and 
environment as between identical and fraternal twins. 

In the USA the view that external circumstances are decisive 
for the origin of schizophrenia holds powerful sway. Under the 
leadership of Sullivan and others, it is not inborn characteristics 
but disturbed interpersonal relations in childhood that have 
decisive importance. It would be easier to assess this view if one 
could specify precisely what properties these psychogenic 
disturbances must possess if they are to give rise to schizo- 
phrenia. The concept of the ‘schizophrenogenic mother’ is 
certainly insufficient to provide an acceptable explanation. 
Krevelen, the distinguished Dutch child-psychiatrist, strongly 
opposes the view that a bad mother-child relationship can be 
held responsible for so wide a range of psychological illnesses. 
Kringlen who, on the basis of his twin study, was particularly 
concerned to delimit the factors responsible for the onset of a 
schizophrenic illness, concluded that they are probably social 
rather than somatic, but admits that he has been unable clearly 
to determine the nature of the social factors. Investigations by 
Faris and Dunham in Chicago, and other cities in the USA, have 
definitely established that the incidence of schizophrenia is 
higher in poor than in relatively prosperous urban areas. But as 
the critical factors are still unknown it is impossible to draw 
unequivocal conclusions. According to Bateson, children who 
later become schizophrenic have been commonly exposed to 
contradictory pressures, i.e. a double bind, and Lidz believes 
that, schizophrenics have, when children, been forced into 
roles that are incompatible with their age or sex. Proponents ofa 
genetical aetiology could, however, raise the objection that 
family disharmonies may themselves be caused by parents who 
themselves are predisposed to schizophrenia. Indeed a study by 
Heston has once again brought the genetical theory to the fore. 
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He made a survey of schizophrenic children who had been 
separated from their mothers at birth and raised in an institution 
and compared them with a control group of subjects without 
evidence of familial schizophrenia. At the time of follow-up, the 
subjects were aged between twenty and fifty. It was fou nd that, 
whereas no case of schizophrenia occurred in any of the control 
subjects, five of the forty-seven persons born to schizophrenic 
mothers themselves developed the disease. 

If one postulates a social origin of schizophrenia, one’s 
thoughts turn principally to an enforced isolation in the family 
and society. Autism, which is so marked a characteristic of 
schizophrenics, is of particular relevance to this thesis. But it 
would demand more concrete evidence, as opponents of this 
view could still argue that schizophrenics often show ‘schizoid’ 
features before the onset of the illness, ie. are predisposed to 
autism and for this reason cannot make normal social contact. 
Indeed the concept of the ‘schizoid temperament’ at one time 
played an important part in theories of schizophrenia. 

Some see in the work of Spitz on children deprived of 
stimulation, particularly emotional, in infancy, evidence that 
experiences of early childhood are relevant to the later 
incidence of schizophrenia. But so far there is no evidence that 
children who have sustained severe deprivation, in Spitz’s 
sense, have actually become schizophrenic. Nor can one look 
to Freud for support of this position, for the severe deprivation to 
which Spitz referred, and which may even have physical 
consequences, has nothing to do with early childhood experi- 
ences of the kind Freud had in mind in connection with the 
effects of repression. It must indeed remain open whether the 
exogenous factors which play a part in the origin of schizo- 
phrenia are to be sought in early childhood or in some other 
period of individual life. 

Apart from psychoanalysis, existentialist theories of schizo- 
phrenia should find mention. These derive from the work of the 
philosopher Heidegger, and concern the origin and nature of 
endogenous psychoses. Among them are the existentialistism of 
Binswanger and the ‘Anthropology’ of Minkowski, Strauss, and 
von Gebsattel. (These have been termed Verstehende 
Anthropologie by Zutt and Kuhlenkampf). It is difficult to be at 
all precise about these ideas as they are expressed in unusual 
and picturesque language and imagery and with much use of 
specialized meanings. Any attempt to express their content runs 
the risk of misrepresentation. Further, if one reproduces the 
authors’ own pronouncements they cannot be translated into 
more conventional language. This strange language and imag- 
ery is well shown in the titles which Zutt uses in his exposition of 
existential psychiatry, e.g. ‘About the lived life and the Body in 
Being,’ ‘The Existential standing of the Person;’ ‘The Paranoid 
Persecution Mania as the Denial of Being’. He sees schizo- 
phrenia as the result of disruption of an ordered pattern of 
existence, especially in its relations with home and social 

standing. For example, a schizophrenic patient of Zutt’s lost her 
husband in the war. She moved elsewhere but found no security 
and had two unsatisfactory love affairs. A few days before the 
onset of her psychosis she had had her second lover with her for 
the last time in her flat, since when she has felt that everyone is 
reproaching her. Zutt comments that this represents a funda- 
mental loss of freedom, together with exclusion, loss of the 
respect of others and a sense of being overpowered. She cannot 
free herself from the pressure of others embodied in their looks 
and tones of voice, and directed against her self-respect and 
reputation. She cannot take the necessary steps to free herself 
from such an overpowering situation, from such overwhelming 
external circumstances. Schizophrenia plays less central a role 
in the writings of other existential psychiatrists. Binswanger is 
more concerned with mania, Strauss and von Gebsattel with 
depression and obsessive-compulsive neurosis. 


If psychotherapy were successful in schizophrenia, it would 
be possible to infer that its nature is basically psychogenic. In 
the USA indeed, such success is often claimed but it must be 
borne in mind that in America the diagnosis of schizophrenia is 
very readily made, and to Continental psychiatrists is often 
suspect. Borderline cases are not suitable for evaluating 
psychotherapy. Further, spontaneous remissions occur even in 
cases in which the diagnosis of schizophrenia seems clearly 
established. A well-known and much disputed case in Europe 
was that of René von Sechehaye. Conrad argued that it was a 
case of hysteria, Brautigam and Mihler that it was one of 
schizophrenia. Psychotherapeutic effort is directed towards 
helping the patient achieve normal contact with his environ- 
ment and some psychotherapists go far in the way of personal 
involvement by entering the patient's life directly on a basis of 
friendship. By this means good results are claimed. In the USA, 
particularly, increasing attempts are being made to provide 
psychotherapeutic treatment for the whole family, for it is in 
disturbances within the family that many American psychiatrists 
see the genesis of schizophrenia. In Europe, Kaufmann and 
Weisse et al. have published detailed review articles. 

It is at all events established that schizophrenic conditions 
can improve to a remarkable extent with psychological and 
social therapy. This is true even in chronic cases where there is 
no possibility of spontaneous improvement. The work-therapy 
of Simon has also proved successful in producing substantial 
improvement: not only were the great majority of his patients 
able to undertake regular work but they became better adapted 
to their environment, fitted in better with the daily routine and 
lost their antisocial attitudes. The methods of therapeutic 
community treatment developed especially in Great Britain are 
even better adapted to resettling patients in a normal social 
milieu. Since the very fact of institutionalization adversely 
affects social adaptability, early discharge has become 
accepted practice in all psychiatric hospitals run on up-to-date 
lines. The arrangements in the hospitals themselves are 
modelled as far as possible on those prevailing in the outside 
world and open wards are now the rule. It is now evident that 
many symptoms once regarded as schizophrenic disappear 
under suitable environmental conditions (i.e. were apparently 
products of institutionalization), though some psychiatrists 
believe that it is only the psychogenic ‘superstructure’ that 
vanishes, not the symptoms that are the expression of the 
schizophrenic disease process itself. 

Although in the USA, the psychoanalytical (or neo- 
psychoanalytical, in Sullivan’s sense) interpretation of schizo- 
phrenia is strongly in the ascendant, many psychiatrists in 
Europe, Japan and elsewhere regard the illness in its basic 
manifestation as organic. In recent years, there have been many 
reports of organic brain changes associated with schizophrenia 
(see, e.g. Russkich, Tatetsu). Buscaino still maintains the view 
he has held for decades that schizophrenia is of toxic origin and 
associated with pathological changes in the brain. Gerhard has 
pointed out in regard to schizophrenia that there are metabolic 
diseases (e.g. phenylketonuria or porphyria) in which in spite of 
serious psychical symptoms no brain pathology can be demon- 
strated. The neuropathological findings reported by some 
earlier workers (e.g. C. and O. Vogt) have been questioned or 
dismissed as artefacts. The marked improvement seen in some 
schizophrenics following electroconvulsive therapy is an 
argument in favour of its somatic origin, though not necessarily 
implying structural damage to the brain. 

An interpretation of schizophrenia along one or another of 
the above lines does not necessarily need to embrace all forms 
of the disorder: there can be more than one mode of origin. Thus 
the basic group of schizophrenias probably arises in a different 
way from the borderline schizophrenias. Since Kraepelin 
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and E. Bleuler, no consensus has been reached as to whether 
schizophrenia is to be regarded as a single nosological entity or 
as a ‘group of schizophrenias’, as Bleuler supposed. While, ata 
theoretical level the existence of several forms of schizophrenia 
has been widely accepted, clinical psychiatry has operated 
rather on the assumption of a single disease entity. Much of the 
early German literature (E. Bleuler, Berze, Gruhle) is concerned 
with the issue of a Grundstérung (fundamental disorder) in terms 
of which all the special manifestations of schizophrenia could 
be explained. In the current literature too, similar ‘holistic’ 
formulations emerge from time to time, but the present writer is 
of the opinion that the extraordinarily varied picture of what is 
called schizophrenia cannot be envisaged from a single and 
unitary psychological standpoint. 

Insofar as the symptomatological description of the schizo- 
phrenias is concerned, little has altered since Kraepelin distin- 
guished the paranoid, catatonic and hebephrenic forms, accord- 
ing as to whether the predominant features were hallucinatory 
and delusional, psychomotor disturbance or affective blunting 
respectively. E. Bleuler added schizophrenia simplex, in which 
affective disturbance is likewise prominent. But he regarded 
hebephrenia somewhat differently, including under it clinical 
pictures which had in common only the fact that they could not 
be included in the other groups. Kraepelin distinguished 
paraphrenic from paranoid schizophrenias, on the ground that 
they did not issue in disintegration of personality. He also 
accepted paronoia as an independent entity on the ground that it 
was marked by a systematic delusional state without other types 
of disturbance. These ideas are still‘in part accepted today 
though some changes have been made. In particular, the 
concept of paraphrenia has been extended sometimes in one 
direction, sometimes in another; in consequence, some authors 
consider all paranoid states under this heading whilst others 
exclude circumscribed paranoia. There is still disagreement 
about the place of the paranoid psychoses of later life, including 
involutional paranoia as distinguished by Kleist. 

Kraepelin further distinguished numerous sub-groups, among 
them schizaphasia, marked by disturbance of speech, which 
Kleist classified under confusional schizophrenias and 
Leonhard as one extreme (the agitated) of what he calls 
kataphasia, which has also an opposite, inhibitory extreme 
shown in poverty of speech. Indeed Kleist and Leonhard have 
distinguished many sub-groups, which Fish and Astrup have 
made familiar to the English-speaking psychiatric world. Astrup 
has indeed described in individual cases differences in the rate 
of formation of conditioned reflexes. Kleist considers the 
schizophrenias as systematic disease entities corresponding to 
specific neurological disorders, a view to which Leonhard in 
part subscribes. 

More important than the symptomatological classifications, 
however, are the issues of prognosis. Here the most important 
point is that there are varieties of schizophrenia which, unlike 
the nuclear forms of the disease, run a favourable course. This 
was first studied by Schröder and Kleist. Prognostic differences 
have also been studied from the standpoint of human genetics 
(Mitsuda, Leonhard, von Trostorff). Following Claude's descrip- 
tion of ‘schizomania’, Guiraud has more recently described a 
chronic paranoid syndrome which he relates to paraphrenia 
with affective toning, one of the ‘unsystematic’ forms of 
schizophrenia recognized by Leonhard. Langfeldt, in Norway, 
has described schizophreniform psychoses which, like Kleist 
and Leonhard he regards as forms of affective (cycloid) illness 
and to be sharply distinguished from true schizophrenias. In the 
Scandinavian countries, such conditions are frequently diag- 
Nosed as ‘reactive psychoses,’ although the exogenous cause Is 
not precisely specified. In Japan, Mitsuda places special 
emphasis upon schizophrenias with a good prognosis. In the 


USA, so far as the present author can see, there is little interest in 
all such distinctions—no doubt due to the fact that even true 
schizophrenias are regarded as treatable insofar as they are 
open to appropriate therapeutic or prophylactic measures. 

The occurrence of some clinical pictures intermediate 
between the schizophrenias and manic-depressive illness is 
adduced by some modern investigators as support for the old 
view that there is but a single psychosis, as was widely held 
before the time of Kraepelin (Ey, Conrad, Rennert). 


TABLE 1 
The Different Principles in the Division of Endogenous 
Psychoses 
Presentstudy Continuous Shift-like Periodic 
schizophrenia schizophrenia schizophrenia 
Mauz Schizophrenic  Shift-like — 
catastrophe schizophrenia 
Langfeldt Genuine schizophrenia Schizophreni- 
Rumke form psychoses, 
pseudoneurotic 
schizophrenia 
Leonhard Systematic Non-systematic Cycloid 
schizophrenia schizophrenia psychoses 
Mitsuda Typical Atypical ‘Atypical 
schizophrenia schizophrenia psychoses 


(From Schachmatowa et al.) 


The World Health Organization took the view that there are 
prognostically favourable forms of schizophrenia when it 
endorsed the conceptions of ‘acute schizophrenic’ episodes 
and ‘schizaffective psychoses’. 

As cases with more favourable prognosis commonly run a 
stormier course, itis possible that metabolic disorders here play 
a part in their aetiology. Since the work of Gjessing, constant 
attempts have been made to establish the existence of such 
disorders. It remains to be seen whether the biochemical 
investigations being undertaken in many centres will, at last, 
issue in a definite outcome. 
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Schizophrenic States 


GABRIEL LANGFELDT 


The replacement of the term ‘dementia praecox’ (Kraepelin) by 
‘schizophrenia’ as effected by Eugen Bleuler in 1911 has, in 
my opinion, been very unfortunate as a classification useful for 
international psychiatric research and teaching. Psychiatrists at 
the time of Kraepelin diagnosed the different types of dementia 
praecox in a uniform manner and researchers of those days 
were in agreement that the prognosis of the disorder was poor. 
Most long-term studies corresponded fairly well to the reports of 
Kraepelin indicating that only 12.6 per cent of the group 
diagnosed as dementia praecox recovered immediately while 
many relapsed within two or three years, resulting in a lasting 
recovery of only 2.6 per cent. 

The content of the schizophrenia group as described by 
Bleuler was in no way identical with that of the dementia 
praecox group. In his textbook Bleuler writes that 

‘in the term “schizophrenia” are included atypical melancholias and 
manias of other schools, most of the hallucinatory confusions, a great 
deal of what other psychiatrists diagnosed as amentia, some types of 
psychoses described as acute delirium, Wernicke’s disease, the primary 
and secondary dementias without any typical picture, most cases of 
paranoia from other schools, and almost all cases of hypochondiasis 
with poor prognosis as well as certain nervous, obsessional, and 
compulsive neuroses. In addition, the diseases described as juvenile 
and masturbatory as well as the great number of psychoses described by 
Magnan as degenerative psychoses associated with puberty are 
included.’ 

_ As a consequence of this definition of schizophrenia, 
international comparison of, among other things, prognosis an 
therapy has not been possible. The disagreement as to the 
prognosis of schizophrenia culminated in 1935, when Sakel 
postulated that he had succeeded in obtaining 88 per cent social 
remissions of schizophrenia with the help of insulin-coma. 

I visited the Vienna clinic in 1935 and was allowed to study 
the records of many of the patients treated. From this inspection 
| quickly concluded that many of the patients considered 
‘schizophrenic’, would, in Norway, have been diagnosed under 
categories such as psychogenic psychosis, reactive psychosis 
(toxic and infective reaction types) as well as psychosis in 
individuals with the character or organic brain disorders. | also 
noticed that while patients with such psychoses frequently 
reacted favourably to the treatment, the cases which did not 
improve corresponded to the cases which at The Oslo 
University Clinic were diagnosed as true schizophrenias. 


Meduna, at the same time, drew a similar conclusion; cases 
which reacted favourably to Metrazol treatment, did not belong 
to the dementia praecox group. 

During the following years the results of an increasing 
number of investigations of treatment of schizophrenia with 
metrazol and insulin shock were published, However, most of 
the papers had two essential drawbacks; they merely used the 
term ‘schizophrenia’ without indicating type, symptomatology 
or phase of disorder. As a rule, control material was also 
completely lacking. Thus | became convinced that most of the 
cases which recovered after such treatment, were those which 
had a tendency to spontaneous remission, and that they could 
be helped by other, less dangerous, therapies. 

However, to prove this, it was necessary in the first place to 
get a thorough knowledge of the spontaneous course of the 
psychoses diagnosed as schizophrenias. Several follow-up 
investigations were at hand, but they were often based only on 
written reports from either the patients themselves or their 
relatives. In The Prognosis of Schizophrenia and the Factors 
influencing the Course of the Disease (Langfeldt, 1937) | have 
by examples illustrated how unreliable such reports can be. The 
book is based on an individual follow-up of 100 patients 
discharged from The Oslo University Clinic 7-10 years ago with 
the diagnosis schizophrenia, and 100 patients discharged with 
the diagnosis schizophrenia with one or more interrogation 
marks (schizophrenia ? or schizophrenia ??). The first group 
corresponds to what is usually considered as true schizophrenia 
(i.e. process-schizophrenia), while in 1939 | described the last 
mentioned group as ‘schizophreniform psychoses’. 

As the concept of true schizophrenia had changed some- 
what since the patients had been discharged and by the 
follow-up investigations which took place in 1936, 132 of the 
total 200 cases were considered as typical schizophrenias, 
while the remaining 68 cases were diagnosed as schizo- 
phreniform psychoses. At the individual follow-up it emerged 
thatof the 132 typical cases of schizophrenia 102 had remained 
unchanged or had worsened, 7 had recovered and the 
remaining 23 had improved. On the other hand, of the 68 cases 
of schizóphreniform psychoses only 7 were worse or 
unchanged, while 42 has recovered and 19 had improved. 
These results seem to indicate convincingly that by dividing 
schizophrenics into typical and schizophreniform cases, it is 
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possible to differentiate between two prognostically widely 
varying groups of the psychotic disorders, usually diagnosed 
simply as schizophrenia. 

Due to the lack of space it is not possible to describe in detail 
the symptoms typical of the true schizophrenias. They are 
different in the three types usually distinguished; the hebe- 
phrenic, the catatonic and the paranoid types. Frequently 
met with in all types is a special quality of emotional blunting 
associated with lack of initiative and altered, frequently 
peculiar, behaviour. In hebephrenia especially, these changes 
are quite characteristic and a principal clue to the diagnosis. In 
catatonic types the history as well as the typical signs such as 
periods of restlessness and stupor (with negativism and 
catalepsy) are frequently so characteristic that no doubt remains 
that the case belongs to the typical schizophrenias. 

The greatest difficulty arises in connection with the diagnosis 
of paranoid cases of schizophrenia. The paranoid syndrome can 
appear in almost all types of psychosis. Consequently it is 
important in the initial stages of a paranoid disorder to be able to 
decide whether the case belongs to the prognostically 
unfavourable central group of schizophrenias, or whether it is a 
psychosis with a more favourable course. Even now a psychosis 
characterized by paranoid ideas and hallucinations is in many 
hospitals diagnosed as schizophrenia even if none of the 
symptoms which indicate a progressive course with deteriora- 
tion are present. 

In my follow-up investigation it was established that the 
paranoid psychoses which were regularly associated with a 
poor prognosis were characterized by essential symptoms of a 
split personality (or ‘depersonalization syndrome symptoms’) 
and a loss of reality feeling (‘derealization syndrome symp- 
toms’). In addition, Kraepelin’s cases of dementia praecox 
characterized by primary, in contrast to secondary, delusions 
(dementia paranoides) have an unfavourable course. 

The significance of differentiating the true schizophrenias 
from other psychoses with schizophrenia-like symptoms has 
been stressed by many authors in different countries. Stephens 
(1970) mentioned many of the articles on this topic. Several of 
the studies are based on individual follow-up investigations 
(Achte, K. A.; Astrup, C.; Fossum, A. and Holmboe, R.; Bleuler, 
M.,; Eitinger, L.; Laane, C. L.; Langfeldt, G.; Johanson, E. and 
others). The schizophrenia-like psychoses which are dis- 
tinguished from the true schizophrenias, have been given 
different names, such as acute delusional psychosis, non- 
process schizophrenia, reactive psychosis and schizoaffective 
psychosis. All these psychoses are similar in that the prognosis 
with or without treatment is much better than in cases of typical 
schizophrenias. 

In 1939, | proposed in the initial stage of the disorder, to 
diagnose all these schizophrenia-like psychoses as schizo- 


phreniform psychoses. Following the course of the psychosis, 
after a relatively short time it will normally be possible to decide 
whether the case nevertheless develops some of the typical 
signs of schizophrenia or whether it can be grouped as a 
psychosis with known aetiology, as previously indicated. | am of 
the opinion that it will be of great advantage to research and 
teaching if in international comparative psychiatry one could 
agree upon the dichotomy between typical schizophrenias and 
schizophreniform psychoses. The principal idea will be, in the 
initial stage of a psychosis, to diagnose schizophrenia only in 
cases displaying the symptoms in this and other papers 
described as typical of this disorder. If such symptoms are not 
present, the case should provisionally be diagnosed as a 
schizophreniform psychosis. Later, as a rule it will be possible to 
refer the cases in this group to known aetiological psychoses, or 
some of them may develop as true schizophrenias. 

This introduction to the topic of schizophreniform psychoses 
has been necessary to clarify the significance of the dichotomy 
proposed. The schizophreniform psychoses are a group of 
psychoses characterized by a symptomatology, for example 
special character traits in the patient and a predominance 
of hallucinations and delusions, similar to that found in true 
schizophrenia and therefore difficult to differentiate from it. 
However, if the term schizophrenia is used only for cases 
characterized by the central symptoms described by so many 
psychiatrists, while all other schizophrenia-like cases are 
initially diagnosed as schizophreniform psychoses, a solid basis 
for international comparative psychiatry can then be estab- 
lished. Due to the fact that the schizophreniform psychoses 
have a very varying aetiology, the symptomatology, the course 
of the different cases and the effect of various therapies are very 
different from what is reported in cases of true schizophrenia. 

It is to be hoped that all researchers and therapists in 
various countries, when discussing topics related to schizo- 
phrenia, will always indicate whether it is the question of a true 
schizophrenia or a schizophreniform psychosis. 
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Sensory Defects 


R. W. PICKFORD 


The most important defects of sensation are blindness and 
partial blindness, colour vision defects, and deafness and partial 
deafness. While other sensory defects, such as loss of pain 
sensation, loss of smell or taste or disturbances of touch, may be 
extremely important when they occur, they do not command 
the same need for public attention as those mentioned. 


Blindness and partial blindness 


Blindness and partial blindness are produced by a wide variety 
of diseases and disturbances affecting sight, either peripheral, as 
in opacity of the optical system or disease of the retina, or 
central as in disease of the nervous system mediating vision. 
These conditions cannot be fully detailed in a short article such 
as this, and all forms of refractive error and purely optical 
defects must be excluded. 

_ It is important, however, to say that blindness affects the 
individual mainly through three interacting and variable factors, 
namely, degree of obstruction of vision in one or both eyes, age 
of onset of the defect, and the personality or temperamental 
characteristics of the individual concerned. 

Blindness or partial blindness in one eye (including loss of an 
eye) affects the individual mainly by its influence on binocular 
or stereoscopic vision, because otherwise uniocular vision may 
be very good, whereas various degrees of defect in both eyes are 
always more serious. All things being equal the severity of the 
disturbance or behaviour will be proportional to the degree of 
loss of sight. 

However, we have to think of the differences between 
congenital defects, early blindness before the age of 2 years, and 
later blindness, after the person’s use of sight has come to 
dominate his life, as it does in about two-thirds of the adult 
population. Before the age of 1-2 years all children probably 
tend to be haptic and to rely more on touch and kinaesthetic 
sensations. In the early blind this haptic tendency may be 
retained, whereas at a later age vision tends to take over in the 
majority of people, and the individual will be less able to fall 
back on his earlier haptic abilities. Also the very early blind and 
congenitally blind do not retain or never had the use of visual 
imagery, whereas its use may be well established and continue 


to function in the late blind, as in certain well-known blind 
artists. 

The personality or temperamental factor is extremely impor- 
tant and not generally appreciated in its interactions with the 
other factors mentioned. In many persons, whose life interests 
are emotionally dependent on seeing and seeing clearly, evena 
partial obscuration of vision in later life may have a paralysing 
effect on their happiness and on their capacity to live in a way 
interesting and rewarding to themselves. Depression and depen- 
dency may result. Other persons who have had equally acute or 
physically good vision, may not have been so dependent on its 
use for their daily pleasure, interests and happiness, and may be 
much less affected by its loss or partial loss. 

The development and popularization among the blind of the 
Braille alphabet for reading by touch has opened up to the blind 
a vast field of thousands of books and other writings which they 
can now read and enjoy. For all those blind persons who can 
read Braille this has been an almost inestimable advantage. For 
those who have not been successful in reading Braille, and for 
others as well, newer methods of scanning ordinary print 
electronically and making it ‘legible’ in the form of auditory 
signals are available, and may eventually supplant Braille, butit 
is possible to write in Braille as well as to read it. There is no 
evidence that the measured intelligence of the blind is less than 
that of the sighted, or that learning to use Braille improves 
intelligence itself. 

There is also the blind person’s capacity to act independently 
and to use the help of others without losing his own freedom of 
action, and also his ability to compensate for visual loss by 
exploiting the other senses. However, the latter ability never 
takes the form of an increased acuity or sensitivity in other 
senses, but only that of a greater ability to make use of the data 
provided by them in daily life. This has been proved by the most 
thorough experimental studies. 

Thus the problems of complete or partial loss or obscuration 
of vision are highly individual, and each person who is affected 
must be considered uniquely, while at the same time there is no 
single and decisive solution to the problem of how to deal with 
blindness or partial blindness. The question whether a blind 
person would be more helped by tactile maps, by a short or a 
long white cane, by a guide dog or by an echo object detector, 
will be one for consideration in each case individually. 
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Colour vision defects 


Defects of colour vision take certain well-known forms, which 
are as follows. 

(1) Acquired defects, due to drugs such as tobacco-blindness 
or disease, and may be hysterical. 

(2) Congenital defects, which are hereditary. The,familiar 
congenital defects are as follows. 


Total colour blindness 


Total colour blindness or achromatopsia, probably in two 
forms, in one of which there is much photophobia, nystagmus 
and weakness of vision, which are not apparent in the other. 
Achromatopsia is very rare. 


Partial colour vision defects 
RED-GREEN DEFECTS 


These are due to two series of abnormal allelic genes on the X 
chromosome, almost certainly in two separate loci. These 
defects comprise (1) protanopia (or red blindness), with extreme 
and simple protanomaly; (2) deuteranopia (or green blindness) 
with extreme and simple deuteranomaly, as allelic manifesta- 
tions. The influence of these defects on a person’s life depends 
on the severity of the defect interacting with personality factors 
as mentioned concerning blindness above. Some form of 
red-green defect occurs in about 7-8 per cent of men of 
Caucasian stock. In other racial stocks it is less frequent. 


YELLOW-BLUE DEFECTS 


These are produced by loss of blue sensation at the receptor 
level, although many workers think that there is a form of 
yellow-blue confusion due to loss of yellow—blue discrimina- 
tion at a higher than receptor level. In yellow-blue defects there 
are tritanopia, or absence of blue sensation, and various degrees 
of yellow-blue confusion or tritanomaly. Yellow-blue defects 
of the order of severity called tritanopia are very rare. Mild and 
slight yellow-blue deficiencies are probably as frequent as mild 
and slight red-green defects, or even more frequent. 

There are also various degrees of normal individual differ- 
ence in colour or hue discrimination which are not sex-linked, 
but it appears that some slight red or green sensation difference 
(called ‘protopia’ and ‘deuteropia’ by Waaler) may be heredit- 
ary and sex-linked. In general, minor colour vision defects are 
not very noticeable in daily life except where very fine colour 
matching or discrimination is required. Minor yellow-blue 
defects may occur in middle age owing to yellowing of the 
transparent parts of the optical system. 

The effects of colour vision defects in visual perception are as 
follows. 

In achromatopsia only shades of lightness are seen; in 
red-green blindness protanopia produces darkening or shorten- 
ing of the red end of the spectrum, with complete red-green 
confusion and is dichromatic in the sense that only blue and 
yellow are seen, and any colour on the spectrum can be 
matched with these two in various appropriate proportions. 

In protanomaly there is also shortening of the red end of the 
spectrum, with partial red-green confusion and it is trichroma- 
tic in the sense that some degrees of red, green and blue are 
seen. 


In deuteranopia there is complete red-green confusions, and 
it is dichromatic, while in deuteranomaly there is partial 
red-green confusion and it is trichromatic, since three colours 
are required to match any colour in the spectrum. 

In tritanopia there is yellow-blue confusion with shortening 
of the blue—violet end of the spectrum. Itis dichromatic because 
any colour in the spectrum can be matched by using appro- 
priate proportions of red and green. 


Deafness and partial deafness 


Impaired hearing or deafness may be due to factors affecting: (1) 
the outer ear and Eustachian tube, which may become blocked 
by a variety of causes; (2) the middle ear, including the 
tympanic membrane, which may be injured or perforated, and 
the auditory ossicles (stapes, malleus and incus), which may be 
affected by a variety of diseases; or (3) the inner ear or cochlea, 
with the basilar membrane and receptor mechanisms, and the 
pathways of the eighth cranial nerve and auditory system in the 
brain. 

Deafness or partial deafness may be of hereditary origin, 
pre-natal origin or acquired owing to diseases and disturbances 
in early or later life. 

From the point of view of the psychology of sensory defects 
the influences of deafness and partial deafness depend on four 
ranges of factors. The first of these is, of course, the location of 
the disease or disturbance. The auditory meatus and Eustachian 
tube are relatively easy to approach for treatment. Although the 
ear drum may heal itself if punctured, the middle ear is 
approached only with very great difficulty. The inner ear can be 
approached only with the most.extreme difficulty or not at all. 

The second range of factors is the age of onset, and the third is 
the degree of defect. Early onset of deafness may make it easier 
than late onset for a person to adjust his life to the consequent 
isolation and difficulties of communication. 

The degree of deafness is measured by the audiometer. Thus 
the deaf and partial deaf may be classified as having slight 
hearing loss, of 20 decibels or less; moderate loss, of 20-40 
decibels; marked loss, of 40-60 decibels; severe loss, of 60-80 
decibels; or extreme loss, of over 80 decibels. 

In connection with this range of factors it is very important 
whether the deafness affects one ear or both. An even more 
important point is the question of the vibration frequencies of 
the sounds which are inaudible or difficult to hear. Thus 
difficulty of hearing over the whole range has quite a different 
effect from that of ‘islands’ of deafness affecting only a certain 
group or groups of frequencies, as in ‘boiler-makers’ deafness. 
One of the most important forms of difficulty is in deafness for 
high-frequency tones. This is very significant for speech 
because many ordinary speech sounds are differentiated by the 
presence or absence of high-frequency vibrations. High- 
frequency deafness in children is therefore very important as it 
interferes with learning. Deafness may be mainly for speech 
sounds although there is a fair amount of residual hearing for 
tones as measured by the audiometer. 

Degree of defect in decibels, however, does not measure the 
influence of loss of hearing on the individual, because this, as in 
loss of vision, depends to a very marked extent on personality 
and temperamental qualities. The person’s general intelligence 
is probably very important in deafness, because hearing is more 
closely tied up with thought and communication than is vision. 
In loss of hearing more than in loss of vision, latent personality 
difficulties become manifest for the same reasons, that hearing 
is very importantin learning, in speaking, and in the understand- 
ing of speech, and therefore in every-day communication. One 
middle-aged person becoming more and more deaf may 


manifest persecutory or almost paranoid symptoms, wondering 
what other people are saying about him, while another may not. 
Also, the successful use of a hearing aid depends very much on 
the person’s ability to control and handle it, to listen with it and 
to rely on its use. An interesting fact illustrating the social and 
personality factors is that deaf children with deaf parents get on 
in daily life much better than deaf children with hearing parents, 
since deaf parents do not rely on their children’s ability to hear, 
and at the same time treat them as if they were normal, and not 
as if they were handicapped. A 

Finally, the deaf person's capacity for lip-reading is very 
important, and those who do not succeed in this and the use of 
the systemized ‘deaf’ alphabet or the sign language, are more 
handicapped than those who do. 
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Sensory Deprivation 


JOHN P. ZUBEK 


Although isolation and confinement have been used for 
centuries as either a punitive or therapeutic procedure, it was 
not until 1951 that the first experimental work on this topic was 
initiated, at McGill University, Montreal, under the direction of 
Professor D. O. Hebb. Its purpose was to further our under- 
standing of the mechanisms underlying ‘brainwashing’ (a term 
first employed during the Korean War) and of the lapses of 
attention noted under monotonous working conditions, such as 
watching a radar screen for prolonged periods of time. 

The results of this research were quite startling and unex- 
pected. The subjects, who were paid to do nothing except lie 
alone ina cubicle for several days and wear translucent goggles 
and listen to the hum of a fan, soon reported vivid hallucina- 
tions, delusions, and a variety of emotional disturbances. In 
addition, they exhibited an increased susceptibility to propa- 
ganda, impairments in cognitive and perceptual functioning, 
and a slowing of brain wave activity (alpha frequencies). These 
dramatic results, together with such post-World War II 
developments as the arrival of the space age in 1957 and the 
highly publicized communist ‘confessions’, soon excited 
world-wide scientific interest in the effects of sensory isolation 
and confinement, resulting at present in several books and over a 
thousand published articles. 

Although a variety of procedures have been used to reduce 
the level and variability of sensory stimulation, for durations 
ranging from 5 minutes to 15 days, they can be subsumed under 
two main categories: sensory deprivation (SD) and perceptual 
deprivation (PD). In the first, efforts are made to reduce sensory 
stimulation to as low a level as possible. This is usually 
accomplished by the use of a dark, soundproofed room in 
which the subject, wearing gloves and earplugs, is instructed to 
lie quietly on a cot or mattress. In the second general procedure, 
an attempt is made to reduce the patterning and organization of 
sensory stimulation while maintaining the level of input near 
normal. This is typified by the McGill technique in which the 
subject is exposed to homogeneous, unpatterned visual stimula- 
tion and a constant masking sound, usually white noise (a 
hissing sound like escaping steam). With a few exceptions, both 
the SD and PD procedures produce essentially similar effects. 


Subjective phenomena 


There seems little doubt that prolonged sensory isolation is a 
stressful experience as indicated by questionnaire-elicited 
responses. The subjects often report an inability to concentrate 
and think clearly, speech impairment, boredom, restlessness, 
irritability, unrealistic fears and anxieties, depression, temporal 
disorientation, complex and vivid dreams, changes in body 
image, feelings of unreality, and various physical symptoms that 
are only rarely reported by control subjects. Furthermore, 
various hallucinatory-like phenomena, largely visual in nature 
and ranging in complexity from simple geometrical forms.to 
meaningful, picture-like scenes, can also occur. However, 
contrary to the early reports, these phenomena are not as 
prevalent and complex as has been believed nor can they be 
looked upon as being similar to psychotic or drug-induced 
hallucinations. They seem to possess few of the characteristics 
of the mentally ill; rather, they show a greater resemblance to 
certain types of normal imagery often seen during certain 
periods of reduced awareness. 


Cognitive effects 


Performance on simple cognitive tasks, of an overlearned 
nature and requiring a specific answer (e.g., retention, rote 
learning, and problem-solving on standard 1.Q. tests) is unaf- 
fected or even improved by deprivation, while performance on 
complex tasks (e.g., the Uses test, a measure of creativity, and 
story-telling in response to TAT cards), which allow fora variety 
of possible answers, shows a considerable impairment of 
intellectual functioning. Furthermore, the effects of SD are less 
severe than those of PD and the greatest deprivation effects 
usually occur with a one-day duration. 

Considerable evidence also indicates that the beliefs and 
attitudes of isolated subjects (e.g., towards certain national 
groups and the existence of psychic phenomena) can be altered 
by appropriate propaganda material. This persuasion effect is 
greater in the less intelligent subjects and in those who can be 


500 


classified as conceptually simple or concrete (Schroder’s 
terminology). It is interesting to note that this increased 
susceptibility to suggestion or persuasion has recently been put 
to applied use in Northern Ireland in the interrogation of 
members of the IRA confined to sensory isolation. Two other 
recent applications pertain to the therapeutic treatment of 
psychologically addicted smokers and hospitalized psychiatric 
patients. Since considerable success has been reported in the 
treatment of these types of patients, even with isolation 
durations of only a few hours, it is possible that a new and 
effective tool may now be available to therapists in the mental 
health field, a tool that is simple, inexpensive and involves 
virtually no medical risks. 


Sensory and perceptual-motor effects 


In general, the results indicate no impairment of depth 
perception, visual acuity, various constancies, brightness dis- 
crimination, critical flicker frequency, and absolute threshold of 
hearing. On the other hand, there is an impairment of both 
simple and complex motor co-ordination, colour perception, 
visual reaction time, visual vigilance or alertness, tactual form 
discrimination, and of various illusions. Surprisingly, perform- 
ance on a number of measures is facilitated e.g., a faster 
auditory reaction time and an improvement on certain auditory 
discrimination tasks. In addition, significant increases in tactual 
acuity, pain sensitivity, and in olfactory and gustatory sensitivity 
have been demonstrated conclusively. Although no satisfactory 
theoretical explanation of these differential effects has been 
offered, it is now known that the facilitatory effects can be 
produced by visual deprivation alone; confinementin a sensory 
isolation chamber is not essential. 


Physiological effects 


Oral and skin temperature, blood pressure, heart rate, respira- 
tion, basal metabolic rate, and muscle potential activity are not 
affected even by prolonged durations of sensory isolation. 
Furthermore, no increased activity of the adrenocortical and 
sympathetic-adrenomedullary systems (indicators of stress) 
appears to occur, except in subjects who terminate isolation 
prematurely. On the other hand, a progressive slowing of EEG 
alpha frequencies as a function of increasing duration of 
isolation is known to occur, with the after-effects persisting for 
many days. Decreases in skin resistance (greater arousal), body 
weight, and strength of grip have also been demonstrated. 


Isolation tolerance 


Large individual differences in isolatioh tolerance are known to 
exist. Some volunteers are able to endure 14 days of isolation 
with relative ease while others terminate the condition after 
only a few hours. Furthermore, a surprisingly constant quitting 
rate has been reported; approximately a third of the subjects in 
numerous laboratories have failed to complete an initially 
prescribed period regardless of whether its duration was Dan: 
or 14 days. These ‘quitters’, it is important to note, possess a 
significantly lower baseline level of adrenaline and a higher 
serum uric acid level relative to the successful ‘endurers’. In 
addition, their Rorschach records are characterized by lack of 
control over the drive-dominated material emerging during 
isolation. These differentiating characteristics, though demon- 
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strated in a laboratory setting, may prove of some assistance in 
the selection of suitable personnel for duty in isolated outposts 
and in other work situations which involve various degrees of 
confinement. 

Various factors can make isolation not only more tolerable 
but also minimize the degree of impairment, e.g., prior 
exposure, specification of its duration, and especially the 
periodic performance of physical exercises. 


Recent research 


Since the subject in the typical isolation experiment is exposed 
not only to a reduction in sensory stimulation but also, of 
necessity, to social isolation and physical confinement in a 
small windowless environment, attempts are currently being 
made to determine the relative contribution of these important 
variables in the production of some of the classical deprivation 
phenomena. 

The results indicate, first, that the slowing of EEG alpha 
frequencies has resulted equally from sensory restriction and 
confinement per se; social isolation is not a contributing, factor. 
Second, the cognitive task impairments as well as the improve- 
ments in sensory performance are almost exclusively due to 
sensory restriction. Third, most of the unusual questionnaire- 
elicited symptoms such as_hallucinatory-like experiences, 
changes in body image, speech impairments, emotional distur- 
bances, and inability to concentrate can be produced by 
confinement alone. Furthermore, the role of social isolation 
and, in particular, sensory restriction is largely to increase the 
frequency of occurrence of some of these subjective pheno- 
mena. From this research it is evident that mere confinement is a 
most important contributory factor, a variable whose theoretical 
significance has not been fully appreciated until recently. In 
addition, since the magnitude of this confinement effect is 
related to the physical size of the living quarters, this current 
research is also of some practical significance e.g., in the 
determination of optimal sizes of windowless offices and other 
work areas. 


Theoretical formulations 


Because of the complexity of the results, numerous theories 
exist as to how sensory isolation exerts its effects. These can be 
subsumed under three broad classications. The most popular 
are the neurophysiological theories which emphasize the 
function of the reticular activating system because of its 
demonstrated importance in attention, perception, and motiva- 
tion. The second group are of a psychoanalytic nature 
postulating changes in the relationship between the functioning 
of the ego and id or a weakening of the ego for reality testing. 
Finally, there are the information-processing theories which 
attribute the deprivation effects either to the organism’s search 
for order and meaning in an unstructured perceptual environ- 
ment or postulate a disruption of the process of evaluation by 
which the ‘models’ or ‘strategies’ used in dealing with the 
environment are monitored and corrected. Unfortunately, no 
one theory as yet has been able to account satisfactorily for all or 
most of the numerous and complex findings. 
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Sexual Deviations 


CLIFFORD ALLEN 


Like all reflexes the sexual instinct can be divided into four 
parts: (1) The stimulus which initiates the behaviour. This may 
be inherited or conditioned. (2) The urge or emotional drive 
which is produced by the stimulus. (3) The mode of expression 
which is normally penile/vaginal but can be distorted. (4) The 
sexual object towards which the behaviour is orientated. 

It has been suggested that the sexual instinct can be distorted 
to produce abnormal behaviour by atavism, mutations, and 
developmental circumstances such as imprinting or condition- 
ing. Probably atavism and mutation are not causative and the 
majority of sexual abnormalities are due to development; 
imprinting or conditioning. In general one finds that the deviant 
either behaves wrongly to the right object or chooses the wrong 
object. 

It is convenient to discuss psychosexual deviations under the 
following headings (1) disorders of sexual expression, (2) 
disorders of the sexual object, (3) disorders of the sexual 
stimulus, and (4) disorders of sexual strength. This places the 
more important first. 


Disorders of sexual expression 


The most important in this group is sadism or the obtaining of 
sexual pleasure by cruel acts. These may progress as far as 
murder and sadistic expressions are often detectable by cutting 
or biting the victim. (The cutting is probably a residue of childish 
scratching.) The basis of the behaviour seems related to 
development and may be, as Freud first pointed out, residues of 
oral and anal stages. The sadist uses cruelty as the normal man 
uses affection, and damages the parts usually cherished. Thus 
the vagina is often cut and the breasts bitten or sliced off. Sadism 
may be present in the slightest degree, as in brutal conduct 
without physical injury, to the most terrible multiple murders. 
The sadist will sometimes return to the scene of his crime, 
apparently to re-live the conduct and regain the thrill of killing, 
but sometimes will use arson as a substitute. Sadism has 
pervaded human behaviour and is still present in such sports as 
hare-coursing, hunting, boxing and so on. The burning alive of 
people in the cause of religion and public hangings were also a 
form of unrecognized sadism. Sadistic behaviour often appears 


in apparently normal people when faced with abnormal 
conditions such as warfare. 

Other disorders of sexual expression are to be found in 

(1) Oralism, in which the mouth is used sexually. This occurs 
in cunnilingus (sucking the vagina) and fellatio (sucking the 
penis). This is obviously a residue of suckling as a baby. 

(2) Sexual analism or sodomy. This is the use of the anus as a 
substitute for the vagina and is, of course, common in 
homosexuality, although it may occur in heterosexual relations. 

(3) Sexual urethralism. This is the use of the urethra as a 
sexual organ and is seen when men attend the urologist 
complaining of objects in the urethra or bladder (one actually 
had a snake in his!) and women who pester doctors to 
catheterize them. They must obtain sexual pleasure from their 
behaviour although it is not without dangers. 

(4) In some cases the submammary fissure (under the 
breasts), the armpit and between the legs is used instead of the 
vagina. 

(5) Masochism is a somewhat separate case. It is the 
equivalent of sadism but reversed. Instead of obtaining sexual 
pleasure from cruel acts the deviant obtains it from being hurt. 
The hurtful impulses may lead to being beaten but may be 
directed towards the genitalia. Masochism is ‘catered for’ by 
prostitutes and since some masochists like tying themselves up 
itmay lead to accidental death. Unlike sadism it rarely has other 
grave social consequences. 

(6) Frotteurism is the obtaining of sexual pleasure by rubbing 
against others. It is common in circumstances where there is 
restriction of sexual outlets. It occurs in such places as crowded 
trains and queues. Much is not recognized until complaints are 
made. 

(7) Scoptophilia-Exhibitionism. This, like sadism and 
masochism, is two sides of the same coin. The scoptophiliac 
enjoys spying on people, usually when they are either having 
sexual intercourse, or else when they are naked. The 
exhibitionist likes to ‘show off’ but is usually a male showing his 
sexual organs to shock a woman. Theatrical shows exploit the 
scoptophiliac with ‘bubble dances’, ‘strip-teases’ etc. The 
exhibitionist may seek the limelight without obvious sexual 
motives but usually he is a frustrated man who is showing his 
manhood in more senses than one. The infantile origin of this 
type of behaviour is obvious. 
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Disorders of the instinctual object 


The commonest of these is (1) Homosexuality which is 
obtaining sexual pleasure from someone of the same sex. This 
has been prohibited in the past (and still isin some countries) but 
allowed in others, such as Ancient Greece. It is not inborn and 
statistics concerning its prevalence in twins are regarded with 
some scepticism. The cell structure in male homosexuals, for 
example, indicates masculinity. Psychogenic factors are consi- 
dered important in causation—the boy moulds himself on his 
mother instead of his father—but endocrine lack may also be 
important. Nevertheless neither injecting hormones of the 
opposite sex nor castration will cure the condition. The 
percentage of homosexuals with abnormal hormones is no 
more than that found in normal people. 

It is possible to describe various types of homosexuals. Thus 
there is a shy, timid type, a neurotic type, a grossly distorted 
personality type, a psychotic type and an alcoholic type. 
Homosexuality tends to produce social problems since a 
number of men try to prey on them, particularly in countries 
where it is prohibited. The homosexual prostitute usually has a 
bully in the background and he will not hesitate to blackmail, 
rob or even murder the victim. Homosexuals also tend to drop 
down in the social scale (although since they aid each other the 
reverse may occur at least for a time). Some homosexual boys 
become the ‘mistresses’ of rich homosexuals. Nevertheless such 
relationships are usually transitory so that the homosexual often 
ends up a lonely old man who is a club bore seeking company. 
The belief that all such relationships are based on sodomy is 
untrue and a certain percentage of homosexuals (some believe 
as many as 20 per cent) avoid it completely. The stage attracts 
the homosexual, particularly female impersonations, but other 
professions such as interior decorating, are equally attractive. It 
is estimated that from 2-10 per cent of men are homosexual. 

(2) Heterosexual perversions entail such abnormalities as 
sadism, masochism, etc. already discussed and will not be dealt 
with further. 

(3) Infantosexuality which is the choice of an immature 
sexual object, a young boy or girl. The novel Lolita exploits this. 
It occurs also when children are assaulted homosexually. 

(4) Bestiosexuality which is the use of an animal, Sexual 
assaults on animals are usually sadistic and sometimes hun- 
dreds of animals are injured. 

(5) Gerontosexuality is the choice of a senile sexual object. 
In this case the person usually represents the parent of opposite 
sex. The behaviour is often sadistic as when old women are 
brutally attacked for no apparent reason. 

(6) Autosexuality is masturbation. Masturbation is the way in 
which the child discovers sex but is also frequently used as an 
outlet when a more normal one is obstructed. Itoccursin ageing 
men, also, because they are unable to attract women any 
longer. In Victorian times it was believed that masturbation 
caused insanity but this has long since been disproved. 

(7) Necrophilia is the use of a dead body for the purpose of 
intercourse. The terrible case of Christie in the ‘Rillington Place 
murders’ is a typical example. It appears to be a case of extreme 
sadism and possible fetishism. 


Disorders of the sexual stimulus 


(1) Transvestism is a common example. This is the sexual 
pleasure in wearing clothes of the opposite sex. This may appear 
in apparently normal married men as well as single ones. This 
desire can be released by alcohol or drugs. Occasionally the 
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invert is not satisfied with dressing up in private but goes out in 
the streets. They are not necessarily homosexual, although 
many are, and obtain more sexual pleasure when having 
intercourse dressed in clothes of the opposite sex. 

(2) Trans-sexualism. This is the wish to be changed into 
someone of the opposite sex. Since the sexuality is genetic this is 
obviously impossible but some surgeons have made simulacres 
by the necessary operations. This condition like transvestism 
appears to be based on an unconscious wish to be like the 
mother. 

(3) Fetishism. This is a disease of the sexual stimulus which 
makes the victim excited by other than the normal one. Thus 
some men are excited by girls wearing mackintoshes or 
high-heeled shoes. It is not the girl who is exciting but what she 
is wearing. It has even been suggested that the Chinese custom 
of foot binding was based on a conditioned stimulus caused by 
the Empress’s club feet. 


Disorders of instinctual strength 


The sexual instinct can be increased or diminished by various 
factors. Increase can be caused by a warm climate, a mate of 
similar age, nationality and education who shows affection, 
particularly with a suitable environment may increase sensuous 
feeling. Aphrodisiacs are not effective and only act by sugges- 
tion. 

Sexual desire can be diminished by organic factors such as 
starvation, various diseases, particularly adrenal disease, and 
old age. Lack of reciprocity will finally diminish sexuality, and 
undesirable elements in the sexual partner, such as body odour, 
bad breath have the same result. Satiation does so as well and 
excessive sublimation (as when a student works for an 
examination) diminishes sexual feeling. Anxiety is an effective 
factor. 

Sexual aversion (complete dislike of sex) may be due to 
anxiety, perversion, or being in love with someone else. Sexual 
hypoversion (weak sexuality) may be due to anxiety such as 
castration fear, or conditioning. Sexual hyperversion—nym- 
phomania or satyriasis—is a rare condition in spite of the 
novelists who always discover a subject in every book. It is 
really a neurosis and excessive pleasure does not accompany it. 
Indeed, constant intercourse may be an attempt to get pleasure 
others get so easily. 


Prevention and treatment 


It is essential that dangerous sexual abnormalities should be 
prevented if possible. The best preventative is for children to be 
brought up as normally as possible, in a happy home with 
sensible and contented parents. Weaning after breast feeding at 
the proper time, normal feeding with hard biscuits to bite, and 
no excessive interest in the bowels by the parents. It is best for 
the child to have a day scheol and parents should see that 
circumstances do not lead to assaults by homosexual school- 
masters or scoutmasters. 

Treatment is usually a complex matter and psychotherapy is 
needed. This may take the form of (1) explanation and 
education, (2) manipulation of the environment, (3) suggestion, 
including hypnosis and persuasion (4) superficial analysis, (5) 
deep transference analysis (6) conditioning, including aversion 
therapy (7) medicinal treatment and (8) sublimation. What 
methods are chosen depends on the skill and experience of the 
psychiatrist. The results vary according to the depth of the illness 
and the wish to recover. 


Shock Therapy: 


Psychodynamic Aspects 


D. WILFRED ABSE 


Writing in 1968, a psychologist speaks of electroconvulsive 
therapy (ECT) as ‘a treatment almost specific to depression’. He 
adds that less favourable results of shock therapy can be 
expected for those who suffer from schizophrenic disorders or 
‘maladjustment’. Discounting as nebulous and unprovable the 
psychoanalytic explanations for what occurs when the troubled 
individual is galvanized by shock, he goes on to provide oblique 
support for them by demonstrating their congruence with social 
learning theory. He points to the beneficial marshalling of 
behaviour potential, based on expectancy, negative reinforce- 
ment, and retroactive amnesia that can be anticipated from 
shock treatment. 

The psychoanalyst sees in the experience of shock the 
possibility of many benefits for the depressed and suicidal 
patient refractory to psychotherapy. The physical disruption 
effected through the controlled use of electric current, insulin, 
or appropriate pharmacological agents always has irreversible 
as well as reversible results. The reversible consequences are 
physical; irreversible ones—with the exception of death itself, 
a remote possibility—occur within the psychic field even, or 
especially, during unconsciousness. The memory of such 
events can always be inferred later from their derivatives in the 
mind of the patient. Significant benefits often disclose them- 
selves in respect of two aspects of the patient’s post-shock 
orientation; one may hope with considerable confidence for 
evidences of (1) improvement in reality-testing, and (2) a relief 
from the depressed state. The implosion of excessive stimula- 
tion leads not only to the discharge of tensions that have builtup 
from conflicts such as those between the ego and superego, but 
also to energetic reorganization. 

The reversible physiologically disruptive events take place for 
the most part during altered consciousness or when conscious- 
ness is lost; part of the disruptive process involves conscious- 
ness and is followed by a phase of restitution in which 
consciousness is gradually regained. Subjective experiences 
taking place during the disorganization of consciousness, 
during unconsciousness, and during the return of consciousness 
all contribute to the psychic developments that are disclosed in 
subsequent psychotherapy. The patient elaborates psychically 


from his total experience in the situation of treatment; he will 
include the psychic registration of physiologic events that 
occurred in the absence of consciousness. There is interaction 
and intercommunication of feelings and thought of the con- 
scious and semi-conscious periods and those events that took 
place during total unconsciousness. Freud demonstrated that 
events occurring in the absence of consciousness can exert a 
powerful intrapsychic effect; this fact receives corroboration 
from the evaluation through analysis of the effects of shock 
therapy. Memory traces can be laid down in the absence of 
conscious perceptual organization; they can exert a powerful 
dynamic effect when they link up with previous experiences of 
tremendous affective significance. As Freud wrote about the 
infant, ‘the situation of non-gratification in which the amounts 
of stimulation rise to an unpleasurable height without the infant 
being able to master them by utilising and discharging them 
psychologically must be analogous for it to the experience of 
being born’. It is clear that the energetic efforts at restitution and 
accommodation that follow the eclipsing experience of shock 
totally engage the organism in the direction of affirmation, as in 
birth; it also appears that while the severe physiological 
disruption of shock treatment reproduces the conditions at 
birth, the anxiety signals later generated parallel those which 
stimulated the ontogenetic evolution of the ego's ability to 
synthesize, to defend, and to take action. When the patient's 
evolution has been incomplete or uneven, shock can take him 
back to the psychic locus in which it can be expected to 
recommence, with the possibility of now moving toward a more 
successful outcome with psychotherapeutic support. A dis- 
criminating selection of patients will attempt to eliminate from 
shock therapy those likely to respond to the experience with 
more strongly repressive and projective defences. 

Associations revealed in psychotherapy after shock treatment 
are typically saturated with anxiety, fear of destruction, an 
notions of punishment, expiation, and rebirth; this constellation 
of thoughts and feelings, and fantasies related to them, colour 
transference phenomena with reflections of early child- 
hood-parent expectations and the punitive, however well- 
intentioned, parent figure. Aversion to or desire for shack 
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treatment depends upon whether in his ambivalence the patient 
is more in rebellion against authority or so much guilt-ridden as 
to seek punishment, as in the case of the potential suicide. The 
inevitability of extreme anxiety connected with shock treatment 
must be recognized; when it is covert, as in the outwardly 
compliant and grateful patient, its detection may require sharp 
professional insight. Anxiety is acknowledged to be the effector 
of the ego's defensive operations; even when reduced to a signal 
it can trigger the mechanisms that facilitate the ego's struggle to 
survive. In anxiety set up by unconscious determinants the 
relation to reality may be more or less lost, and the ego's struggle 
to adjust may accordingly be more or less inexpedient from the 
objective point of view. Adequate and fundamental considera- 
tions of this aspect of mental functioning are scattered 
throughout psychoanalytic literature, the two most important 
clarifications being Freud’s Inhibitions, Symptoms and Anxiety 
and Anna Freud's The Ego and the Mechanisms of Defence, In 
psychological investigation following shock therapy, one is 
repeatedly confronted by the intimate relationship of severe 
anxiety, revived by the experiences of physiologic disruption, 
and the defensive efforts made at different ego levels. Habitual 
defensive operations are quickly stirred by shock therapy. 

It has been shown that the improved foothold in reality that 
can appear after shock therapy is due to an increase in 
repression accompanied by a shift of interest to the other world. 
Anxiety was the original cause of repression as well as of the 
search for need-satisfying object relationships, and the cogency 
of an external threat to persons internally overwhelmed by 
morbid fantasies provides effective therapeutic advantage, 
although the possibility of arousing unfavourable defences is 
present and enters into patient selection. The presence of 
anxiety, repression, and extraversion in a repeated experience 
can promote for many patients the recapitulation of the 
ontogenetic evolution of the synthetic, defensive, and executive 
ego functions. 

Although the relief of depression is one of the method’s chief 
benefits, the conditions under which this relief is obtained 
needs evaluation, One aspect of patient response is that 
depression represents a state of tension between the superego 
and the ego. As unwelcome id impulses crystallize as wishes 
and reach toward conscious representation, the ego is often 
capable of adequately defending against them by repression; 
but when defences are inadequate for one reason or another, 
superego tension is generated and leads to conscious feelings of 
depression, and morbid ideation. A partial failure of repression 
may lead to other defences, notably psychomotor retardation as 
a ‘last-ditch’ defence in some depressions; thought and move- 
ment are then partially paralyzed in such a way that expression 
is thwarted, Such a massive outer defence is characteristic of 
psychosis. Repression becomes more effective when anxiety is 
regenerated by shock treatment; the ego, more effective in its 
defence, no longer outrages the superego and need no longer 
resort to retardation and other subsidiary defences. 

When cheerfulness and disinhibition result from shock 
treatment it can be assumed that repression has been further 
consolidated. The psychic implications of favourable mood 
change must take into account the satisfaction that has been 
given to the need for punishment, and the revelation of this in 
subsequent investigative psychotherapy. The relief is partly that 
of being whipped for a wrongdoing, as associations and 
reminiscences later indicate, and this implies certain therapeu- 
tic limitations and deficiencies of the shock treatment. It is one 
of the goals of the analytic types of psychotherapy to lead the 
patient out of his sado-masochistic organization to a greater 
capacity for enjoying life, and the patient with masochistic 
strivings comes out of shock treatment even more afraid than 
before to give up his self-sacrificing defences, however inexpe- 
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dient they may be. Repression is itself partly a masochistic type of 
defence; the ego sequesters one or more of its components, or 
components of what is beginning to take form internally. Similar 
processes occur in the physical world and can be seen in the 
most primitive organizations of protoplasm, Many psychiatrists 
have seen short-term gains accomplished by shock therapy for 
patients whose sado-masochistic needs have been temporarily 
appeased—and prompt therapeutic results in the direction of 
happier mood and readier sociability secured at the cost of the 
creativity and maturity that might have been achieved by 
patientand painful adherence to analytic psychotherapy alone. 

The initial advantage of the treatment lies in its active nature, 
by which the patient is led to feel that the previous slow process 
of curing him is being accelerated on his behalf. The close 
supervision of the patient required immediately after the 
treatment confirms the appearance of solicitude. When insulin 
is the agent to induce shock, the demonstration of ‘loving care’ 
is emphasized for the patient not only by the mechanics of the 
procedure itself, which demand sustained and assiduous 
individual attention, but because its consequent oral activity, 
focused on such food as sweetened juices, stirs deep uncon- 
scious levels of mental functioning, It stresses hunger and 
feeding, and becomes related in the patient's mind with 
experiences at the breast, often with a mother whose love was 
decidedly provisional and to which compliance was the key, 
Although further study of the insulin therapy of schizophrenic 
patients is needed, the differential response in affective and 
schizophrenic disorders seems apparent, The first respond well 
to convulsion therapy and the second are often better treated by 
insulin coma therapy. Dissimilar ratios of loving care to ‘threat 
and punishment are involved; both aspects reach the patient at 
deep unconscious levels of his mental functioning. There are 
some quite inaccessible patients whom shock therapy can help 
relate well enough for psychotherapy to be usefully engaged in; 
there are also some in even acute schizophrenic disorganiza- 
tion who are accessible to certain psychotherapists without 
shock treatment, The first, and sometimes the more advanced 
stages of the treatment of many schizophrenics work toward 
re-repression, which may be expeditiously accomplished by 
shock treatment, and may be in some cases indeed unobtain- 
able without organic therapy. 

Shock treatment engenders fantasies such as fantasies of 
being seduced and overwhelmed, being beaten or destroyed, 
being born again, being castrated or being forgiven, or being 
banished to purgatory or hell; such fantasies connect with 
different levels of anxiety and sometimes operate together when 
shock therapy looms, with the threat from the outside calling for 
‘fight or flight’. Against this background the manner in which the 
treatment is presented and administered, and the attitude of the 
therapist and his assistants take on considerable importance, as 
does discerning patient selection, The need to restrain the 
patient physically in shock therapy demands that neither the 
therapist nor attendant personnel use the procedure as an 
opportunity to vent any sado-masochistic tendencies of their 
own, Some investigators have unfortunately been able to 
document the build-up of punitive attitudes among some of 
those who administer shock treatment, and also the irresponsi- 
ble use of shock as a means of quelling disturbance. The severity 
of the physiological insult involved, the anxiety evoked, and the 
unsuitability of some patients for this type of treatment, which 
should in any case be used only faute de mieux, contraindicate 
its indiscriminate use, and strongly militate against its being 
adopted simply as an expedient for the management of 
recalcitrant patients. 

Whenever there are adequate ego-assets to make 
psychotherapeutic work with the patient especially rewarding, 
shock therapy should be avoided if at all possible; and in any 
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event an adequate study of the patient and an effort to advance 
his cure through psychotherapy should be made before shock 
treatment for him is considered. When it becomes necessary to 
use shock therapy the disadvantageous effects which itis likely 
to produce, along with a measure of hoped-for benefits, can 
usually be mitigated by appropriate psychotherapy, whether 
this is conducted on an individual or group basis. 
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Skill 


A. T. WELFORD 


The term ‘skill’ is used somewhat differently in industry and in 
psychology. In the former, a man is regarded as skilled when he 
is qualified to carry out trade or craftwork involving knowledge, 
judgement, accuracy and manual deftness usually acquired as 
the result of a long training, whereas an unskilled man is not 
expected to do anything which cannot be learnt in a relatively 
short time. Semi-skilled jobs are regarded as intermediate: 
involving the characteristics of skilled work but to an extent 
which demands a training extending over weeks or months 
rather than years. The fundamental questions of interest to those 
concerned with industry are (1) what characteristics in a jobwill 
make it easy or difficult for any given man to learn, and (2) 
which jobs will require an apprenticeship, and which will 
require a shorter training. The picture is not in practice quite as 
simple as this. Industrial organizations show, as do all social 
institutions, a degree of inertia so that, in the course of time, jobs 
may change in character but not in grading as regards skill. In 
these cases, the skill-demands of a job may be largely a matter of 
its history. 

A psychologist’s approach is to ask the question: ‘When we 
look at a man working, by what criteria in his performance can 
we tell whether he is skilled and competent or clumsy and 
ignorant?’ In other words how is complex performance 
organized, and what is it that differentiates between more and 
less trained or expert levels? The psychological concept of skill 
is thus wider than the industrial in two ways. First, skill in the 
psychological sense can exist in the performance of many jobs 
which in industry would be graded as semi-skilled or unskilled 
and in many other fields such as sport and every-day activities. 
Second, the psychological use of the term covers so-called 
‘mental’ operations as well as manual. Indeed, from the 
Psychological standpoint, the distinction between manual and 
mental skill is difficult to maintain. All skilled performance is 
Mental in the sense that knowledge and judgementare required, 
and all skills involve some kind of co-ordinated overt activity by 
hands, organs of speech or other effectors. In manual skills the 
Overt actions clearly form an essential part of the activity. In 
mental skills the overt actions play a more incidental part, 
serving rather to give expression to skill than forming an 
essential part of it. 

Skill typically does not lie in the acquisition of methods for 
dealing with specific situations. Skilled performance shows an 


essential flexibility, in the sense that action in what is nominally 
the same situation on different occasions is never repeated 
exactly: the action taken is each time nicely adjusted to the 
precise circumstances then obtaining. It should, therefore, not 
be conceived as having been drawn from a repertoire of 
pre-formed programmes of action, but rather as having been 
uniquely ‘computed’ for the particular occasion. 

Skill also implies efficiency in terms of speed and accuracy. 
This is typically shown by the skilled performer being able to 
decide upon a course of action, and to run it off, without 
detailed checking. The time span involved varies from a second 
or so in the case of many manual skills, to periods of weeks or 
even years in some managerial skills, Such courses of action 
tend to become automatic and unconscious, so that highly 
skilled performers often have little idea of what they do. 

However, the acquisition, maintenance and improvement of 
skill depends upon the performer being able to observe the 
results of his actions to some extent. Without such knowledge of 
results he has no means of correcting errors and refining 
techniques. In manual, sporting and athletic skills knowledge is 
obtained directly and immediately. In managerial and many 
other kinds of mental skill, however, it may be delayed and 
difficult to assess. In such cases, skilled action may be fraught 
with anxiety, and overreaction may occur since it is not 
immediately obvious when action has gone far enough. 


Social skill 


The principles that apply to manual and mental skills appear 
also to apply to social interaction, so that it is meaningful to 
speak of ‘social skill’. The principles are epitomized in 
conversation between two people in which each observes the 
speech, gestures and actions of the other and uses these to guide 
his own. There is thus a continuous passage of information from 
one person to the other and back again. Good relationships 
seem to depend upon the maintenance of this circular process. 
Breakdowns commonly occur when the circularity is inter- 
rupted, as when one person cannot understand the other, rejects 
the other’s communications, or talks without listening to the 
other. Methods of group therapy and T-group training in 
industry appear to depend for much of their effectiveness upon 


507 


508 SKILL 


the facilitation of this circular process: each participant obtains 
knowledge of his effects on others, because the usual barriers to 
frank comment are lifted. 


Acquisition of skill 


Motor skills, such as those of riding a bicycle or-co-ordinated 
manipulation of the controls of a car, are readily acquired by 
most people, although not all, up to the early twenties. 
Thereafter they are seldom mastered easily to the same degree. 
Most other forms of skill seem to be acquired well, given 
adequate motivation, through middle age and, by many people, 
well into old age. 

However, middle-aged and old people commonly need 
special methods of training if they are to become proficient. 
Broadly, these include methods of overcoming difficulty of 
comprehending what has to be done and achieving rapid recall 
of what has been learnt, rather than of executing appropriate 
action. It is important that training at any age should direct 
attention to cues inherent in the task which will provide the 
trainee with knowledge of the results of his actions. If he comes 
to rely on extra cues provided during training but no longer 
present when he moves to the job itself, his performance is 
unlikely to be maintained. 
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Sleep 


STUART A. LEWIS 


There are three basic ways of looking at sleep each of which will 
answer different types of questions and each having inherent 
problems: (1) questionnaire or survey; (2) sleep charts or 
diaries; and (3) electrophysiological. This article will concen- 
trate on results obtained from the third approach. 

For the last twenty years, research on sleep has concentrated 
largely on phenomenology with the impetus coming from the 
findings of Aserinsky and Kleitman (1953) and Dement and 
Kleitman (1957) of periods of eye movement accompanied by 
dreaming. Since these early studies it has been recognized that 
there are two types of sleep: paradoxical or rapid eye movement 
(REM) sleep and orthodox or non-rapid eye movements (NREM) 
sleep. Table 1 summarizes the principal features of each type. 

Paradoxical and orthodox sleep alternate throughout the 
night, paradoxical sleep having a mean periodicity of about 90 
minutes. There seems to be an obligatory minimum of 45 
minutes orthodox sleep before the appearance of the first 
paradoxical sleep period of the night. Periods of paradoxical 
sleep occurring earlier are characteristic of drug withdrawal and 
paradoxical sleep at sleep onset is pathognomonic of nar- 
colepsy (Oswald, 1970). The majority of stages 3 and 4 of 
orthodox sleep occur in the first half of the night while 
paradoxical sleep is dominant in the second half. Indeed there 
are diurnal rhythms of likelihood of occurrence of paradoxical 
sleep and stage 4 sleep, each being an approximate mirror 
image of the other. 


Paradoxical sleep 


Although it was at one time considered that there was a ‘need to 
dream’ (Dement, 1965), it is now thought that rather than there 
being a need for that particular type of mentation, there is a need 
for the physiological state of paradoxical sleep. If for some 
reason the body does need paradoxical sleep then the question 
must arise as to the function of paradoxical sleep. A current 
hypothesis is that paradoxical sleep subserves some function 
connected with learning and memory. The evidence for this 
comes largely from animal work using paradoxical sleep 
deprivation techniques. 

Paradoxical sleep deprivation in animals is generally carried 
out using the ‘flower pot’ method. In this, the animal to be 


deprived is set on a small up-turned flower pot in the middle of a 
bath of water. The surface area on which the animal can sitis too 
small for it to lie down. Consequently at the onset of paradoxical 
sleep, the loss of muscle tone means that the animal’s snout will 
touch the water thereby waking the animal up. The control 
animal on the other hand is set on a much larger flower pot so 
that it can sleep—its movements are merely restricted. 

The flower-pot technique induces considerable stress. This is 
reflected by raised ACTH levels and adrenal cortex hyper- 
trophy. Even when the control and experimental animals are 
matched for this stress the results in terms of interference in 
learning and memory are doubtful. However, it has been 
suggested that since recall is not under deprivation conditions 
the equivocal results may be due to state dependency. When 
this is controlled the results are very much better. 

in human studies deprivation procedures have been notably 
unproductive. However, when subjects learn either meaningful 
or nonsense material prior to going to bed, recall is better after 
paradoxical sleep. This is particularly true for meaningful 
material. It must be remembered that in post-paradoxical sleep 
recall, the memory traces have had a longer time to consolidate 
as well as having had the possible advantages of the period of 
paradoxical sleep. 

If memory consolidation is subserved by paradoxical sleep, 
then it would be reasonable to assume that a very large increase 
in the amount of learning during the day would increase this 
type of sleep. Studies in which subjects had their visual world 
distorted by prisms suggested that paradoxical sleep was indeed 
increased by this procedure. However, a subsequent indepen- 
dent study was unable to confirm this increase in paradoxical 
sleep with the relearning of the visual world. 

Itis well known that learning has its physiological substrate in 
protein metabolism. A recent study has demonstrated that there 
isa linear relationship between the amount of paradoxical sleep 
in several strains of rats and the ability to learn. These rats were 
inbred for their ability to perform on shock avoidance tasks. 

It therefore seems likely that whether or not paradoxical sleep 
is involved in the consolidation of new memories, protein 
synthetic processes are reflected in paradoxical sleep. If this is 
the case then it would be expected that a much larger 
proportion of the night would be spent in paradoxical sleep ata 
time when the brain was developing most rapidly—that is, just 
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TABLE 1 
Characteristics of Paradoxical* and Orthodoxt Sleep 


Paradoxical 


Orthodox 


Desynchronized EEG 
Rapid, jerky synchronous eye movements 
Loss of muscle tone via descending inhibitory impulses 


Irregularity of heart rate and respiration rate (with 
decreased ventilation volume) 


Decreased spontaneous electrodermal fluctuations 


Increased brain temperature, blood flow and oxygen 
consumption 


Redistribution of peripheral blood flow; increase in white 
muscle and decrease in red muscle 


Penile erections (increased clitoral and vaginal blood 
flow) 


Presence of ponto-geniculo-occipital (PGO) spikes 
Increased testosterone output 
Mental life ‘dreaming’ 


Synchrony in the EEG 

Slow rolling or no eye movements 

Muscle tone reduced compared with walking 
Regular heart rate and respiration rate 

Increased spontaneous electrodermal fluctuations 


Increased output of growth hormone (during stages 3 and 
4 sleep) 


Increased rate of skin mitoses 
Increased haemopoetic activity 
Mental life ‘thinking’ 


* Paradoxical sleep has more than 30 synonyms. The most common of these are ‘rapid eye movement (REM), ‘dreaming’, 


sleep. 


‘desynchronized! and ‘active’ 


+ Orthodox sleep is divided into 4 stages depending on sleep spindle activity and EEG voltage and frequency. 


after birth. This is the case. The proportion of the night spent in 
paradoxical sleep is about 20-25 per cent in adults; in babies it 
is something of the order of 40-50 per cent. Equally, the 
evidence that mongols have a reduced proportion of paradoxi- 
cal sleep supports the hypothesis that paradoxical sleep and 
protein synthesis in the brain are in some way linked. 

It is worth noting that the antibiotic streptomycin possibly 
inhibits paradoxical sleep. Streptomycin is a protein synthesis 
inhibitor. Further studies have considered two other protein 
synthesis inhibitors, cyclohexamine and puromycin. The results 
from these studies unequivocally indicated that protein syn- 
thesis inhibition will reduce paradoxical sleep. 

Another source of evidence is from studies of protein 
synthesis inhibitors and drugs of addiction. It has been 
demonstrated that drugs such as puromycin will block tolerance 
to morphine in animals. Ithas further been shown that morphine 
and heroin, in common with many other drugs, will reduce 
paradoxical sleep and on continued administration the amount 
of paradoxical sleep in the night slowly returns to baseline 
values (Oswald, 1970). In other words there is tolerance. 
Unfortunately, it is not possible to give drugs such as puromycin 
to human beings as the drugs are particularly toxic. However, 
one would assume that if puromycin was given in conjunction 
with heroin the tolerance seen with paradoxical sleep would 
disappear. 

What is being suggested is that paradoxical sleep has got 
something to do with brain processes and this is reflected at two 
levels. First, it is reflected at a biological level by protein 
synthetic processes and secondly at a behavioural level by 
alterations in learning and memory. 


Orthodox sleep 


If we now turn to orthodox sleep it can be shown that, similar to 
paradoxical sleep, there is a need for stages 3 and 4 orthodox 
sleep. As can be seen from Table 1 there is a major output of 
growth hormone in the 24 hours occurring during stages 3 and 4 
sleep; skin mitosis is increased and the haemopoetic system is at 
its peak activity during stages 3 and 4 sleep. Furthermore, if we 
deprive a person of stages 3 and 4 sleep there is a decrease in the 


output of growth hormone. Drugs such as fenfluramine, an 
amphetamine derivative used as an anti-obesity agent, will 
increase stages 3 and 4 sleep provided the subject is losing 
weight. It is known from other studies that fenfluramine will 
increase the output of growth hormone. A greater than usual 
amount of exercise in trained athletes will not only increase 
growth hormone but will also increase stages 3 and 4 sleep. This 
type of sleep is also increased after sauna as is growth hormone. 
It could be argued of course that the linking of growth hormone 
output to stages 3 and 4 sleep is an accident of the diurnal 
rhythm. However, studies with shift workers have shown that 
this is not the case: growth hormone is linked to stages 3 and 4 
sleep, though the association is not 1:1. 

The function of growth hormone in the adult is not for growth: 
rather it increases tissue uptake of amino acids and stimulates 
the incorporation of amino acids into protein and as a lipolitic 
agent, it breaks down body fat deposits for the production of 
energy. It is known that the output of growth hormone can be 
increased by starving subjects. It would therefore be predicted 
that there would be an increase in stages 3 and 4 sleep during 
starvation. This has indeed been found. 

From this and other evidence it appears that the function of 
orthodox sleep is in some way linked with body processes as 
opposed to the brain repair processes suggested for paradoxical 
sleep. This concept of ‘brain’ sleep and ‘body’ sleep is nota new 
one. At the beginning of the twentieth century Von Economo 
and Marinesco suggested that there were two types of sleep. 
One they called ‘Corporoschlaf’ and the other ‘Hirnschlaf’. This 
of course was prior to the discovery of paradoxical and 
orthodox sleep. 

In summary then, the present state of knowledge would 
suggest that paradoxical sleep is dealing with the brain and 
orthodox sleep—at least stages 3 and 4—is dealing with the 
body. In other words, the evidence points to a restatement of the 
age-old restoration hypothesis of the function of sleep. 
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Social Class and Mental Illness 


GORDON F. LEWIS 


Medical researchers and social scientists interested in the 
aetiology of mental illness have long considered social class as 
an independent variable worthy of serious investigation. A vast 
literature on this topic has been accumulated, especially since 
World War Il. It represents primarily the work of American 
investigators, although a number of notable studies have been 
undertaken in Britain, Scandinavia and Western Europe. 

Two assumptions underlie these research efforts. The first is 
that much mental illness, however much specific definitions 
may vary is sociocultural in origin: it occurs as a result of 
experiential factors in the life situations of individuals subse- 
quently defined as mentally ill. For some researchers these 
experiential factors are seen as both necessary and sufficient. In 
other cases they are seen as necessary components in a linkage 
with genetic and constitutional factors. 

The second assumption, based largely on sociological and 
anthropological perspectives, is that specific social classes 
constitute subcultural environments sufficiently distinctive for 
those experiencing them to become differentially susceptible to 
forces which conduce to mental health or mental illness. 

Each assumption has its critics and defenders and the 
controversies are far from finished. In the first case, the 
argument centres around the respective roles of genetic/con- 
stitutional factors and experiential factors, in particular forms of 
mental illness, especially the psychoses. The question is 
sometimes seen to be one of the ‘either/or’ type; in other 
instances it is seen to be a matter of ascertaining which set of 
factors exerts which type and amount of influence. As for the 
second assumption, here the issue focuses on the difficulty of 
identifying within the maze of sociocultural variables 
associated with any concept of social class those that seem to be 
most significant in their predisposing effects on mental health or 
illness. In the present state of our knowledge it seems obvious 
that there is no simple causal relationship between one’s social 
class position and mental illness. Thus, attempts to understand 
the apparent associations which frequently appear between the 
two raise the difficult problem of identifying precise matrices in 
which a number of variables, only some of which are peculiar to 
a given social class, interact to produce a mental illness in a 
person. 

Space does not permit individual reference to the hundreds of 
studies on social class and mental illness extant. Nor is even a 


detailed summary of the major types of studies and their 
conclusions possible in this brief article, largely because many 
of the studies are not comparable in any simple way and their 
individual conclusions are often at variance in one or more 
respects with those of other researchers. However, some 
general statements are possible, albeit with significant 
qualifications in most cases. For rather detailed reviews of the 
literature the reader is advised to examine articles by Klenier 
and Parker (1963), Mishler and Scotch (1965) and Petras and 
Curtis (1968), to cite only some of the more useful ones. 

Before attempting to bring together any summary of findings, 
a few general statements about the character of most of the 
studies are in order. First, most of the researches have been 
incidence studies, i.e. they have been limited to those new cases 
of the specified mental illness that have appeared in a given 
population during a specific period of time. Precise relation- 
ships between the illness in question and aetiological factors are 
best ascertained under such conditions because the linkage is 
presumably recent, or at least relatively so. These data, 
however, usually have a serious weakness: they are gathered on 
very limited populations, e.g. clinical cases, cases identified by 
screening military recruits, hospital admissions, etc. whose 
representativeness is unknown or highly questionable. 

A second type of study is the prevalence study. It attempts to 
discover the totality of all mental illness present in a given 
population at a specific time. Here the researcher must go out 
into the population—the more representative, the better—and 
attempt to enumerate by whatever criteria seem most appro- 
priate, the amount of the mental illness in question. The best 
known example of such a research is the Mid-Town Manhattan 
study (Srole, et al., 1962) and it reflects the major difficulties 
such studies must face. They usually involve ‘pencil and paper’ 
inventories whose diagnostic value is limited, they rely on the 
co-operation of the public, they are expensive and time- 
consuming, and they run foul of class differences in response 
patterns and symptom description. However, they offer some 
protection against the self-selection bias and the bias induced 
by differential tolerance of deviance within certain 
socioeconomic groups, biases that influence the visibility of 
mental illness identified through incidence studies. 

Secondly, the studies vary in the form of mental illness chosen 
for investigation. The general category ‘schizophrenia’ prob- 
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ably has received the most attention, but the studies also cover 
the broad range of ‘organic’ and ‘functional’ psychoses as well 
as neuroses. Obviously, the mere presence of social class as the 
independent variable in these studies does not permit one to 
generalize confidently about the relationship between social 
class and mental illness. 

Thirdly, the criteria used for the social class placement of the 
patient or respondent vary. In some studies only a single 
criterion, such as occupation, may be used. In other studies 
several criteria, e.g. occupation, education, income or 
neighbourhood may be chosen. Moreover, in attempting to 
identify the class position that seems to have been the most 
likely influence, if any, on the aetiology of the illness, some 
researchers have used the social class background of the 
subject’s father for purposes of placement rather than the 
subject's present class position. So, another trap in the process 
of comparability is laid for the unwary. 

Finally, the criteria used to define mental illness often vary 
from study to study. Some researchers have used clinical 
diagnoses by psychiatrists in selecting cases; other have used 
psychological tests administered and interpreted by various 
personnel, medical and non-medical. Some have used inven- 
tories aimed at identifying symptomology and administered by 
a core of field workers from diverse backgrounds. Problems of 
the validity and reliability of diagnostic techniques entirely 
aside, there still remains the difficulty of accumulating compar- 
able data for those interested in generalizing from studies where 
social class is used as an independent variable. 

Turning now to a summary of much of the substantive 
findings regarding the relationship between social class and 
mental illness, the following generalizations can be made 
within the context of the limitations described above. 

There is no consistent relationship between social class and 

diagnosed schizophrenia, manic-depressive psychosis, total 
psychosis or psychoneurosis. Numerous variations in the 
relationship exist, according to the evidence from a large 
number of studies in several countries on a wide assortment of 
populations. 
It is evident, however, that social class seems to be associated 
with a number of social and psychodynamic factors in the 
development of various mental disorders among people who 
are, or have been, patients. The association is most evident 
among patients coming from the lower half of the social class 
continuum, and particularly among those whose 
socioeconomic position is most disadvantaged. For example, 
lower SES (socioeconomic status) people seem to have a 
disproportionately high incidence of schizophrenia; SES and 
schizophrenia seem to be inversely related, according to some 
studies done both in the USA and in other countries. : 

Morris’ (1959) study in England and Wales is a case in point, 
as is the work of Faris and Dunham (1939) and Dunham (1 964). 
The latter two studies have found that schizophrenia was 
highest in the low SES areas of cities and disproportionately high 
in the lowest social class. Clark (1949) found it was highest in 
the lowest status occupations with diminishing rates as one 
examined the higher occupations. The Faris and Dunham 
conclusion has been demonstrated for nine American and two 
European cities and the Clark conclusion verified in seven 
studies in the USA and seven other countries. In one study 
Dunham, whose contributions in this area have been both 
outstanding and well-publicized, found the incidence of both 
schizophrenia and the other diagnostic illness groupings he 
employed were highest in the very lowest SES group but the 
inverse relationship evened out above this level. 

A further interesting aspect of Dunham's work is thathe found 
when he used parental SES instead of the respondent's present 
SES as an indication of the latter’s social class position, the 
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incidence rates for the mental illness categories used showed no 
significant differences across class lines. And herein lies a need 
for caution mentioned by Dunham and others: mental disorders 
can affect a person’s success in educational and occupational 
endeavour, the major avenues to social class placement. Thus, 
it is necessary to disentangle cause and effect when imputing 
mental disorder to conditions associated with the subject’s SES, 
present or post. The so-called ‘drift hypothesis’, i.e. that 
individuals impaired with some form of mental disorder ‘drift’ 
into the lower social classes is an obviously relevant possibility 
in the circumstances described. 

These findings cast doubt on the not uncommon assump- 
tion—backed by some evidence—that there is any simple 
inverse relationship existing between schizophrenia and the 
SES ranking of the subjects. In fact, the welter of evidence from a 
variety of studies is such as to caution the wary reader from 
imputing any simple relationship between social class position 
and the existence of any type of mental illness. The findings are 
not sufficiently consistent across a broad range of specific types 
of mental disorder, comparable populations and comparable 
methodological techniques to warrant categorical statements of 
invariant relationships. 

As an illustration of one of the complexities in the relation- 
ship, the research of Kohn and Clausen (1955) is informative. 
They found that the association of schizophrenia and social 
class position was stronger the larger the city being studied; the 
association disappeared when one got to a city as small as 
Hagerstown, Maryland (36,000 population). 

The Mid-Town Manhattan study by Srole et al. (1962), 
probably the best known of the prevalence studies, gave rather 
tidy conclusions but, as several reviewers have pointed out, 
contained all the obvious weaknesses of any study which relies. 
heavily on a ‘paper and pencil’ inventory of symptomatology 
and is particularly beset by the problems associated with SES 
variations in the style of reporting ‘complaints’. These authors 
found that mental health varied directly with social class status. 
Using the SES of the respondent's parents as an indication of the 
social class environment which presumably most influenced 
the respondent's development, they found an inverse relation- 
ship between what they called an ‘impaired condition of mental 
health’ and parental SES. They also found parental SES and the 
frequency of the ‘well’ state among their respondents were 
directly related. However, the frequency of the other two 
descriptive states of mental health they used (‘mild’ and 
‘moderate’) varied not at all with parental SES. 

One of the best-known studies of the relation between social 
class and mental illness ina single community is the now classic 
study by Hollingshead and Redlich (1958) done in New Haven, 
Connecticut in 1950-51. Their concern was with the pre- 
valence of treated mental illness and its relation to the social 
class status of the patient. They found that there was a definite 
link between the two. The lowest social class (class V) 
contributed more than twice its proportionate share of cases 
under treatment while the highest social class contributed only 
one-third as many patients as they contributed people to the 
total population. Classes 11, III and IV were also underrepre- 
sented, although to a lesser extent. When controlling for sex, 
however, the authors found that the relationship between social 
class and treated mental illness was lower for females than for 
males. 

Hollingshead and Redlich also controlled for other variables, 
both singly and in clusters. They found age to be an independent 
factor of some influence, e.g. above the age of 25, social class 
looms as an increasingly important factor compared with its 
influence in the younger years. They also investigated the 
effects, singly at first, of race, marital status and religion. The 
linkage of social class and treated mental illness still held up 
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when these other variables were partialled out or controlled. 
Moreover, the rate of treated mental illness, adjusted for age and 
sex, found in class V was three times that of classes |, II and III 
and roughly two and one-half times that of class IV. 

The above authors also studied the relation between the 
incidence of treated mental illness and social class by focusing 
on a group of patients who entered treatment during one six 
month period. Again, they found the highest rate in the lowest 
social class, followed in order by class IIl, class ll, and with 
class IV close behind. Class position was also associated with 
the rates for continuous treatment of mental illness with the two 
lower classes having the higher rates. The lowest class also led 
in the matter of the rate of re-entry of its patients into treatment. 
Class IV, however, was lowest in this regard, followed in 
ascending order by classes III and I-II. In sum, the New Haven 
research supports the findings of those several other studies 
which have shown an association between a group's position in 
the class hierarchy and the incidence and prevalence of mental 
illness in that group. It supports, also, in several respects the 
inverse nature of that relationship and it also calls to our 
attention the rather dramatic character of this association 
between social class and mental illness at the bottom of the 
hierarchy, a fact noted by Dunham and certain other inves- 
tigators. 

Another linkage between social class and mental illness that 
manifests itself in several investigations concerns the treatment 
of the mentally ill. The chances of a mentally ill person getting 
treatment, the type of treatment he is likely to get, its quality and 
its cost are all affected by his social class position, according toa 
number of investigators. Also affected by one’s social class 
position is the ease with which he can be released to the 
community after a hospital stay. Here the relationship seems to 
be a direct one with the easier release coming to those higher on 
the class ladder. Two factors which seem important in this 
relationship are the lesser willingness of the kin of a lower-class 
patient to accept him at home after hospitalization and the fact 
that stricter criteria are applied to such patients when one’s 
‘readiness’ for release is being evaluated by those who 
administer the system. The first of these facts is somewhat ironic, 
since some researchers have found a greater tolerance by the 
lower classes of ‘abnormal’ behaviour patterns, largely because 
they do not understand pathological motivations and see such 
behaviour as, at worst, socially deviant but non-pathological. 
Once stigmatized by hospitalization, however, the ex-patient is 
likely to find himself less acceptable to family, kin, and 
neighbours, Itis also not unlikely that such lower-class patients, 
having usually been the victims of less adequate treatment than 
their higher class counterparts while hospitalized are, in fact, 
less ‘suitable’ by conventional criteria for re-integration into 
home and community circles. 

Thus, in the case of each of the factors mentioned above it is 
the lower class person who is most disadvantaged; optimal use 
of all services in the armamentarium of the psychiatrist and the 
mental health institution is not probable for such a person. The 
reason for much of this lies in the fact that the practitioners and 
functionaries within the health care system are middle-class (or 
higher), responding to middle-class values, priorities, and 
practices, as well as to interpersonal social pressures that favour 
differential treatment of people from socioeconomic back- 
grounds similar to or higher than their own. 

In addition, however, lower-class people are also handicap- 
ped by their lack of skill in availing themselves of services that 
are present and by the cultural deprivation that makes them 
ill-suited to such therapeutic techniques as psychotherapy with 
its reliance on verbal facility. Furthermore, one’s ability to 

conceal one’s mental illness, or at least to protect oneself 
against the grosser forms of stigmatization are advantages 


possessed largely by those in the upper half of the social class 
hierarchy. Behaviour for which the lower-class person is, say, 
arrested, adjudged mentally ill and ‘committed’ often never 
comes to public attention when the person is of middle or 
upper-class status. The pathologies of upper class persons can 
be concealed in expensive private ‘rest homes’ or clinics and 
simultaneously treated in the most comprehensive manner 
possible. 

The varied indications, only a few of which are discussed in 
this summary article, of the association between social class and 
mental illness do not provide us with any definitive explana- 
tions of the relationships discovered. The effort to develop such 
explanations seems doomed to failure until researchers are able 
to overcome at least one major hurdle: the measurement of 
untreated mental illness. Until this Herculean task is accomp- 
lished, investigators must rely on studies of treated mental 
illness and such studies are inadequate for getting proper 
leverage on as highly complex a set of variables as those found 
in various social class environments. 

For example, considerable attention has been given by 
several researchers to the concept of stress as a phenomenon 
that seems associated with mental illness. Attempts have been 
made to ascertain which kinds of stress are most characteristic 
of specific social class levels and the ways in which they exert 
influences conducive to mental disorders. Nothing definitive 
has yet emerged, although the subject is a provocative one. It is 
obvious that there are class differences in even the modes of 
expressing distress by individuals who have been subjected to 
the tensions typical of their socioeconomic environment. It is 
also evident that individuals at the same class level and exposed 
to the same types of stress are not affected equally by such stress, 
nor do they necessarily respond in similar fashion when they are 
so affected. 

It may develop that certain forms of mental disorder are, in 
fact, essentially chemical in origin; some research already 
points tentatively in this direction. However, if this proves not to 
be the answer—or, as seems probable, the whole answer—it is 
likely that future research will have as its central task the 
separation and specification of those factors which are linked to 
the following items: 

(1) The constitutional characteristics of individuals. 

(2) The socialization experiences at various age levels of 
specific individuals and the psychological and sociologica 
effects of given experiences. 

(3) The essentially social-psychological situational stresses 
associated with certain role relationships. 

(4) And all within those larger, varying environments as are 
subsumed by the concept of culture, including the cultures ol 
families, social classes, societies, and various divisions thereof. 

Furthermore, it seems probable that the interactional effects 
of each of these four components will have to be ascertained 
and that such interactional effects will prove to be of critica 
significance. Existing research on social class and mental illness 
tells us little more than (a) social class is not an insignificant 
factor in a complex of variables seemingly associated with 
specific cases of mental disorder and (b) the definition ol 
‘mental disorder’, its identification, its treatment, and the 
response to people thus identified and treated is influenced to 
some degree by the social class positions of those who are 
involved in the behaviour. 
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Social Work 


KAY McDOUGALL 


Introduction 


The basis of social work is the natural human response of one 
individual to another in some need which he cannot meet 
alone. This response is, of course, included in friendship and it 
might also be part of neighbourliness but at the point where it 
has to be planned for or where the helper goes out to seek the 
needy, it has traditionally been described as social work. Thus, 
in the past, the monasteries and the churches sent out helpers. 
The gentry, especially their womenfolk, saw that as part of the 
obligations of their social position they helped the local poor 
and sick. Medicine and nursing always contained a social work 
element within it. It is only with industrial and urban develop- 
ment, however, that social work has appeared as a special 
activity, rather than part of a general way of life. 

As towns begin to expand and populations become mobile, 
the neighbourhood links between people break down. Families 
living closely together in new urban areas or old slum property, 
do not know each other and do not have similar backgrounds 
and help for them often has to be organized from outside. The 
helpers have to learn how to get to know the helped and from 
this, training for social work has evolved. The result is that in the 
twentieth century, in a number of countries, social work has 
begun to turn into a professional activity backed by training 
standards, codes of ethics and professional associations like 
those of medicine and the law. 


General history 


Modern social work has its roots in the nineteenth century and 
particularly in the Charity Organization Society (the COS) 
which was formed in 1869 in Britain. An increasing number of 
small voluntary societies were being formed in order to help 
specific needy groups and the COS was set up to co-ordinate 
these various activities and to bring a more rational, a ‘scientific’ 
approach to the giving of charity. Edward Dennison, one of the 
early reformers writes: 

‘The policy may be called a Social Science policy. It aims at utilizing, 
for the purposes of imperial, national, municipal and individual life, the 
great stores of knowledge in every department of philosophy and of 
science, which the mental activity of the last half century has created 


and accumulated, but which have not yet been employed to diminish 
the sufferings and to increase the happiness of humanity at large.’ 
(Leighton, 1871). 

The COS movement spread to the USA and, in both countries, 
was associated with the promotion of training for social work. 
The first major text book on the practice of social work was 
Social Diagnosis (1917) written by Mary Richmond, a COS 
secretary in the USA. These early voluntary organizations were 
precursors of the social services which all governments, sooner 
or later, have to provide if their countries become indus- 
trialized: and as social services are provided, so they have to be 
staffed by social workers. 

A recent definition of social work is: 

‘The process of helping people, with the aid of appropriate social 
services, to resolve or mitigate a wide range of personal and social 
problems which they are unable to meet successfully without such help. 
This process calls for both knowledge and skill.’ 
and a social worker is one 

‘whose primary function in the social services is to carry out the 
foregoing activities by any one of the three social work methods of work 
with individuals (casework), groups (groupwork) or communities 
(community organization)’ (Report, 1959). 

For the purposes of these definitions the social services 
should be taken to include voluntary as well as statutory 
services and the term ‘community organization’ to include all 
forms of social work with communities, including community 
development and social action. 

We find the practice of social work developing all over the 
world and because of the influence of the great international 
organizations such as the World Health Organization or the 
Save the Children Fund, we find that the demands for trained 
workers and the kinds of courses they take become increasingly 
similar. There are of course different emphases; in the poorer 
countries social work has to develop hand in hand with public 
health. There is more use made of community work and social 
education in Asia and Africa for example and more demand for 
casework in highly urbanized areas. In Europe, nursing and 
social work were traditionally associated so that the French 
assistante sociale has a part nursing training. In Britain and the 
USA the’social worker's background is more likely to be in the 
social sciences such as sociology, psychology and social 
administration. 

Social-work has often sprung up in association with some 
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form of medical practice and it was in these areas of social 
work that the first trainings were often established. One of the 
first forms of social work training was in medical social work. In 
1895 a Miss Mary Stewart, a trained COS secretary, became the 
first almoner (now referred to as medical social worker) at the 
Royal Free Hospital, London and other pioneer almoners 
helped develop medical social work in the USA (1907) and 
Australia (1929). The purpose of medical social work is to help 
sick people by working in collaboration with the doctor, the 
hospital and the patient. The main method of medical social 
work is casework. 


Psychiatric social work 


Psychiatric social work, a special kind of medical social work, 
came much later but had a very profound influence on the 
development of social work generally. It started in the USA 
partly in an attempt to help rehabilitate soldiers with psychiatric, 
problems, returning after World War |. Social workers were 
trained as psychiatric aides and worked with psychiatrists in 
mental hospitals. 

Another part of the development arose from attempts to 
understand and treat juvenile delinquency. From this came the 
child guidance movement which brought together psychiatrists, 
psychologists and psychiatric social workers (PSWS) working in 
a team. The Commonwealth Fund of America sponsored the 
training of professional staff for work in child guidance in the 
USA and then in other countries. The first course for PSWS in 
Britain was backed by this fund. 

This PSW training became a prototype for other casework 
courses and we find the pattern occurring wherever there has 
been American or British influence. (Many Dutch and Scan- 
dinavian PSWS trained in Britain or the USA). From the child 
guidance influence comes the focus on a psychoanalytic 
explanation of human behaviour and motivation, which has 
been the basis of most casework training and only very recently 
has this been balanced by an increased use of sociological 
theory. 


Definitions 


In the definition of social workers already quoted, three 
methods of social work were referred to: 


Casework 


Casework, to quote from the Report (1959) is: 

‘a personal service provided by qualified workers for individuals who 
require skilled assistance in resolving some material, emotional or 
character problem. It is a disciplined activity which requires a full 
appreciation of the needs of the client in his family and community 
setting. The caseworker seeks to perform this service on the basis of 
mutual trust and in such ways as will strengthen the client's own 
Capacities to deal with his problems and to achieve a better adjustment 
with his environment.’ 


Groupwork 


Groupwork is a form of social work directed towards giving 
People a constructive experience of membership of a group so 
that they may develop further as individuals and be better able 
to contribute to the life of the community. 
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Social work with communities 


Social work with communities is primarily aimed at helping 
people within a local community to identify social needs, to 
consider the most effective way of meeting these and to set 
about doing so, in so far as their available resources permit. 

Community work is part of a process used by other disciplines 
also so that it is not only a social work activity. G. A. Rennison 
(1962) elucidates this a little further: 

‘It is sometimes said that the social work methods of the Western 
world are inappropriate in countries such as India where there are vast 
social problems and an inadequate social organization to deal with 
them. It is suggested that these problems are so pressing that they can 
only be attacked by methods which deal with people collectively. But 
there is no such thing as social work with masses of people, and when 
the problem is one of individual need it can only be met at this level, 
however many people are experiencing it. Group work or community 
work are not substitutes for casework, because they are not quick ways 
of dealing with individual problems in bulk. The focus in group work is 
still on the individual, but on the relationship between individuals in the 
group. In community work the focus is on individual experience of 
social life in the community. It is the circumstances. in which the 
individual's problem arises that determine which method is likely to be 
most effective.’ 

In the past decade there has been an increased attention 
directed to community work. It has sprung in part from a fresh 
attempt to deal with poverty, particularly by methods of client 
participation. At this point social work, social reform and social 
action, which becomes political action, begin to merge, raising 
problems of professional behaviour, ethics and responsibilities. 
These are the big issues in social work of the 1970s. 


Administration 


As social work has become more established and agencies and 
departments, larger, so the problems of social administration 
have come under study. It could be claimed that the administra- 
tion of welfare services is also a method of social work. Without 
pressing this point, ithas become apparent that if social workers 
are aware of issues of policy and administration, they can 
influence them for the benefit of their clients. This subject of 
social policy and social administration has become of increas- 
ing importance in’ the teaching programmes of social work 
courses. 


New approaches 


At one time social workers tended to train for special kinds of 
social work, such as the medical social work already referred to 
or work with delinquents, deprived children or unmarried 
mothers. Since the 1950s there has been a steady move away 
from specialization to a more generic approach, so that workers 
could be more flexible in their methods in response to changing 
needs. This is also related to a change in ways of thinking about 
social and personal problems. Although in the early days of 
casework, help was usually offered to families, as casework 
skills increased more time was spent on work with individual 
clients. The client most likely to respond to help was identified 
and the social worker concentrated on forming a professional 
relationship with that client, which could be used in a 
therapeutic way. The chief tool for helping was claimed to be 
the controlled use of the relationship. 

More recently, attention has been given to the family as a 
group or to the client in other natural groups, such as the school 
or work. The problems which clients bring are very often now 
seen as the result of a group interaction, rather than the sickness 
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or failure of one particular member of the group or family. This 
approach is demanding of social workers a wider knowledge of 
social institutions, group dynamics and community relation- 
ships. Itis also encouraging them to work more in collaboration 
with other helping agents in the community. More use is made 
of volunteers with very little training and particularly of local 
people. More attention is being given to staff of residential 
institutions so that they are more understanding of residents’ 
social problems. There is also a new interest in the social 
services themselves, particularly those services giving material 
and financial aid, so that they may be offered to people in ways 
which they can accept without any affront to their own personal 
dignity. This last point is perhaps the core of social work; that 
help is always offered with due respect for the client and for his 


own uniqueness and individuality. That it is offered in such a 
way that it widens his area of choice of behaviour and that he is 
left the right to choose. 
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Socialization 


K. DANZIGER 


Socialization is the process of becoming a functioning member 
of an adult human group. It therefore involves the learning of the 
group’s rules and some commitment to them. A process of 
socialization may be seen to occur whenever an individual 
becomes inducted into an already functioning group. For 
certain human institutions the socialization of individuals 
becomes a primary function. Professional socialization, for 
example, is accomplished in special professional schools and in 
the institution of apprenticeship. All educational institutions 
exist not only to relay information but also to bring about some 
process of socialization. The institution which normally begins 
the process of socialization is the family. 

For the individual, socialization begins in the first few weeks 
after birth and does not end until the last new group has been 
entered. However, the process becomes increasingly 
Specialized as the individual matures. In the early period 
socialization involves the acquisition of the most general rules 
applying to human interaction while rules applicable to special 
groups are learned later. The earlier periods of socialization 
therefore retain some importance for the individual's entire life. 

The major division among students of socialization revolves 
around their acceptance or rejection of the doctrine of the 
‘empty organism’. By and large this doctrine is accepted by 
social learning theorists and rejected by ‘structuralists’, who 
generally work in the tradition of Freud and/or Piaget. For the 
adherents of the viewpoint of social learning socialization 
involves the acquisition of separate habits of response in the 
Presence of particular stimulus situations. This acquisition 
depends ona process of reinforcement, the nature of which is a 
matter of dispute. Some learning theorists see no essential 
difference between human social reinforcement and the 
operative rewards for laboratory animals. Others (notably 
Bandura) regard the imitation of human models as a special case 
which provides the key to the socialization process. Numerous 
experiments have demonstrated that the effects of rewards and 
punishments in human social learning depend on the social 
status (sex, social class, ethnicity etc.) of the source and the 
recipient of the reinforcement and on their relation to each 
other. Other studies have shown that children are highly 
selective in their imitation of models, preferring models that 
appear more friendly, more powerful, more successful and 
more similar to themselves in respect of categories such as sex. 


While studies of social learning typically seek the causes of 
socialization effects in the external situation, the ‘structural’ 
orientation focuses on the internal capacity of the individual 
undergoing socialization. The Freudian tradition has seen this 
capacity essentially in psychodynamic terms while the Piage- 
tian tradition stresses the cognitive aspects of individual 
development. Both approaches differ from social learning 
theory in regarding childhood socialization as dependent upon 
a fixed sequence of qualitatively distinct developmental stages 
of cognitive development. For example, cognitivists stress that 
very young children are simply unable to think in terms of 
categories; they cannot make the logical distinction between a 
class and the individual members of that class. Therefore, they 
cannot understand rules applying to classes of persons or 
classes of acts. Their learning is either highly specific or else it 
generalizes in a diffuse manner that does not correspond with 
the network of adult categories. Imputing an adult point of view 
to the young child is one of the commonest and easiest mistakes 
in the study of socialization. 

The key to the psychodynamic theory of socialization lies in 
the concept of identification. For social learning theory there is 
no qualitative distinction between this process and ordinary 
imitation; hence laboratory studies in which strange experimen- 
ters serve as models are considered to be relevant to the family 
situation. But for psychodynamic theories identification 
depends on an intimate and ambivalent relationship which is 
characteristic of the child’s interaction with his parents. The 
acquisition of social rules and taboos on the basis of iden- 
tification is often unconscious and generally far more profound 
than the effects of ordinary imitation. 

Sociologists have added new dimensions to the concept of 
identification. They have distinguished the identification with 
the social role represented by the model from identification with 
the model as an individual. The former process becomes more 
important at a later stage of socialization. More particularly, 
sociologists have stressed the importance which the expecta- 
tion of others has for the socialization of the child. The child is 
born into a system of reciprocal social roles in which he is soon 
assigned a place by the expectations which people have of him. 
Such expectations often prove irresistible. 

Specific studies of socialization have generally sought 
relationships between social experiences in childhood and later 
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behaviour and personality. The major outcome of these studies 
has been a gain in methodological sophistication. Successful 
replication of results in different studies has been the exception 
rather than the rule, so that very few generalizations can be 
asserted with any confidence. In particular, all reports of 
socialization practices, whether by the source or the target, are 
highly unreliable and are no substitute for the direct observation 
of the interaction between children and the socialization agents 
to which they are exposed. . 

Correlational studies are unsuitable for the study of socializa- 
tion because they are usually impossible to interpret. If a 
relationship is established between a particular pattern of 
childhood training and certain characteristics of the individual 
it is generally impossible to be sure that his characteristics did 
not produce the treatment he received or that both were not 
independently caused by some unknown third factor. 

The first stage of socialization, sometimes called ‘primary 
socialization’, involves the recognition of members of one’s 
own species as appropriate targets for various social responses. 
Rhesus monkeys reared in isolation suffer major disruption of 
maternal, sexual and social behaviour. In human infants this 
stage partly overlaps with one in which differential responses 
develop to strange and familiar social objects. Familiar persons 
have more influence on the child’s development. While 
separation from attachment figures undoubtedly leads to 
distress in the short run, long-term effects are difficult to 
disentangle from other factors which are generally also present 
in cases of repeated or permanent separation from major 
socialization agents. It is an open question whether the human 
infant has a bias towards monotropy (Bowlby, 1969), the special 
attachment to one figure, usually the mother. 

Later stages of socialization involve the development of the 
conscience which has both affective and cognitive aspects. On 
both levels there is evidence for the matching of the responses of 
parents and their children. Punitive parents tend to have 
punitive children and the level of the parents’ moral judgement 
is frequently reflected in their children. Parents who offer 
explanations for their disciplinary actions are more likely to 
induce self-blame in their children than parents who merely 
react with disapproval. 

There is little firm evidence that other characteristics of the 
adult personality are the result of specific patterns of childhood 
socialization. This lack of clear evidence is due partly to the 
failure in identifying personality patterns that are truly consis- 
tent across situations and partly to the difficulty in defining the 
relevant socialization factors. What is certain is that the effect of 
specific childhood events, such as training patterns, father 


absence etc., will depend on the total situation and cannot be 
predicted in isolation. 

These observations apply with special force to the presumed 
relationship between childhood socialization experiences and 
individual psychopathology. There is no unambiguous evi- 
dence for the existence of any pattern of socialization which is 
specifically pathogenic with respect to any of the major forms of 
behaviour disorder. Specific deviant socialization patterns are 
not characteristic of one form of psychopathology rather than 
another, and usually these patterns are also to be found in the 
background of individuals without identifiable psychopatholo- 


y. 

The behaviour of socialization agents is profoundly affected 
by the nature of the child and by its relationship to them. There 
are detectable differences in the behaviour of mothers towards 
male and female infants even during the first few months of life. 
Not infrequently, socialization effects tend to reinforce biologi- 
cal differences rather than to counteract them. The commonest 
finding in studies of human socialization is the establishment of 
different patterns for the sexes. Another highly consistent 
finding relates to birth order effects. Firstborn children are very 
often somewhat ʻoversocialized’. 

Socialization effects are also important in the area of 
intellectual functioning. Many basic intellectual skills, such as 
the manner in which language is used, are acquired through 
interaction with socialization agents during the first few years of 
life. Their own use of intellectual skills will provide a model for 
the use of such skills by the child. This factor is of some 
importance in the study of cultural and subcultural differences, 
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Space Travel: Psychiatric Aspects 


R. J. DALY and R. C. B. AITKEN 


In the detailed medical reports of Apollo Space Flight Pro- 
gramme there has been a notable absence of psychological 
information. This paradox, at a time of increasing interest in 
behavioural sciences, is perhaps best understood as the 
universal fear of psychological illness, reinforced by the wish to 
regard the pilot or astronaut as a superman who functions like a 
computer in a totally reliable and predetermined way. Thus 
emotional responses are ‘noise’, i.e. irrelevant occurrences, not 
information. Astronauts are not especially likely to fall ill with 
psychiatric illness, but of course they are not immune from 
emotional factors contributing to other troubles. And incidental- 
ly, psychiatric illness is the commonest cause of civil and 
military pilots’ medical failures (O'Connor, 1970; Preston, 
1968). 

Speculation apart, data have been published by the US 
National Aeronautics and Space Administration (NASA) about 
symptoms of undetermined origin, e.g. nausea, vomiting and 
diarrhoea (Berry 1969, 1970; NASA, 1969). Anorexia has 
been common among Apollo crews. Despite the low energy 
demand of weightless conditions, the average weight loss per 
man in Apollos 7 to 11 was 2.8 kg., only half of which could 
have been water loss. So far this has been seen as a problem of 
presentation and packaging of food or as (terrestially rare) 
Vestibular function disturbance. One astronaut lost 6.4 kg in six 
days on the ill-fated Apollo 13. 

Low caloric intake is accompanied by increased excretion of 
water and can accentuate weight loss. Sweating, tachypnoea 
and diarrhoea (all accompaniments of raised arousal) lead to 
additional water loss. It has been observed that weight loss is the 
surest indication of emotional stress among air crews and that 
various somatic symptoms among operational aviators more 
frequently herald psychological and physical illness. 

Regulation of work and sleep cycles was thought to have 
caused the minor procedural error made by the crew of Apollo 
11, forcing ‘real time changes in flight plan’ (NASA, 1969). The 
insomnia of astronauts in the damaged Apollo 13 was presum- 
ably due to a combination of increased arousal, staggered rest 
Periods, unusual sleeping positions and cold. 

Both barbiturates and amphetamines have been taken by 
Apollo crews, and insomnia is greatest in flight commanders. 
Here it is important to correctly diagnose mood disturbance 
with anorexia or insomnia and the need for psychoactive drugs 
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leading to ‘human errors’ and inefficiency in flight. 

Future lengthy space flights may precipitate symptoms which 
have occurred in other extreme environments—high altitude 
flying, polar exploration and living in nuclear submarines 
(Kinsey, 1959; Gunderson, 1963; Weybrew, 1963). Thus we 
may expect spatial disorientation and ‘break-off’ phenomena, 
sleep disturbance, and problems of small-group behaviour. 

Spatial disorientation is a perceptual disturbance and is 
nearly always linked with mood disturbance. It may cause, for 
example, a pilot to believe he is flying banked while he is 
actually straight and level in cloud. 

“Break-off’ phenomena are similar to depersonalization and 
may become delusional, e.g. a feeling of physical separation 
from the earth occurs in 35 per cent of military jet aviators alone 
at high altitudes. There are, perhaps, sensory deprivation 
phenomena. Regarding insomnia, one must beware the known 
hazards of the drugs already used in flight; even small doses of 
hypnotic drugs significantly impair performance for up to thirteen 
hours or longer. 

Small-group phenomena with depression, hostility and 
impaired performance have been noted in other contexts: 
antarctic expeditions, nuclear submarines etc. Unfortunately, no 
information on this has been released for Apollo flights. 

The psychiatrist can contribute to an enterprise such as the 
space programme, not so much in personnel selection as by 
contributing basic skills for managing depersonalization, com- 
plications of psychoactive drugs, anorexia, insomnia and 
affective disturbance occurring under stress. His skills as a 
consultant to other specialists and caretakers of astronaut 
personnel (and families), such as managers and controllers, 
should be applied early in the training phase when people can 
be made aware of the possible psychiatric hazards in the 
programme. The space team could, for example, be alerted to 
‘fear of success’ phenomena, with increased risk of hazardous 
perceptual inattention and motor disturbance associated with 
change of mood following blast-off or the triumphant re-entry 
and recovery phases. Depression following a mission should be 
diagnosed quickly and accurately and sometimes specifically 
treated. 

Behaviour therapists have recently shown that people who 
expect anxiety to develop in a specific environment can be 
helped by imagining scenes while they are in a state of muscular 
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relaxation. This technique has been applied successfully to air 
crews (Aitkenetal., 1970). It could have a particular application 
in the training of scientists to work in space laboratories when 
they are inexperienced in space flight. 

In terms of success and the cost alone—not to mention the 
crew's comfort and safety—we must make diagnoses of 
symptoms, human errors and inefficiency in space flight. 
Psychiatry has benefited enormously by contact with armed 
forces, with a gain in both directions. Psychiatric involvementin 
areospace research could be equally useful. 
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Speech and Reason 


D. WILFRED ABSE 


Language as symbolic verbal behaviour is one of the most 
essential facts of human psychology. The normal child reaches 
the stage of the semantic use of words at the age of 18 months. 
Before that a more primitive form of utterance had an 
‘empractic’ function (Buhler, 1934). This still comes to the fore 
in the adult in certain situations. When a person sits down in a 
restaurant and addresses the waiter with the single word 
‘coffee’, the word has an ‘empractic’ function, i.e. the customer 
wants the waiter to serve him with coffee. There is a parallel in 
Freudian depth-psychology in the flow of pre-conscious cona- 
tive forces into language formation before it becomes a 
predominantly discursive medium. Susanne Langer (1942), 
whose work on the philosophy of language has stimulated new 
thought, recognizes this possibility and writes: ‘The context is 
the situation of the speaker, in a setting visible to the hearer; at 
the point where their thinking is to converge, a word is used to 
fix the crucial concept. The word is built into the speaker's 
action or situation . . . deciding a response’. 

Wegener (1885), a precursor of modern psycholinguistics, 
has pointed out that language develops by the ‘metaphoric’ use 
of words. Once the child has discovered that every thing has a 
‘name’, he has reached the metaphoric stage of symbolism. 
There is a more primitive stage of symbolism, the pre-verbal or 
‘cryptophoric’ symbolism which still retains its proper domain 


in our dreams. Language with its metaphorical symbolism 
serves rational communication. In psychopathology states are 
known where this kind of communication is profoundly altered: 
in conversion hysteria itis ‘derailed’ into the bodily sphere and 
in the disfigurements of schizophrenic speech the thread of 
reason is curiously entangled. One could widen this point to a 
social pathology of communication: here communication 
means relating to one another, but this is called in question 
where through the ‘generation gap’ or the forces of oppositional 
conflict words in phrases and slogans are given a turnabout 
meaning. 
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Sports Psychology 


J. E. KANE 


Although Pierre de Coubertin’s Essais de Psychologie Spor- 
tive was published in 1913, the development of a serious and 
broad-based psychological interpretation of sport is relatively 
new. The International Society of Sports Psychology was set up 
in Rome in 1965, when a group of psychologists, physical 
educators and others interested in sport met to discuss 
psychological perspectives. The Proceedings of this Conference 
(Antonelli, 1966) were published as a 1,300 page monograph 
and represent an important statement of the dimensions of 
sports psychology. The Second International Congress of Sport 
Psychology was held in Washington in 1968, and led to the 
publication of another impressive proceedings under the title 
Contemporary Psychology of Sport (Kenyon, 1970). National 
societies for those interested in sports psychology have been 
founded in recent years in more than thirty countries, and it is 
reported (Vanek and Cratty, 1970) that a number of European 
universities have Chairs in the discipline of sports psychology. 

Sports psychology may be regarded as an area of study which 
is concerned with the application of psychological knowledge 
to learning, performance and associated behaviour in the 
context of man’s physical activities, games, play and sporting 
involvements, It has its foundations, therefore, in many areas of 
psychology and psychiatry from where it seeks meaning, 
interpretation and understanding. The main areas of psychology 
which appear to be most interesting and rewarding to the sports 
psychologist are learning, motivation, perception, personality, 
mental health, and social psychology. 


Learning 


The learning processes in simple and complex motor skills 
(particularly perceptual-motor skills) are basic concerns in 
sports teaching, and therefore the application of educational 
psychology is well advanced in this area. Relevant studies have 
researched, for instance, the length and distribution of practice 
and rest periods, part versus whole methods, the span of 
attention, mental rehearsal, reminiscence and transfer effects. 
Recently, a great deal of fundamental work has been under- 
taken towards offering a fuller explanation of perceptual-motor 
skills acquisition. As a result a number of models have been 
proposed to account for the interaction of perceptual input, 


decision making, motor output and the associated links, with 
the memory stores and the feedback mechanisms (Whiting, 
1970). 


Motivation 


Itis hardly surprising that motivation is of central importance for 
those interested in high level athletic performance. A substantial 
number of studies among athletes have been undertaken to 
investigate the way in which various motivational phenomena 
are linked with changes in performance. In particular the effects 
of competition, morale, social facilitation, music, rewards, 
previous success and failure, and various ergogenic aids have 
been investigated. Interesting work is currently proceeding on 
broader issues such as those attempting to explain the strength 
of the inducementto the average adult in our society to take part 
in sports and games. 


Perception 


Perception is critical, particularly in ball skills. The interpreta- 
tion of the stimuli (e.g. a ball in flight) may be affected by such 
factors as focus of attention, emotional state, perceptual style, 
previous experience and the background and context from 
which the stimulus arises. Experience and learning may be used 
to identify the most relevant cues in a perceptual field and so 
shorten the time required for perception and action. Outstand- 
ing athletes are apparently able to react quicker than others due 
to this developed ability to anticipate from an abbreviated set of 
cues what is likely to follow. By the same token this fact is often 
used as the basis of ploys and strategies to confuse and deceive 
an opponent in a sporting contest. Athletes may disguise their 
real intentions by revealing false cues early on or by delaying 
vital cues until as late as possible. When successful, these feints 
or fakes aim to commit the opponent to starting a reaction to a 
false perception and (capitalizing on psychological refractori- 
ness) to be late in recognizing the vital cues. A great deal of 
current research also centres on factors such as brightness, 
colour, background and exposure time, which affect visual 
perception and on peripheral perception which affects perform- 
ance in many sports. 
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Personality 


The possible association between personality and physical 
ability has constantly intrigued the physical educator and the 
sports psychologist. The physical educators have had a long- 
standing commitment to the notion that personality may be 
specially affected by the unique sports environment. Coaches, 
on the other hand, are concerned with identifying the personal- 
ity characteristics of their athletes in order to motivate them 
maximally. This area of sports psychology is therefore attractive 
to researchers and a large number of investigations have been 
undertaken. In general, the personality description of the 
outstanding athlete is reported in terms of his stable, tough- 
minded extraversion, but conflicting findings have been 
reported when comparisons are made, for example, between 
‘individual’ and ‘team’ athletes, and between combative and 
non-combative athletes. What seems to be certain is that the 
outstanding athlete is different in personality from the norm of 
the general population, but whether such differences are the 
cause or the result of involvement in sport is unresolved. Some 
interesting current work is investigating this problem by 
assessing the effect of sport involvement on body image and 
perception (including body cathexis and body boundaries) and 
on self image. 

At the theoretical level a number of researchers are attempt- 
ing to explain the relationship between personality and 
performance through the common link with the arousal 
mechanism. 

The stress of high level sport may affect some athletes 
abnormally to the extent that they suffer mental breakdowns. 
Beisser (1967) has authoritatively reported on a number of 
typical case studies in his book. It is interesting to note in this 
connection the increasing number of consultancy’ groups 
appearing in the USA for the specific purpose of making 
psychological diagnoses of athletes, presumably with a view to 
increasing their performance. 


Mental health 


It has been strongly argued that the joy, fun and pleasure 
inherent in sport and games constitute a strong positive 
contribution to mental health, where the levels of stress are not 
extreme, though recent studies demonstrate differential 
psychological effects of winning and losing. The psychological 
correlates of physical fitness and physique have been well 
researched and have led to attempts at a more precise 
evaluation of sensations expressed in such terms as ‘feeling 
good’ and ‘feeling fit’ by those who participate in physical 
activities. The mental health effect of sport is not reserved only 
for the participants. Apparently the great sporting spectacles 
offer to those who attend at the stadia (and vicariously through 
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television) opportunities for expressive involvement necessary 
for the maintenance of ‘mental tonus’. 


Social psychology 


Under this heading the sports psychologist has sought to gain 
insight into the effects of co-operation and competition between 
individuals in team performances and to investigate the 
orientations of individuals in successful teams. The indications 
are that in sport successful teams are not necessarily group 
orientated, nor are the individuals sociometrically cohesive. 
The importance in our society of basic sporting ability for male 
adolescent peer culture acceptance is well documented and 
currently another important societal issue, the sublimation of 
aggression through sports, is being seriously investigated. 

It would be premature to specify the boundaries of the 
emerging discipline of sports psychology. At present it appears 
to have two purposes; the one directed towards improving 
athletic performance through a better understanding of 
psychomotor behaviour; the other directed towards making a 
significant contribution through sports and physical activity to 
the balancing of life styles for all. It seems likely that future 
developments will continue to require a multidisciplinary 
approach. 

As a postcript it may be said that the Munich Olympic Games 
1972 threw into relief apparent psychological problems of some 
outstanding athletes. The psychological preparation and train- 
ing would seem to be increasingly important for those who have 
to deal with a high level of stress. If we admit the theory that 
emotional states such as anxiety, fear, hate, distress, failure and 
feelings of guilt or inferiority can upset the balance between the 
sympathetic and parasympathetic branches of the vegetative 
nervous system then we cannot deny the importance of applied 
psychology in sport. It seems likely that the advisers of future 
Olympians will regard as indispensable a psychological explo- 
ration and profile of their athletes as well as a programme of 
psychological preparation and education planned with as much 
care and insight as the physical and technical preparation. 
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Stammering 


F CLIFFORD ROSE 


There is a vast literature, but little agreement, on the causation of 
stammering. From one centre alone up to 1955, there were 153 
dissertations and 255 publications and since then the number of 
reports from all over the world make an analysis of the findings 
difficult. The main area of dispute is whether stammering is an 
expression of neurosis (the ‘psychogenic’ theory), an organic 
lesion (the ‘physiogenic’ theory) or both. Anxiety states occur in 
many stammerers but whether primary or secondary is a matter 
of controversy. 

Nomenclature is difficult because of the use of other terms, 
e.g. ‘stuttering’ is more commonly used in the USA and some 
authorities suggest that it is a more severe form of stammering or 
has a different aetiological background. The two terms are here 
considered as synonymous. 


Definition 


Stammering is a deviation of speech which attracts attention, or 
affects adversely the speaker or listener, because of an 
interruption in the normal rhythm of speech by involuntary 
repetition, prolongation or arrest of sounds. This does not take 
into account the unreliable judgement of listener or 
speaker—what is stammering to one person is not necessarily so 
to another; one speaker may consider that he is stammering 
when he is not and vice versa. During the development of 
speech, most children repeat syllables and words, and some 
normal adults stammer under emotional stress. The stammer of 
normal people under stress is not random but occurs in just the 
same places as with habitual stammerers. In normal children 
between the ages of two and five years old there is a repetition of 
words, syllables or phrases about 45 times in every 1,000 
running words, the upper limit being 100 times per 1,000 
running words; more than this produces a noticeable stammer. 


Incidence 


This depends on the age of the series investigated. In children of 
school-age estimates have varied from 0.7 per cent to 4 per cent 
whereas in adults the incidence is 0.5 per cent. This means that 


there are about a quarter of a million stammerers in Britain and 
over 15 million stammerers in the world. 


Age of onset 


Eighty-five per cent of stammerers begin to do so before the age 
of 8; there are probably two peaks, namely at about 2-3 years, 
when the child starts to speak and 6-8 years, when the child 
learns to read soon after starting school and mixing with other 
children; the incidence certainly decreases by the age of 10 
years. 


Sex incidence 


Like speech defects in general, itis commoner in boys; the exact 
proportion, like its frequency, varies with age. Stammering 
tends to persist more with boys so that the discrepancy of 
incidence in the two sexes increases with age. Under the age of 
6 years there are twice as many boys as girls affected whilst at all 
ages there are probably seven times as many males as females 
affected. 


Genetic factors 


There is a familial incidence of stammering varying in different 
series from 36 per cent to 65 per cent. These estimates show a 
wide discrepancy because of the differences in defining a 
stammerer and the type of relatives included e.g. whether only 
first degree relatives (or also cousins, uncles and grandparents 
as well as parents and siblings.) The familial incidence does not 
necessarily imply a genetic factor since environmental factors 
could also apply to more than one member of the family and, 
since mimicry is one of the modes of learning in children, 
imitation is a powerful factor. 

In families with stammerers twins are more likely to stammer 
than the other children. Stammering in some series, but not 
others, was found to be more common in identical than 
non-identical twins, but, in these cases, the sex incidence does 
not show the usual male preponderance. Interestingly, the 


526 


incidence of stammering is greater in families in which twinning 
occurs than in families without twins. 

Stammering occurs more frequently with consonants than 
vowels in the proportion of about 5 to 1; the vast majority of 
stammering incidents (96 per cent) are associated with the 
initial sounds of the word. 


Improving and aggravating factors 


Factors that improve stammering are: (1) speaking in unison; (2) 
modifying the voice by singing, reading, shouting, whispering, 
acting or using a different pitch or dialect; (3) repetition of 
rhymes, stories and choral speaking; (4) talking alone or to pets. 
Aggravating factors include emotional states such as anxiety 
and anger (although this latter sometimes improves it), rapid 
speech, answering questions and speaking to superiors. 


Delayed auditory feedback 


Experimentally it has been shown that people with normal 
speech may have their speech disturbed by delayed playback 
speech, i.e. playing a tape record back through well-fitting 
headphones with speech delayed 1/10 to 1/5 sec. With this 
there is an excessive drawling of vowels with word repetition 
and stammering. It may be significant that the time period 
necessary to produce the maximum effect with delayed 
auditory feedback is approximately the same as the average 
time period taken for a syllable, viz. 0.18-0.20 sec. This 
suggests that the production of speech involves a closed-cycle 
feedback by which means a speaker continually monitors and 
checks his own voice production. 

With delayed feedback, it has been found that when speech 
sounds are repeated voluntarily, they tend to be continued 
involuntarily; this can be likened to the facilitation seen in reflex 
behaviour. Stammering can be almost totally inhibited by 
interfering with a stammerer’s perceptions suggesting that the 
determining defects are perceptual rather than motor. Auditory 
perception may be interfered with by deafness or by compelling 
transference of the speaker's perceptions to a source of sounds 
sds than his own speech. Stammering is less common in deaf 
children. 


Shadowing 


Shadowing, i.e. copying the speech of another person, is an 
imitative motor action which often abolishes stammer, presum- 
ably because the subjects perception is transferred away from 
his own voice to the control speaker’s voice. Some stammerers 
have no speech difficulty when singing in a choir or reciting in 
unison—this is not the same as shadowing because the stimulus 
is learned. In simultaneous reading, the control could change 
the text, or even speak gibberish and yet the stammerer 
continues to read the original text without stammering; this 
Suggests it is not words or the interpretation of semantic concept 
which exercises control over the stammerer but the sounds 
themselves, or some elements of the sounds, which may simply 
act as a distraction. 

_When a person hears his own voice he hears it by bone and 
air conduction whereas, in shadowing, he hears it only by air 
conduction. These pathways differ in their acoustic properties. 
The stimuli are comparable in loudness but there is a difference 
in the pitch of sounds transmitted (cf. listening to one’s own 
recorded voice where we hear our own speaking voices at a 
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higher pitch because bone-conducted sounds manifest a low 
frequency emphasis). 


Reflex stammering 


Within recent years, considerable research has been done on 
the reflex mechanisms involved in speech. These involve 
receptors in the larynx (1) in the mucosa which alter reflexly the 
tone of vocal cord muscles; (2) in the muscles augmenting tone 
of opposing muscles; and (3) in the joints which reflexly alter the 
tone of laryngeal muscles. 

These laryngeal reflexes are co-ordinated with the voluntary 
action of speech so that the laryngeal muscles are pre-set up to 
0.5 sec. before the utterance of sound produces by the 
expiratory air stream. A fault in the pre-setting mechanism could 
explain stammering, particularly why it is nearly always initial 
sounds that are affected and why stammering does not occur 
with recitation or singing. 


Cerebral dominance 


Estimates of sinistrality amongst stammerers vary because of 
differences in testing handedness and footedness etc. In one 
series, 11 per cent were left handed and 5 per cent left sided, as 
opposed to 6 per cent and 3 per cent respectively in controls. 

Earlier reports suggested that the majority of stammerers were 
cases of shifted sinistrality but this has not been confirmed. 

Left handedness is more common in twins, 10 per cent being 
sinistrals as opposed to the expected 4 per cent. Over 5 per cent 
of twins stammer which is more than five times the expected 
number, and it has been suggested that there was a genetic link 
between twinning, stammering and sinistrality. Electro- 
encephalography in some cases shows that the alpha rhythm is 
more symmetrical in stammerers (normally the alpha waves 
are of lower voltage on the dominant side); this suggests less 
complete dominance but there is no statistical difference 
between stammerers and normals. 

Imperfect lateralization for speech indicates lack of cerebral 
dominance (cerebral ambilaterality) and although this does not 
imply any psychological abnormality the possessor of this type 
of cerebral organization is particularly vulnerable to the effects 
of stress (Zangwill, 1960). There is little doubt that cerebral 
dominance ‘for speech is much stronger with right-handed 
people than sinistrals, i.e. bihemispheric representation of 
speech is commoner in the latter. 


Organic stammerers 


Electrical stimulation of the brain can produce stammer. 
Stammer can develop during the course of organic brain disease 
and differs from habitual stammer in that the sex incidence is 
equal, and singing or speaking in rhythm or unison will not 
diminish its severity. ‘Organic’ stammerers, like habitual 
stammerers, are worse under stress and may show accompany- 
ing facial grimacing and circumlocution. Habitual stammerers 
have been cured by neurosurgical operations which have 
changed cerebral ambilaterality of speech, as evidenced by 
Wada’s test, into a unilateral cerebral dominance (Jones 1966). 

In the ambilateral, the proper development of reading and 
writing, spatial judgement and directional control is relatively 
easily. disturbed, e.g. by brain injury at birth or problems in 
psychological adjustment. A bilingual upbringing, for example, 
is often noted in stammerers and may be a significant factor in 
some cases. It seems likely that there is a constitutional 
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predisposition together with environmental factors as the basis 
of the multifactorial aetiology of stammering and that one of 
these factors is incomplete cerebral dominance. 
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Startle Pattern 


HANS STRAUSS 


A sudden stimulus of any sensory modality may cause a reaction 
extending over many bodily systems, including motor and 
vegetative functions. The expression ‘startle pattern’ has been 
used in a much narrower sense, namely to denote the motor 
response to a sudden acoustic stimulus. 

A valid description of this pattern was not possible before 
cinematography became available as a research tool. Its use led 
to the description of a rather specific pattern of movements 
(Strauss, 1929). The specificity of this pattern was confirmed 
and many details were added with the help of much more 
refined methods by Landis and Hunt (1939), with whom | had 
the privilege to collaborate. Numerous later studies have dealt 
with the problems of habituation, the significance of the 
stimulus parameter and the underlying neurophysiological 
events (Gogan, 1970). 


The primary reaction 


Itis generally agreed that a sudden acoustic stimulus causes two 
subsequent stages of motor response. The primary reaction is an 
unconditioned acoustic-motor reflex, while later secondary 
reactions do not fulfil the criteria of this type of reflex. 

The primary reaction varies in its degree between subjects 
and can vary in the same subject, particularly under the 
influence of habituation. A stronger reaction involves not only 
more parts of the body, but also tends to show greater 
excursions of the specific movements. 

A minimal reaction consists of an eye blink and presents the 
cochleopalpebral reflex (Strauss, Landis and Hunt, 1938). This 
minimal reaction is seen in all subjects, except in persons with a 
severe disturbance of consciousness, including e.g. delirium 
tremens, and in some epileptics without clinical evidence of 
such a disturbance at the time of the stimulus. | suspect that this 
absence of consciousness, proof of which may be found by the 
appearance of abnormal discharges in the electroencephalo- 
gram at the time of the stimulus. This problem deserves 
investigation. In any case, it is evident that no reaction takes 
place if the patient cannot be aroused to some degree by the 
stimulus. 

__ If the reaction consists of more than the eye blink, it includes 
in the standing subject a contraction of the abdominal muscles, 


a characteristic facial expression with widening of the mouth. 
The head is flexed forwards, the shoulders are elevated and 
pulled forwards, the upper arms abducted, elevated forwards 
and rotated inwards, the elbow flexed, the forearm pronated, 
the hands closed, the trunk bent over forwards. The legs are 
flexed in the hip and knee joints and ina sitting person adducted 
and rotated inwards in the hip. The duration of the primary 
reaction according to Landis and Hunt is from 0.3 to 1.5 
seconds. For the palpebral contraction Gogan (1970) describes 
on the basis of electromyographic studies a latency of 20 to 30 
msec and a duration of about 160 msec. 

The overall aspect of the pattern, aside from the eye closure, is 
that of a general body flexion which, from a teleological 
viewpoint, can be interpreted as a movement protecting the 
anterior ‘soft’ surface of the body. 

With repeated stimuli the response diminishes in some 
subjects but may persist with equal strength in others. 
Conditioning was demonstrated by Landis and Hunt in a 
number of subjects. 

The reaction toa sudden loud noise is entirely different during 
the first four months of life. Here one sees the pattern of the 
Moro reflex with extension of the head, forwards elevation and 
extension of the arms and fingers. This response is often 
asymmetrical, modified by the position of the head with the 
corresponding tonic neck reflexes. As this pattern was found by 
Gamper in a child, where all cerebral structures above the 
mesencephalon were missing, one has to assume that the Moro 
reflex does not involve any structures of the mesencephalon or 
higher structures. 

In all ‘functional psychoses’ as in cases of mental retardation 
of various aetiologies the startle pattern is typical though it may 
show some different degrees of intensity. Some lesions of the 
nervous system have a definite influence upon the pattern. The 
response is increased in spastic limbs and can be influenced in 
these limbs by tonic neck reflexes. Patients with extrapyramidal 
mild rigidity show an increased response, while severe rigidity 
leads to a weak reaction. Loss of proprioceptive sensation and 
hypotonia, as in cases of tabes, is associated with an unusually 
large excursion of the movements. In studies on various 
mammals (Landis and Hunt, 1939), the startle reaction showed 
the same characteristics as in man, even in some primates 
where excision of some cortical areas had been performed. Not 
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sufficient material is available to determine the influence of 
excision of various cortical areas. 

In 1939 it was my opinion that the reflex pathway for the 
primary reaction was purely subcortical. | assumed that the 
stimulus travelled from the acoustic pathways to the red nucleus 
and then to the periphery via rubrofugal pathways. This opinion 
was formed on the basis of observations available at that time, 
described in detail in my original paper. In the meantime, 
experimental neurophysiology has made giant strides; experi- 
mental results confirm that the startle pattern is of subcortical 
origin. Buser, Saint Laurent and Menini (1966) state that the 
inferior collicolus is involved and that the descending impulses 
relay in the bulbar reticular formation. It can be added that some 
degree of excitability of the reticular activating system is 
necessary for the occurrence of the reaction. 


The secondary reaction 


The primary reaction is followed and sometimes in its later 
stages modified by what | called the secondary reaction. These 
show great variability in various subjects. One can distinguish 
between (1) exploring movements directed towards discovering 
the source of the sound, (2) protective movements, (3) flight 
reactions with turning or running away from the source of the 
sound, and (4) random movements which show no recogniz- 
able purpose and which have been considered as ‘overflow 


effect’ (Landis and Hunt, 1939). Often the secondary reaction is 
more pronounced in subjects with a more intense primary 
reaction. On repeated stimuli the secondary reaction frequently 
decreases faster than the primary reaction. 

The different types of secondary reactions in various subjects 
must be of particular interest to the psychologist. Little is known 
about the relation to specific personality types or mental states. 
On the other hand, the primary reaction seems almost entirely 
independent of such personality or mental factors with the 
exception of the state of consciousness. Its further exploration is 
essentially a task for the neurophysiologist and important work 
in this direction is under way. 
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Stress: Psychophysiological Aspects 


LENNART LEVI 


What is stress? 


By physiological stress is meant (according to Hans Selye, 
Montreal) the human organism's general plan for adjusting to a 
wide range of influences. The general purpose of this plan— 
which man has in common with his uncivilized ancestors 
500,000 years ago and with large sections of the animal 
kingdom—is to prepare the organism for physical activity, e.g. 
muscular work. When faced with some kind of threat, the 
general plan helps to heighten the organisms state of prepared- 
ness, to make it ready for fight or flight. 


Is stress always harmful? 


Stress reactions serve a purpose as a rule in situations requiring 
muscular activity. For the athlete on the track or the man loading 
a truck, it is meaningful that ‘fuel’ is released into the blood 
stream, that the circulation speeds up (rapid heart beats) that the 
blood is oxygenated better (faster breathing) and that the blood 
with its ‘fuel’ is transported to where it is most needed—the 
musculature. 

In the case of mental tensions, too, a certain amount of stress 
May provide just that extra ‘kick’ that enables a person to give of 
his best, e.g. when lecturing or negotiating with a customer. If 
the ‘kick’ is too strong, it may have the opposite effect; the 
Person ‘gets tied up, emptyheaded and tongue-tied. If the 
Psychological, social or financial influence persists, the stress 
reaction will also be prolonged and may ultimately bring on 
disease. 


Has the human organism become out-moded? 


The numerous social, psychological and financial influences 
acting on modern man frequently do not require or permit 
reactions in the form of muscular activity. Yet the organism is 
Programmed’ to react with stress in such cases too, e.g. when a 
Pay rise is refused, someone makes a cutting remark, a driver is 
Irritated by the traffic or a married couple quarrel. If situations 
(i.e. stressors) such as these occur frequently or are prolonged, 
they may elicit stress reactions of such strength and duration that 


injuries result to the function and structure of the organism. A 
stress disease has arisen. 


Stress and stress diseases—a major medical and social problem 
today and in the future 


It is estimated that approximately one-third of all the registered 
sick days in the industrialized world are connected with such 
stress reactions. An important source of these reactions is the 
mental and social environment facing the individual today and 
in the future. Stress arises through a complex interplay of 
‘human’ and ‘inhuman’ factors. 


The human and the inhuman factor 


By the human factor is meant that the human organism is 
‘programmed’ by upbringing and other influences in the past in 
such a way that even ‘normal’ environments and influences give 
rise to stress. A person who has learnt to be suspicious of 
everyone and everything, or who believes that danger lurks 
round every corner, will naturally become stressed very easily. 

Conversely, there are environments (e.g. at work or at home) 
to which the great majority of people have difficulty in adjusting 
regardless of how they happen to be ‘programmed’. The reason 
may be, for instance, that the environments have been designed 
without considering the psychological and biological laws 
governing human abilities and needs. In such cases one can 
speak of the ‘inhuman factor’. A 

The major problem today and in the future is that man’s 
various environments (the family, places of work, environments 
for the elderly, etc.) are being planned almost exclusively from 
economic, technological and political considerations at the 
expense of the psychological and medical aspects. The result 
may prove to be a general social environment which is at odds 
with man’s biological ‘construction’, which has evolved over 
hundreds of thousands of years. There is a danger of creating 
George Orwell's 1984 or Aldous Huxley's Brave New World 
that offers people maximum wealth at the price of minimum 
welfare. 
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Modernize man or change society? 


Quite possibly, the problem of the human factor will be soluble 
within the foreseeable future by modernizing man. It may be 
possible for parents or the State to select the sex and 
characteristics of the child-to-be. Perhaps children will be 
produced in artificial wombs. Scientists may evolve new human 
types by genetic manipulations and a successful product could 
be reproduced in the desired number of copies. Man will be 
re-programmed to suit the new environment. The alternative, of 
course, is to start from man and his mental and biological 
abilities and needs, and instead try to adjust the social 
environment to these factors. 


Stress factors in modern society 


Many children are exposed to stress practically from birth. 
Innumerable children are born without being welcomed by 
their parents. Innumerable parents lack the most elementary 
knowledge on how to bring up children. In many cases the 
relationship between man and woman is disturbed by 
problems and conflicts. Often the conditions of working life are 
designed to create wealth rather than welfare. For many people, 
piece rates, the disintegration of work processes into isolated 
routines, shift work, automation, and so on, may lead to stress 
and disease. As they grow old, the majority of people are faced 
with a situation characterized by isolation, helplessness and 
humiliation. 

A growing body of evidence indicates that these and other 
environmental factors reduce people's well-being and increase 
the risk of mental and psychosomatic disease. 


Psychological stress 


The psychological stress concept resembles in several respects 
the physiological concept of ‘Stress’ (Selye). Both may be 
induced by practically any type of over- and understimulation. 
Accordingly, the bombardment of our sense organs typical of 
modern urban life, and the monotony and lack of contact at the 
assembly lines in many of our factories both constitute a 
stressor. Whether or not these and other stimuli do induce 
physiological stress reactions, feelings of distress, defensive 
behaviour and performance change depends to a high degree 
on the subject's appraisal of the situation and on his coping 
mechanisms. The same pop music can induce intense well- 
being in a teenager and intense distress in the parents, due to 
differences in appraisal. 

Psychological stress is usually accompanied by physiological 
stress. On the other hand, physiological stress may be present in 
the absence of any psychological stress. Actually, even highly 
pleasurable emotional states, lacking all qualities of distress, 
may be accompanied by rather pronounced physiological stress 
reactions, as in the case of enthusiasm, strong feelings of 
involvement, joy or sexual arousal. 


Review of studies 


Studies conducted over the past ten years at the Laboratory for 
Clinical Stress Research of the Karolinska hospital, have 
demonstrated the following points: 

(1) A wide variety of psychosocial stimuli do increase the 
release within the body of adrenaline (from the adrenal 
medulla) and noradrenaline (from the sympathetic nervous 
system). In some situations and in certain individuals these 
reactions are rather pronounced and do reach a level, where 
they might be of pathogenetic significance, if prolonged or often 
repeated, 

(2) Stressor exposure, if prolonged, induces increased 
release in the human organism of corticosteroids (from the 
adrenal cortex) and of protein-bound iodine (probably reflect- 
ing an increased release of thyroxine from the thyroid gland). 
These hormones, together with others also affected, probably 
potentiate the effects of adrenaline and noradrenaline on 
various organs and organ systems. 

(3) Consequently, a large number of bodily functions are 
influenced. Such an influence has been demonstrated for 
plasma lipids (increase), serum iron (decrease), coagulability of 
the blood (increase) and myocardial oxygen consumption 
(increase). 

Some of the psychosocially evoked changes in physiological 
function do in turn evoke proprioceptive signals to the cerebral 
cortex. In some individuals, and under certain circumstances, 
even perfectly ‘normal’ signals of this type may be interpreted 
by the individual as symptoms of disease (as in the case of 
hypochondriasis). If the psychosocial stimulation exemplified 
above is pronounced, prolonged, or often repeated, and/or if the 
organism is predisposed to react because of the presence of 
predisposing or absence of protective interacting variables, the 
results may be hyper-, hypo- or dysfunction in one or more 
organs and organ systems. Examples of such reactions are 
tachycardia and palpitations, vasovagal syncope, pain of 
vasomotor or muscular origin, hyperventilation, increased or 
decreased gastrointestinal peristalsis etc. These reactions may, 
but need not, be accompanied by unpleasant emotional 
reactions such as anxiety, depression, apprehension, and so on. 

The reactions and diseases mentioned above are all clearly 
influenced by psychosocial stimuli. They are all characterized 
by disturbed function of one type or another, but presumably 
not by more or less chronic functional or even structural 
changes. The role of psychosocial stimuli in the aetiology and 
pathogenesis of ‘psychosomatic diseases’ where such changes 
have taken place (as in the case of peptic ulcer, bronchial 
asthma, essential hypertension, thyrotoxicosis, and degenera- 
tive heart disease) is less clear, partly because so little is known 
about the aetiology and pathogenesis of these disorders. 

In summary it can be said that a causal relationship between 
exposure to long-lasting, threatening and often repeated 
psychosocial stimuli and the development of psychosomatic 
disorders like those mentioned above has been strongly 
suspected. It has been possible to induce functional and even 
structural changes by exposing susceptible animals to 
psychosocial stressors. Epidemiological and experimental 
studies support the assumption of similar reactions in man. 
Briefly then, there is a high level of suspicion, but no proof. 


Stress: the General Adaptation 


Syndrome 


HANS SELYE 


Stress stimulates our glands to make hormones that can induce a 
kind of drunkenness. This sort of drunkenness has caused much 
more harm to society than the other kind. 

The concept of stress is very old. It must have occurred even 
to prehistoric man that there was something in common 
between the loss of vigour and the feeling of exhaustion that 
overcomes us after hard labour, prolonged exposure to cold or 
heat, loss of blood, agonizing fear or any kind of disease. 

Man also must have found out long ago that we experience 
every unaccustomed task—be it swimming in cold water, lifting 
rocks or going without food—in three stages: at first it is a 
hardship, then we get used to it and finally we can’t stand it any 
longer. 

But it was not until some 30 years ago that we found thatstress 
causes certain changes in the structure and chemical composi- 
tion of the body, which can be accurately appraised. Some of 
these changes are merely signs of damage; others are the body’s 
attempts to restore itself to normal, its mechanism of defence 
against stress. 

In 1926, when stress was still a mystery and | was a 
second-year medical student, | first came across this 
stereotyped response. | wondered why the most diverse 
diseases produced so many common signs and symptoms. 
Whether a man suffers from severe blood loss, an infection, or 
advanced cancer, he loses his appetite, strength and ambition; 
Usually he also loses weight and even his facial expression 
betrays his illness. | felt sure that the syndrome of just being sick, 
which is essentially the same no matter what disease we have, 
could be analyzed and expressed scientifically. 

This possibility fascinated me and, with the enthusiasm of 
youth, | wanted to start work right away. But my background as 
a second-year medical student didn’treach far enough, and | got 
no farther than the formulation of an idea. And the more | 
learned about the details of medicine, the more | forgot my 
ed but imprecise plan to tackle the syndrome of just being 

ick, 

Years later, under auguries more auspicious for research, | 
encountered the problem again. | was working as a young 
assistant in the biochemistry department of McGill University in 


Montreal, trying to find a new sex hormone in extracts of cattle 
ovaries. | injected the extracts into rats to see if their organs 
would show changes that could not be attributed to a known 
hormone. 

Much to my satisfaction, the first and most impure extracts 
changed the rats in three ways: (1) the adrenal cortex became 
enlarged, (2) the thymus, the spleen, the lymph nodes and all 
other lymphatic structures shrank and (3) deep, bleeding ulcers 
appeared in the stomach and in the upper gut. 

Because the three types of change were closely interdepen- 
dent they formed a definite syndrome. The changes varied from 
slight to pronounced depending on the amount of extract | 
injected. 

At first | ascribed all these changes to a new sex hormone in 
my extract. But soon | found that all toxic substances—extracts 
of kidney, spleen or even a toxin not derived from living 
tissue—produced the same syndrome. Gradually my classroom 
concept of the syndrome of just being sick came back to me. | 
realized that the reaction | had produced with my impure 
extracts and toxic drugs was an experimental replica of the 
syndrome of just being sick. Adrenal enlargement, gastrointes- 
tinal ulcers and thymicolymphatic shrinkage were the omni- 
present signs of damage to the body when under disease attack. 
Thus the three changes became the objective indices of stress 
and the basis for the development of the entire stress concept. 

In my first paper on the syndrome of stress (Seyle, 1936), | 
suggested alarm reaction for the animal’s initial response 
because | thought that the syndrome probably represented a 
general call to arms of the body’s defensive forces, 

However, the alarm reaction evidently was not the entire 
response. My first experiments showed that continuous expos- 
ure to any noxious agent capable of setting off this alarm 
reaction is followed by a stage of adaptation or resistance. 
Apparently disease is not just suffering, but a fight to maintain 
the homeostatic balance of our tissues when they are damaged. 
No living organism can exist continuously ina state of alarm. An 
agent so damaging that continuous exposure to it is incompat- 
ible with life causes death within hours or days of the alarm 
reaction. However, if survival is possible, the alarm reaction 
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gives way to what we call the stage of resistance. 

What happens in the resistance stage is, in many instances, 
the exact opposite of events in the alarm reaction. For instance, 
during the alarm reaction, the adrenal cortex discharges into 
the blood stream secretory granules that contain hormones. 
Consequently the gland depletes its stores. In the resistance 
stage, the cortex accumulates an abundant reserve of secretory 
granules. Again, in the alarm reaction, the blood volume 
diminishes and body-weight drops; but during the stage of 
resistance the blood is less concentrated and body-weight 
returns to normal. 

Curiously, after prolonged exposure to any noxious agent, the 
body loses its acquired ability to resist, and enters the stage of 
exhaustion. This third stage always occurs as long as the stress is 
severe enough and is applied long enough, because the 
adaptation energy or adaptability of a living being is always 
finite. 

All these findings made it necessary to coin an additional 
all-embracing name for the syndrome. | called the entire 
response the General Adaptation Syndrome (GAS: general, 
because it is produced only by agents that have a general effect 
upon large portions of the body; adaptive, because it stimulates 
defence and thereby helps inure the body to hardship; 
syndrome, because its signs are coordinated and partly depen- 
dent on each other). This whole syndrome then evolves through 
three stages: (1) the alarm reaction, (2) the stage of resistance 
and (3) the state of exhaustion. 

An important part of the defence mechanism in the resistance 
stage is the pituitary which secretes the so-called adrenocor- 
ticotrophic hormone (ACTH) that in turn stimulates the adrenal 
cortex to produce corticoids. Most important of these adaptive 
hormones are the glucocorticoids, such as cortisone, which 
inhibit tissue inflammation, and the mineralocorticoids, which 
promote inflammation. These hormones allow the body to 
defend its tissues by inflammation or to surrender them by 
inhibiting inflammation. 

Various derangements in the secretion of adaptive hormones 
in the resistance stage lead to what we call disease of 
adaptation. These diseases are not caused by any particular 
pathogen, but are due to a faulty adaptive response to the stress 
induced by some pathogen. For example, the excessive 
production of a proinflammatory hormone in response to some 
mild local irritation could damage organs far from the original 
site of an injury. In this sense, the body’s faulty adaptive 
reactions seem to initiate or encourage various maladies. These 
could include emotional disturbances, headaches, insomnia, 
sinus attacks, high blood pressure, gastric and duodenal ulcers, 
certain rheumatic or allergic afflictions and cardiovascular and 

kidney diseases. 

Over the years, we overcame two other obstacles to the 
concept of a single stereotyped response to stress. One obstacle 
was that qualitatively different types of stressors of the same 
stressor potency do not elicit exactly the same overall syn- 
drome. For example, cold causes shivering, heat produces 
sweating, adrenalin increases blood sugar and insulin decreases 
it. All of these stressors have different specific effects. But their 
non-specific effects are essentially the same: they all elicit the 
GAS, i.e., adrenal cortex enlargement, shrinking of the thymus, 
deep bleeding ulcers. 

The second obstacle was that the same stressor appeared to 
have different effects on different individuals. But we traced this 

difference to conditioning factors that can selectively enhance 
or inhibit a particular stress effect. This conditioning may be 
internal—genetic predisposition, age, sex—or external, result- 
ing from certain hormone treatments, drugs or diet. Because of 
such conditioning, a normal tolerable degree of stress can 
adversely affect a predisposed region upon which a biologic 


agent acts, causing a disease of adaptation. 

There is ample evidence that nervous and emotional stimuli 
(rage, fear, pain, etc.) can act as stressors, eliciting the GAS. 
Animals conditioned with corticoids and natrium-salts undergo 
heart failure when we expose them to purely nervous stimuli. 
On the other hand, pre-treatment with neurogenic stressors 
protects an animal's heart under nervous stimuli that otherwise 
prove fatal. Neurogenic stressors can also protect against 
inflammatory and hypersensitivity reactions, mainly through 
the pituitary-adrenocortical axis. Psychosomatic medicine 
shows that mental attitudes can produce bodily changes. 
Common examples are stomach ulcers or a heightened blood 
pressure caused by emotional upsets. 

Ina series of experiments, the Medical Research Group of the 
Swedish Army sought to determine whether psychologic stimuli 
can provoke biochemical and physiological reactions that lead 
to internal disorders. The Swedish experimenters (Levi, 1968) 
subjected 32 senior officers (average age, 56) to the stress of 
alternating for 75 hours between staff work and three-hour 
sessions at an electronic shooting range. The officers were not 
allowed to relax or sleep, use stimulants, smoke or go for walks. 
Although the experiment provoked emotional reactions of only 
moderate intensity, the subjects underwent significant 
biochemical changes. 

In a similar, considerably more trying experiment, 31 soldiers 
stayed at the shooting range for the entire 75 hours. Although 
their average age was only 29, their emotional and biochemical 
reactions were much more pronounced. One officer experi- 
enced temporary claustrophobia and panic. His adrenalin 
excretion was very high; he suffered headache, blurred vision, 
and palpitation; and his pulse exceeded 100 beats per minute. 

In both experiments about 25 per cent of the subjects 
developed pathological electrocardiographic patterns. Only 
after several days of rest did their electrocardiographs return to 
normal. The experiments prove that relatively brief stints of 
stress, below the intensity that most people ordinarily experi- 
ence at some time in their lives, can provoke pathological 
changes in our body. If they are repeated often or are allowed to 
persist for long periods, they might cause disease. 

On the opposite question of whether bodily changes and 
actions affect mentality, we have almost no systematic research. 
Of course, | do not refer to the potential psychological effects of 
physical brain damage. But itis a fact that looking fit helps us to 
be fit. A pale, unwashed, unshaven tramp in dirty rags actually 
resists physical or mental stresses more effectively after a shave, 
some sun, a bath and a change into crisp new clothes. 

Man has long been aware of physical and mental strain, the 
relationships between bodily and mental reactions and the 
importance of defensive-adaptive responses. But stress first 
became meaningful to me when | found that we can dissect it by 
modern research methods and identify the components of the 
stress-response in chemical and physical terms. Then | was able 
to use the concept of stress to solve purely medical problems as 
well as problems of everyday life. 

Everybody knows how it feels to be keyed up by nervous 
tension. It prepares us for peak accomplishment. On the other 
hand, the tingling sensations and jitteriness of being too keyed 
up impair our work and even prevent rest. 

When we are overly alerted, tension has stimulated our 
adrenals to overproduce adrenaline and corticoids. We know 
that by injecting adrenaline or corticoids, we can key up and 
excite a person. A patient who takes large doses of cortisone for 
an allergy or rheumatism often cannot sleep. He may slip into 
euphoria, or feel something closely akin to mild drunkenness. A 
sense of deep depression may follow. 

It has long been known that mental excitement causes an 
initial excitement that is followed by depression. Examples 
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include being caught up in a mob, or an individual act of 
violence as well as physical stressors—being burned or having 
an infectious fever. Now we can narrow the cause down to the 
hormones produced during the acute alarm-reaction phase of 
the GAS. They can stimulate us for action and then put us intoa 
depression. This is of great practical value for the body: it is 
necessary to be keyed up for peak accomplishment and equally 
important to be let down—to let depression prevent us from 
carrying on too long at top speed. Of course hormones are not 
the only regulators of our emotional level, but knowing more 
about them may one day allow us to regulate our emotions. 

What has stress research taught us about reaching a healthy 
balance between rest and work? Of course, all work and no play 
harms anyone at any age. The best advice, based on objective 
physiologic facts, is not to get keyed up more than is necessary 
to gain the momentum you need for your best self-expression. 
When we get excessively excited, especially late in the day, our 
stress reaction may carry over into the night. 

Nature likes variety. Our civilization forces people into 
highly specialized occupations that may become monotonous. 


We must remember that stress is the great equalizer of biologic 
activities. If we use the same parts of our bodies or minds over 
and over, nature has only stress with which to force us out of the 
rut. 
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Student Breakdowns 


ANTHONY RYLE 


The particular psychological problems of the student reflect the 
age group and the nature of the university experience. The 
student, while completing, or failing to complete, his academic 
assignments, is also confronted with a number of developmen- 
tal tasks. To some extent he is involved in the normal adolescent 
to adult transition and insofar as this is so he is likely to be 
preoccupied with problems of identity and with close personal 
relationships to others. Beyond this a number of special 
problems are encountered. Insofar as going to university 
represents an abrupt break with home and the more structured 
school environment, insofar as a student identity is a transient 
one and the ultimate occupational identity either unformulated 
or far ahead and insofar as his relationships will be largely 
confined to his peers, the student is particularly prone to identity 
problems and also particularly able and liable to postpone their 
resolution. 

As regards personal relationships the intense interaction and 
the permissive sexual mores of contemporary youth will 
expose most students to close relationships at an earlier age 
than was the case in former generations so that problems 
concerned with sex role and anxiety about the basic capacity to 
trust others will often be made manifest. 

In both these respects, therefore, students may experience 
greater pressures than their peers and they will do so in a context 
where outer controls and supports from older generations are 
slight. Atthe same time the specific demands of the studentrole, 
in terms of work and application, are considerable. 


Frequency of problems 


The recorded morbidity rates for psychiatric disorder for 
students are probably higher and the successful suicide rate is 
definitely higher than is that of the age group, despite the fact 
that the under-achievement associated with emotional prob- 
lems at earlier ages must mean that students are positively 
selected for mental health. 

Most universities offering a comprehensive psychiatric and 
medical service find that over 10 per cent of the student body 
need some treatment for psychiatric or emotional problems 
during their student career, and that a further 20-30 per cent 
may consult on one or two occasions with minor stress 


symptoms. Of the 1 in 10 students needing treatment, only 
one-tenth in turn will be suffering from serious mental illness, 
although both schizophrenia and manic depressive illness may 
first manifest themselves in this age group. More commonly 
acute mental illness is characterized by a mixed picture which 
can be dramatic in intensity, but attacks of this pattern which 
have an acute onset also carry a relatively good prognosis. The 
majority of student patients will come with neurotic and 
personality problems. 

Of equal importance to these medical presentations; how- 
ever, are the various behavioural signs of disturbance, notably 
disciplinary offences, although these are remarkably few, 
problem drinking, or drug abuse, unplanned pregnancy occur- 
ting despite the availability of contraceptive advice and 
academic under-achievement or failure, including ‘dropping 
out’. 

Many students who come for psychiatric treatment may also 
fall into one of the other groups but the overlap is by no means 
complete, so that, for example, academic success is consistent 
with quite severe psychiatric disorder on the one hand and 
academic failure and dropping out may occur in the stable and 
intelligent student on the other. | propose to discuss in more 
detail the question of academic difficulty and drug use. 


Academic difficulty 


Academic difficulty is clearly of central concern to those caring 
for students as it represents a crucial role failure. Leaving aside 
those students who choose consciously to fail or to leave and 
ignoring the failure due to lack of intellectual capacity (a 
negligible group in British universities with their high intake 
requirements) a number of overlapping models of academic 
difficulty may be defined as follows. 

(1) Academic failure due to illness. Here the student fails 
because his basic physical or psychological capacities are 
interfered with; this group accounts for perhaps 10 per cent of 
all serious academic difficulty in students. 

(2) Academic failure due to a neurotic perception of a 
students task, so that, for example, consciously or uncon- 
sciously success carries with it too high a personal cost and is 
therefore evaded, for example, due to unresolved problems of 
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rivalry with a parent or to the acting out of passive aggression 
against tutors as representing authority figures. 

(3) Often in combination with (2) the university as an 
institution or individual tutors may slot into the student's 
perceptions through, for example, being inconsistent, uncaring 
or authoritarian, or of equal importance, through being 
collusive with the patient's fantasy by being overprotective and 
overpermissive; approaches which can blur the student's sense 
of reality and undermine his capacity to cope on his own: 

(4) The university may expose a ‘student to conditions of 
living, modes of teaching or other factors which contradict or 
conflict with his personal goals or needs or even with his 
academic goals and needs. In such cases even non-neurotic 
students can develop stress symptoms and may opt out in some 
way. 

(5) Students faced with problems resulting from any of the 
above four processes may create or join a peer group or 
subculture which is anti-academic. The support of this culture 
may, for a time at least, preserve the student from the evident 
dissonance between his continuing at the university, while 
effectively rejecting its aims, values and conditions. In recent 
years this type of group has tended to identify either with protest 
politics or, more commonly, with drug use. 

The example of academic difficulty as a problem has been 
discussed at some length, partly because failure represents a 
loss to the individual and to the university and an economic cost 
to the community, and partly because it serves to illustrate the 
way in which student pathology should not be viewed in 
isolation from the student's career and the social context of the 
university. 


Alcohol and drug use 


A large proportion of students will use alcohol or cannabis in a 
largely social way, a small number will use these drugs to allay 
depression or other psychic pain. Of this group a very small 
number will proceed beyond the use of soft drugs to experiment 
with a wide range of drugs including opiates. Of the severely 
disturbed group some go on to addiction and of these many will 
die, but perhaps one in five may recover and ultimately stabilize 
off drugs. Heavy use of alcohol or soft drugs and involvement in 
hard drug use is likely to be associated with academic failure 
a students in this category either drop out or are required to 
eave. 

For every student who reaches this point, however, there will 
be many with some acquaintance with drug use and the drug 
culture. The identification of illicit drugs with a set of values or 
antivalues and myths peculiar to the younger generation has 
led to a situation where some students lose touch with the adult 
world of their parents’ generation and seek to solve their 
problems in their peer group alone. For many this may represent 
a constructive experience but only for a time. 

The language and ideology of the alternative culture suggests 
that its members end up with blurred and diminished constructs 
rather than in the liberated state which they seek. This is seen 
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most clearly in the case of the persistent LSD user, whose 
attempts at mind expansion very often result in the appearance 
of long lasting personality change and a diminution in the range 
of feeling and thinking. Some of these LSD users become prone 
to recurrent psychotic-type experiences which can persist long 
after LSD use has been abandoned. 

At the present time there seems to be a growing awareness in 
the student culture of some of the dangers of drug use and of 
some of the illusions surrounding it. In consequence the student 
culture itself is beginning to establish some sort of controls and 
some values which may help to contain the problem more 
effectively than can the official responses of medicine, social 
workers or law. 


Prevention and treatment of student 
breakdown 


As with most human problems there is no simple solution to the 
problem of student breakdown. Reliance on selection proce- 
dures, apart from the dubious ethics involved in depriving the 
vulnerable applicant of the chance of higher education, is 
impracticable due to the very low predictive power of clinical or 
psychometric screening. Applicants with a recent history of 
psychological disturbance should, however, be screened so 
that the major adaptive task of entering university is not 
undertaken before adequate recovery has occurred. 

Once the student is in the institution prevention is a matter of 
providing as sane a society as is possible. By this I mean, that the 
conditions for a healthy student culture should, as far as 
possible, be created, which means providing reasonable 
accommodation and facilities for recreation and the possibility 
for all those marginal activities which make up an important 
segment of the student's life. The university faculty needs to be 
aware that they are teaching students rather than teaching 
subjects. The establishment of a discriminating respect and 
concern for the individual student is humanly demanding and 
tutors will vary in their capacity to relate in this way, but the 
structure of the teaching programme and the provision of some 
mutual support for tutors can extend the capacities of most. This 
aspect of teaching is most crucial in the early phases of a 
student's career, the time when major breakdown and dropping 
out are most prevalent and the time at which the student's 
infection with interest in his subject and identification with 
academic life must be established. 

Professional resources—medical, psychiatric and counsel- 
ling—need to be provided. To the student these services should 
offer confidential access toa skilled professional. To the faculty 
it should offer a back-up resource to help them with, or relieve 
them of, students crippled in their work or presenting problems 
too severe to be dealt with in the tutorial context. For the 
institution these services need to combine a concern for helping 
the individual with a concern for the university's society, aiming 
to eliminate preventable stress and to promote practices which 
are enabling to the personal academic growth of the student. 


Studying 


STANLEY NISBET 


Studying is a major activity and a major problem of modern 
times. From being the elegant avocation of a favoured few, it has 
become a mass phenomenon and the focus of hopes and fears, 
stresses and strains, plans and protests. 

For the purposes of this article studying will be defined as the 
self-conscious following by adolescents and adults of organized 
courses of learning which are predominantly intellectual in 
character. This excludes informal or incidental learning, 
learning by experience, young children’s learning and training 
in skills or routines with little cognitive content. Such a 
definition concentrates the discussion on a single recognizably 
homogeneous activity and accords more or less with normal 
usage. 

Indeed, the exclusions serve to pinpoint a root cause of the 
problems connected ‘with studying. Educational institutions 
tend to develop a life of their own and to lose touch with the 
society which they serve and which gave them birth. In 
primitive societies ‘studying’ is unnecessary: the requisite skills, 
knowledge and attitudes can be picked up merely by living in a 
community. As society develops, however, the necessary skills, 
knowledge and attitudes become too complex and subtle to be 
acquired incidentally. Schools and other educational institu- 
tions are therefore established, and immediately the danger of a 
divorce between study and life comes into existence, a danger 
which grows as civilized standards rise (Dewey, 1916). 
Intermittent complaints about this have resounded through the 
centuries, ‘Non vitae sed scholae discimus’, we hear in Roman 
times. ‘Life is the trade | would teach him’, says Rousseau. 
‘Educate for life adjustment’, says post-war America. 
‘Strengthen the links between school and life’, is Kruschev’s 
slogan in 1958. ‘Society needs deschooling’, says Ivan Illich 
today (Illich, 1971). Yet, in spite of the complaints, the 
importance of formal courses and formal qualifications 
increases all the time. The educational system is such a 
convenient sorting machine that society gradually abrogates its 
own natural educative function and relies on its educational 
institutions. Before long the only way to ‘get on’ may be to 
attend lengthy courses well into adulthood and to pass 
examinations: the alternative ways of getting on will have 
disappeared. And yet ordinary observation suggests that the 
majority of people find learning by direct participation in 

real-life activities much more congenial than ‘studying’. It is 


little wonder, therefore, that protests come thick and fast; 
protests by truants and drop-outs, protests by student demon- 
strators, and protests in recent years by the ‘deschoolers’ who 
have gone over to the offensive and demand the disestablish- 
ment of all formal educational institutions, which they accuse of 
having long since ceased to serve their public and of having 
developed instead procedures, values and myths in support of 
their own vested interests. 

There is substance in the accusations of the deschoolers. 
Education has indeed become highly institutionalized and 
studying has consequently acquired many adventitious charac- 
teristics. Class attendance, final examinations, passing-out 
ceremonies and the gradations of academic status have all 
gathered up a fair amount of ritual, and it is sometimes the ritual 
rather than the study which produces the problems. The 
institutionalization of education has also linked it more closely 
to the class structure of society, since educational establish- 
ments emerge ever more clearly as middle-class institutions, 
their inmates speaking, dressing, working, playing, thinking and 
valuing in middle-class ways. This too has produced problems. 

Against such a background the pathology of studying begins 
to take shape. The unsuitability of formal schooling for many 
young people has already been mentioned and the attitude of 
the misfits is not improved by the compulsory prolongation of 
their period of dependent tutelage far beyond the point at which 
their bodily and mental maturity fits them for adult autonomy. 
Hence the ambivalent attitudes to teachers and tutors and to 
courses of study and the institutions responsible for them. It is 
not easy to study when one’s peace of mind is disturbed by 
economic, social, vocational or sexual anxieties. Students from 
working-class homes, too, may well find their concentration 
impaired by feelings of embarrassment, indignation or guilt 
when they contrast the life of their families and friends with their 
own life as students and all its middle-class accompaniments. 
These problems have been well documented both in literature 
and in sociological reports (see, for instance, Jackson and 
Marsden, 1962). 

Coming to the studying process itself (Beard, 1970), we find a 
dearth of research-based recommendations. The reasons for this 
are (1) the variability of individual students and (2) the lack of 
clear criteria of success. 

With regard to the first, itis obvious that students vary greatly 
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in their possession of important study skills, the most vital 
perhaps being the ability to read with full comprehension at 
high speed. There is some evidence that deliberate attempts to 
remedy defects of this kind pay good dividends. Particularly 
interesting are temperamental differences. It would seem that 
some students (introverts?) thrive in a structured study situation 
whereas other (extraverts?) are more tolerant of open-ended 
situations (e.g. loosely organized discussion sequences). The 
latter seem to benefit from regular ‘prodding’ (e.g. examina- 
tions, warnings about poor work, blunt comments, etc.), an 
experience which perhaps does more harm than good to the 
more introverted types. 

With regard to the second point—criteria of success—the 
present-day fashion of stating definite objectives for each course 
of study will eventually facilitate the development of appro- 
priate criteria for determining success, but we still have a long 
way to go in this matter. Itis hard to get teachers or organizers of 
courses to formulate their objectives clearly and even when 
they have done so their actual practice often belies what they 
have professed. For instance, a teacher who has claimed 
(probably in all good faith) that the objective of his course is the 
acquisition of powers of critical thinking may turn out in fact to 
be assessing his students by means of an examination which 
puts a premium on sheer memory. Furthermore, itis difficult to 
obtain sufficient agreement on objectives among the many 
teachers and tutors and examiners whose demands a single 
student normally has to meet. 

Lest all this sounds gloomy, let it be remembered that a 
surprising number of people pursue their studies profitably, 
calmly and enjoyably. Those who are successful in studying 
find so much satisfaction in it that they are always coming back 
for more. The demand for continuation courses of every kind, 
e.g. further education courses, in-service training, adult educa- 
tion classes, the Open University, is mounting steadily and the 
most persistent demanders are usually those who have already 
studied successfully. Even courses originally designed for the 
less successful or the less fortunate tend to be swamped by 
enthusiastic ‘achievers’, as records of university extramural 
classes and the Open University consistently show. For those 
who take to it, studying clearly has an undying fascination. 

What sort of a future has studying, then? Three recent 
developments point to the shape of things to come. 

First, there is a widening belief that study is a part of living and 
not just a preparation for living. In most occupations the need 
for periodic further study is accepted: vocational education is a 
lifelong process and the absurdity of trying to cram all the 
studying required into congested initial courses is being 
recognized. A parallel movement in the purely academic field 
has led to the rapid growth of postgraduate courses of various 
kinds, often taken by older students with some experience 
behind them. The effect of these trends will be to blur the 
boundary lines between studying and living and so perhaps to 
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ease some of the tensions which these boundary lines pro- 
duced, though it must be confessed that the change will 
produce new tensions of its own (e.g. the conflict between 
course demands and family life). 

Second, educational technology is making rapid strides in the 
production of flexible self-instructional material: through inte- 
grated combinations of books, pictures, slides, sound-tapes, 
video-tapes, teaching machine programmes, and the like, it is 
fostering the concept of the educator not just as a teacher but as 
a manager of learning resources. The educational establishment 
of the future will perhaps consist essentially of a large central 
resource centre surrounded by a great variety of rooms and 
spaces where individuals and groups engage in study, with 
tutors to help as required. Assessment will be mainly diagnostic 
in nature, pointing out weaknesses and guiding the student as he 
goes along. A recent UNESCO publication (MacKenzie et al., 
1970) gives an authoritative picture of what we may expect in 
future years. 

Third, there has been a revival of interest in educational 
theory. Good theory is vital if new-style studying is to be viable. 
Learning theorists such as Gagne and Bruner have mapped out 
some of the ground but many basic questions—so basic as to be 
more philosophical than psychological—remain unanswered. 
Such a question is the one we have mentioned several times, the 
relation between formal study and practical life. We have said 
that the boundary lines between the two are being blurred, but 
educational theory should beware of losing sight of the 
important differences between them. This might happen if we 
take Illich and his deschoolers too seriously. One’s first 
encounter with an area of activity should probably be in a 
real-life context, as should also be one’s ultimate involvement 
in it, but in between these two points, there are appropriate 
places for formal study. In such places, formal study has 
meaning and purpose and power. It may be that a modern 
version of A.N. Whitehead’s ‘rhythm of education’ 
(Whitehead, 1932) will provide the basic theory with which to 
underpin the advances of technology. 
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Suicide and Attempted Suicide 


E. STENGEL 


It is important to distinguish between suicide, i.e. the fatal 
suicidal act, and attempted suicide, i.e. the non-fatal suicidal 
act, although it often depends only on accident whether an 
individual belongs to the first or the second category. The two 
groups differ with regard to age, sex, mental and physical 
illness, and, of course, numerically. The majority of people who 
kill themselves are elderly, their average age being in the late 
fifties, and many of them are physically ill. In contrast, the 
majority of those who survive suicidal acts are young or middle 
aged, in the early thirties on the average. More men kill 
themselves than women, but females are far more numerous 
than males among the survivors. 

The suicide rate, i.e. the number of suicides per 100,000 of 
the general population aged 15 and over, varies greatly, but the 
comparability of national and regional rates is questionable, 
owing to differences in the methods of certification and in the 
definitions of suicide. Uncertainty of outcome is typical of the 
large majority of suicidal acts. The most recent definition is as 
follows: ‘A suicidal act is any deliberate act of self-damage 
which the person committing the act cannot be sure to survive.’ 
About ten years ago, the number of attempted suicides had been 
found to be 10-15 times as high as that of suicides in 
industrialized urban communities, but more recently the 
incidence of suicidal attempts has risen sharply while the 
official suicide rates have either remained stationary or 
declined. In 1970 the rate for England and Wales was 8. 

Suicidal acts, like accidents, cannot be entirely prevented. A 
good deal is done about accident prevention and measures 
based on knowledge of causation can be effective. Is enough 
known about suicidal acts to enable rational measures of 
prevention to be taken? The causation of suicidal acts is much 
more complicated than the causation of accidents. Neverthe- 
less, there is now some justification for optimism because recent 
research has provided a basis for a rational preventive 
approach. 

Prevention of suicide can mean various things. 

(1) The saving of lives endangered by suicidal acts. 

(2) The protection of individuals against their suicidal 
impulses; this implies medical or social intervention wherever 
there is manifest risk of suicide or of the repetition of suicidal 
attempts. 

(3) Prophylaxis, i.e. the modification or elimination of 


factors, in the individual and in society, which tend to increase 
the incidence of suicide, and strengthening of factors which 
tend to reduce it. 

These are the truly preventive measures, but the others, which 
can be classed as symptomatic, must not be neglected. At the 
present state of knowledge, and considering the limited 
resources available for any type of long term prevention, the first 
two types of prevention are more likely to be effective today 
than the third. 


Prevention of death by suicide 


Effective emergency services can reduce the loss of lives 
endangered by suicidal acts, especially by poisoning. It is now 
generally agreed that special centres suitably equipped for 
resuscitation and staffed by skilled medical and nursing 
personnel can save lives which otherwise might be lost. 


The protection of individuals against their 
suicidal impulses 


Mental and physical illness are important in the causation of 
suicidal acts, but the majority of people who commit such acts 
are not mentally ill in the clinical sense. Only one third of the 
suicides and an even smaller proportion of the suicidal attempts 
fall into this category. The others are either emotionally labile or 
can be classified as normal, though they are prone to react to 
stressful life situations with self-destructive impulses. There are 
no specific stresses or conflicts which precipitate suicidal acts. 

Obviously, every age group has its own problems. Among the 
young crises in personal relations will be more important than in 
old age when loneliness and disease are common. Although the 
elimination of the known types of mental illnesses would not 
end suicide, it would nevertheless reduce its incidence substan- 
tially. This is why their early diagnosis and treatment will 
contribute to the prevention of suicide. Modern physical 
therapies have improved the prognosis of depressive illness and 
schizophrenia. The better the psychiatric services, the smaller 
should be the risk of suicide among the mentally ill, especially 
among those suffering from morbid depression. 
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The threat of punishment has sometimes been thought to be a 
deterrent against suicidal acts, but it had no such effect. The 
Suicide Act 1961, removed it from the English criminal code. 
This change of the law was not followed by a significant rise in 
the suicide rate. The problem is now treated as a medical and 
social one. This applies particularly to suicidal attempts, every 
one of which should be the subject of a psychiatric examina- 
tion. This was recommended in a circular from the Ministry of 
Health issued soon after the passing of the Suicide Act. Owing to 
the shortage of psychiatrists, this recommendation cannot be 
implemented everywhere. 

t has sometimes been argued that many of the suicidal 
attempts are so trivial and harmless that they need not be taken 
seriously. But this is a dangerous fallacy. The seriousness of an 
attempt cannot be judged by the degree of danger to life which 
is often unrelated to the degree of suicidal intent. It is true that 
only a small minority of those who attempt suicide kill 
themselves later, but the proportion of those who do so is by far 
greater than in a comparable group of people who have no 
history of suicidal attempts. This has been established in 
follow-up studies. 

ndividuals who have made suicidal attempts belong to a 
vulnerable section of the population and present an excessive 
suicidal risk. If they were known to their doctors, which not all of 
them are, and received special attention, many suicidal 
attempts and quite a few suicides could be prevented. The 
likelihood of suicide within this group varies considerably. It is 
particularly high in those mentally ill, in alcoholics and drug 
addicts, and in the lonely and elderly. It was found that after five 
to eighteen years up to 10 per cent of those who had made 
suicidal attempts had killed themselves. The degree to which a 
previous suicidal attempt had endangered life was unrelated to 
the incidence of suicide among those who had attempted it. 

There has recently been a disconcerting increase in the 

incidence of suicidal attempts, so far without a corresponding 
increase in suicides. The younger age groups, i.e. those between 
15 and 30, resort to this kind of reaction more than ever. 
Frequently the manipulative component is conspicuous, espe- 
cially when the suicidal act is motivated by the breaking up of a 
personal relationship or the threat of it. In Britain the increase 
began before the Suicide Act 1961. No doubt the easy 
availability of drugs facilitates suicidal attempts, most of which 
are acts of self-poisoning. In the majority of suicidal attempts 
and in many suicides the determination to die is vague and 
ambiguous. An act of self-damage should be classed as suicidal 
if the person committing the act took a risk subjectively, and not 
on what the doctor judges to be dangerous or harmless. 
The reasons for the recent increase in suicidal attempts are 
not fully understood. They may be related to the increase of 
violence among the young. A suicidal act is an aggressive 
behaviour pattern and it may be significant that in most 
countries suicidal attempts have increased especially in young 
females, while aggressive behaviour directed against persons 
and property has increased more among young males. Female 
aggressiveness may in certain personality types tend to be 
directed against the self rather than against external objects. 

From the point of view of prevention the increasing use of 
drugs for suicidal acts make it imperative for doctors to be 
careful in prescribing hypnotics and tranquillizers. These drugs 
are often prescribed too readily and in too large amounts, and 
this practice enables patients to hoard them. Many patients do 
not take the drugs prescribed for them, with the result that their 
households become drug stores, with bottles of tablets lying 
about in drawers and on shelves, ready to be taken by some 
member of the family in an emotional crisis. However, the effect 
of drastic reduction of the drug consumption on the suicide rate 
should not be overestimated. Whenever a commonly used 
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method, such as domestic gas, became unavailable, other 
methods soon took its place. 

In the last two decades lay organizations have become active 
in suicide prevention. The best known is The Samaritans who 
use the telephone as means of communication between people 
in despair and potential lay helpers. There are 120 Samaritan 
branches in the UK and most of them offer a 24-hour service. 
The organization has a number of branches abroad. Similar 
agencies have developed independently in all continents. There 
is evidence, at least for the Samaritans, that they reduce the 
incidence of suicide in the communities in which they operate. 
The Samaritans aim not only at helping people in despair over 
an acute suicidal crisis, but at preventing further crises by 
befriending them and thus ending their social isolation. The 
approach of the Samaritans is in keeping with the principles of 
rational suicide prevention and they deserve the support of the 
medical profession. It is up to the doctors, especially the 
psychiatrists, to advise them as to whom they ought to refer for 
medical treatment. Some of their clients would not have 
consulted a doctor in the first place. 


Prevention by prophylaxis 


Suicide rates have been found to be correlated with the 
following factors: male sex, increasing age, single and divorced 
state, widowhood, childlessness, social isolation, high density 
of population, residence in big towns, a high standard of living, 
economic crisis, alcohol and drug consumption, history of 
broken home in childhood, mental disorder and physical 
illness. Among factors inversely correlated to suicide are female 
sex, low density of population, rural occupation, religious 
devoutness, the married state, a large number of children, 
membership of the lower socio-economic classes. The same 
correlations have been found to obtain for suicidal attempts. 

The growing proportion of old people in the general 
population is expected to lead to a rise in the suicide rates, 
unless other factors working in the same direction can be 
modified. Higher living standards need not to be suicidogenic if 
social isolation can be reduced. The fight against excessive 
alcohol and drug consumption serves also the prevention of 
suicide. The maintenance of the family and the reduction of the 
divorce rate have the same effect. It has been said that suicide 
prophylaxis begins at birth, because growing up in a normal 
family setting tends to have an inhibiting effect on suicidal 
impulses in adult life, even in old age. The reasons for the 
influence of religion, any religion, on the suicide rate are far 
from clear. It does not appear to depend on specific taboos, but 
possibly on the socializing effect of collective worship. 

Any improvement of the medical services will contribute to 
the reduction in the incidence of suicidal acts because physical 
and mental illness are important factors in their aetiology. 

Social isolation has been found to be the most significant 
common denominator among the short- and long-term 
aetiological factors. Today it is easier than ever for an 
individual, especially an elderly person, to become isolated. 
Every measure against this trend is a contribution to suicide 
prophylaxis. This is particularly important in planning for the 
old, many of whom are widowed. The most up-to-date flats may 
become suicide traps unless facilities for social life are provided 
in the same buildings. The efforts of the Samaritans and of other 
organizations to relieve social isolation even among those not 
contemplating suicide yet can be of great value. 

Changes in the age composition of a population resulting 
from the decline of an important industry and subsequent 
emigration from the younger members of the community can 
lead to an increase in the suicide rate. Only a well planned 
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industrial and population policy can guard against this. 

At present suicide research is engaged mainly in the study of 
high risk groups and the establishment of indices predictive of 
suicide. Efforts are being made to introduce some degree of 
uniformity into the definition and the methods of certification of 


suicide. 
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Superstition, Magic and Ritual 


JOHN R. CLARK 


Introduction 


The supernatural has interested man through the ages. Promi- 
nent figures who have been concerned with this belief area 
include Socrates, Plato, Kant, Schopenhauer, Emerson, Tylor, 
Conan Doyle, Frazer, Freud, Malinowski, Einstein and Jung, to 
name only a few. Itis a field which has ramifications for a host of 
anthropological, medical, and psychological specializations. 
This section will aim for review of salient areas of the topic, 
rather than exhaustive exposition. 


Superstition 


A superstition is a belief or practice that is (either recognizably 
or unrecognizably) insufficiently grounded from a given cul- 
tural standpoint, and one which is customarily held with some 
degree of fear or awe. This definition avoids pejorative 
connotations and acknowledges that whatever is culturally 
accepted as rational belief is necessarily non-superstitious. 


Psychoanalytic views 


Freud (1901) explained superstition in terms of the conscious 
ignorance of accidents motivated by unconscious impulses. 
Since the impulses would be unacceptable, they could be 
disposed of by projecting them ento the external world. For 
instance, a person accidentally knocking over a picture of 
someone who is an object of hostility could interpret this as an 
omen of the impending death of that individual. Also, unac- 
ceptable impulses of an unconscious nature could cause a 
person to have an apprehension of punishments issuing from 
the external world. 

Later, Freud (1913) concluded that all obsessive compulsive 
Patients had superstitions about ‘omnipotence of thoughts’, i.e. 
a belief that a thought in itself could produce an action, e.g. the 
‘Rat Man’ believed that if he thought of someone, he would 
encounter them immediately afterward. The concept that 
thought is equivalent to action is salient in such cases, but it 
appears in other neuroses and has an analogue in the mental life 
of primitives who believe that by thinking they can alter the 
external world 
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Overvaluation of thought was believed by Ferenczi (1916) to 
be acomponent of narcissism, arising out of the omnipotence of 
the infant who, via crying, can achieve his goals with parents. 

Freud (1913) considered ritual to be related to preventative 
and supportive measures. Frazer (1911) wrote that savages are 
continent and cleanly before battle so that their enemies could 
not obtain their bodily excreta and work destructive magic on it. 
However, Freud regarded this as a supportive instinctual 
renunciation made by the savage as a ‘counter-measure’ for 
indulging in hostile activity usually prohibited. Renunciation of 
such gratification could result in the savage’s gaining greater 
strength for warfare. Preventative procedure was seen in the 
appeasement rituals of the natives of Timor in the dance and 
song used to appeal for forgiveness of slain enemies whose 
heads they had taken. Freud interpreted such rituals as being 
directed toward the avoidance of vengeful pursuit by the ghosts 
of the slain. These views are, perhaps, of heuristic value for 
extension to other normal and neurotic superstitions. 

Amore recent analyst, Marmor (1956), considers the specific 
superstitions of ‘knocking on wood’ and the ‘evil eye’ in regard 
to their clinical and cultural implications. He traces the former 
ritual back to ancient forklore where particular types of trees 
were identified with’certain gains, e.g. the oak tree with Zeus. If 
one boasted near the tree, the gods would know and be irritated; 
thus, knocking on the tree was used to ward off punishment. This 
was thought to have been generalized to touching any type of 
wood when an assertion of success was made. The gods were 
supposed to be jealous of the pride of normals. 

Since the deities were parental surrogates, Marmor conceives 
of a projection of parent-child relationships onto them. In the 
Oedipal stage, a hostile relationship exists between child and 
opposite sex parent, and essentially toward both parents due to 
the frustration of discipline. The child’s hostility cannot be 
expressed for fear of loss of love and protection and incurring 
punishment. Knocking on wood is related to pacifying parental 
figures, and the extent to which it exists in a person is indicative 
to Marmor of a high level of immaturity regarding authority 
figures. 

There is a generalization from hostility to self-assertiveness 
and success. This is anxiety-arousing and evokes the ritual. In 
addition to parents, associates may be aroused to jealousy of 
one’s success in competitive western culture, with consequent 
loss of dependent protection and fear of retaliation. 
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The ‘evil eye’ is an envious look cast on those achieving good 
fortune. Parents, siblings, and others may use it, and knocking 
on wood is one of the many antidotes against its power. A 
limited cross-cultural analysis shows that Oedipal and sibling 
rivalry are not sufficient factors in themselves to produce ‘envy 
superstitions’. There is the added necessity of competitiveness 
and differential ownership of resources as prerequisite for giving 
birth to these jealous crystallizations. 

Jung (1956) treats superstition in too extensive a manner to be 
included. However, he essentially views it as at least a 
somewhat positive aspect of human nature which can serve as a 
replacement when religious and political movements fail to 
satisfy human needs. 


‘Superstition’ in animals 


Skinner (1948) performed an experiment with pigeons in which 
food was presented at regular intervals irrespective of the bird’s 
behaviour, Whatever response was made at the time of food 
presentation was rewarded, causing the behaviour to be 
reinforced. The ultimate result was that all kinds of idiosyncratic 
behaviour patterns were reinforced and liable to be repeated. 
Skinner uses the term ‘superstitious behaviour’ to denote 
conditioning where no causal relation exists between response 
and reinforcer. He believes that ‘accidental contingencies’, 
with some similar subsequent occurrences, may have initiated 
many of man’s superstitions. Culturally, a primitive tribe may 
practise a ritual fortuitously begun, with occasional desired 
results reinforcing the ritual. Hall and Lindzey (1970) suggest 
that highly superstitious people may be distinguished from 
others by the chance of having had more accidental contingen- 
cies in their life histories. 

Stimulating as they are, Skinner’s notions shakily span the 
‘grand analogy’ between pigeon and man. The present writer 
would agree with many of Jahoda’s (1969) criticisms as well as 
his belief that Skinner has made an important contribution in 
explaining how private superstitions can originate. 


An integrative view 


Scheibe and Sarbin (1965) assert that one of man’s most basic 
requirements for participation in a culture is a cognitive map of 
means-ends relationships that allow him to direct his actions 
towards desired goals. A set of expectations is acquired from 
past observation of perceived cause and effect relationships, 
and these may be quite different from the real ones. Thus, 
superstitions are seen to arise from erroneous conceptions of 
antecedent-consequent relationships. They are beliefs which 
‘fill the gap’ left by objective uncertainty. Superstitions are 
functional in that they enable man to carry on with his activities 
instead of becoming paralyzed by doubt. In fact, should man 
have a true grasp of cause and effect relationships, a laying aside 
of responsibility might result and life lose its zest. 

After constructing this cognitive model, the authors explain 
the acquisition of superstitious belief in two ways: via operant 
conditioning and by direct cultural tuition. Despite the ignor- 
ance of the origin of a superstition, it is as though the believer 
receives the equivalent of a book of cultural guidelines for the 
control of threatening events. 

Superstitions are maintained ina variety of ways. A belief will 
not be replaced until a pragmatically better one is discovered. 
Also, cognitive strain is induced by unclassifiable occurrences. 
Mental activity follows until an explanation is found which may 
well be a superstition. Such ‘filling of the gap’ in knowledge can 
be reinforcing in that it reduces drive or arousal and/or confers 


social approval upon ritualists. Finally, maintenance may be 
provided by insulation against discrepant information or 
distorting the material to conform to the superstition. This has 
been evidenced by findings that highly conservative people are 
most resistant to data contrary to their views. 


Magic 


The concept of magic denotes both belief and practice 
concerning the utilization of assumed supernatural powers by 
man in order to control external forces. The characteristically 
practical goals are ritualistically induced via spells and for- 
mulae. 


Anthropological view 


Frazer (1890) presented an evolutionary view of primitive man’s 
thought, postulating a progression from magic through religion 
to science. Now fashionable and subject to extensive criticism, 
his conceptualization has nevertheless stimulated further 
research. His formulation of the fundamental principles of 
magic remains pertinent: (1) Law of Similarity, or like produces 
like e.g. destroying an image of an enemy is like destroying him, 
or (2) Law of Contact or Contagion: a part becomes identified 
with the whole via prolonged contact, e.g. an enemy’s hair can 
be treated as though it were the enemy himself, producing 
malevolent effects. 

Malinowski subsequently proposed two major functions of 
magic: the psychological provision of confidence required for 
performance in anxiety-producing situations; and the social 
organization required for concerted crisis-action (e.g. investing 
leadership in one man). Malinowski (1925) further postulated 
that magic is resorted to only when events cannot be controlled 
by available technological knowledge. He instanced the 
Melanesian’s selective practice of magic in circumstances 
characterized by uncertainty (e.g. magic prevalent in open-sea 
fishing but absent in inner-lagoon counterpart). 

Malinowski’s utilitarian emphasis has recently been criti- 
cized, however. Yalman (1968) indicates that some magical 
practices serve no apparent utilitarian end; and, Lévi-Strauss 
(1950) argues for less culturally-loaded appraisals of primitive 
belief (utility is a western idea). Jahoda (1969) suggests that it 
remains fair to assert that man is at least more likely to resort to 
magic when he cannot understand or control circumstances. 

That magical practices paradoxically persist, in spite of their 
frequent and seemingly evident failures, requires explanation. A 
compendium of reasons advanced would include the follow- 
ing: ritual’s entailment of elements which may causally achieve 
something (e.g. the decaying fertility symbol, the fish, actually 
nurturing the soil); isolated instances of positive reinforcement 
being more readily remembered than several failures; sugges- 
tion achieving its end (e.g. death of the Voodoo victim); 
magician’s opportune choice of ritualistic time (e.g. rain rites 
seldom attempted in dry season); convincing charisma of the 
magician; supportive role of legendary and traditionalist 
accretions; and, rationalization of failure in terms of faulty 
ritualistic techniques or countermagic. 


Psychoanalytic view 


Infantile primary process thinking (Freud, 1911) resembles 
magic in its equation of image with object. Regression to such 
thinking occurs in some psychoses and is manifest in hallucina- 
tions. 


Fenichel (1945) recounts forms of magic ritual displayed by 
obsessionals. Mastery of words can serve to control anxiety- 
provoking objects or situations (e.g., memorized lists of what is 
feared); and achievement of symmetry in the external world can 
establish internal emotional balance. The unwanted can also be 
fantasied away and undesirable actions erased by the defence 
mechanism of ‘undoing’. 

Fromm (1941) indicates that the dependent person can wish 
for a ‘magic helper’ which can be conceived as a god, a real 
person or a principle. This desire is considered to be inversely 
proportionate to the degree to which one can assume responsi- 
bility for action. Where such responsibility is possible, depen- 
dency-independency conflict is held to engender ambivalence. 
Fenichel believes that a therapist may endeavour to meet the 
patient's desire for a magician and prejudice the therapeutic 
relationship. 


Ideological phenomena 


An ideology is a complex set of ideas and values constituting an 
extremist philosophy which serves to justify the goals and 
policies of a group. The ideas are directed toward a social 
system and are selectively distorted although they purport to be 
factual and to carry an evaluation of the facts (Johnson, 1968). 

Ostensibly, ideology and supernatural belief would appear to 
be widely disparate topics. However, some extreme ideologies 
have gone to the extent of incorporating belief in miracles. Toch 
(1965) cogently discusses illusions as solutions to social 
problems. He uses Freud’s (1928) concept of illusion as a belief 
motivated by wish-fulfilment, endeavouring to construct a more 
satisfying reality. While not necessarily false, illusions focus on 
what man would like, instead of an objective assessment of 
realistic probability. Toch states that resort to such thinking 
derives from hope for a miracle when man is faced with 
intolerable circumstances. The degree to which man accepts 
the improbable corresponds to the extent that life is unbearable. 

Toch cites various examples of miraculous belief under 
distressing circumstances. Impoverished Jamaicans regarded 
Emperor Haile Selasie as the ‘Living God’, the white man as 
their enemy, and believed redemption would occur through 
free repatriation to Ethiopia. Exploited, impecunious 
Melanesians believed that wealthy Europeans received cargo 
from abroad which was actually made by the spirits of their 
ancestors, and withheld the information as to how this was done 
from the Melanesians. 

According to Toch, belief in miracles is occasioned by 
objectively intolerable situations, in which it acts as a palliative 
‘make-believe reality’, enabling the respondent to endure. Toch 
also believes they are occasioned by frustrated high expecta- 
tions, which they shield from the recognition of defeat and 
provide a sustaining frame of reference for goal-oriented 
behaviour directed toward finding satisfactory alternatives. 
Toch indicates that belief in miratles may serve the general 
purpose of permitting survival until more realistic solutions 
emerge. 


Supernatural pseudosciences 


Supernatural pseudosciences consists of sets of assumptions and 
practices erroneously regarded as being scientific by their 
adherents. Fortune telling, numerology, and astrology should 
be placed in this category. 
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Some (Jahoda, 1969; Emme 1940) would classify these 
phenomena under superstition. While granting a similarity, the 
present writer would argue that they are much too complex and 
broad for such categorization. A superstition, such as knocking 
on wood, can exist at an almost non-cognitive habit level 
whereas these are systems which involve cognitive investment 
to a fairly extensive degree in some instances. 

Their basic motivational components are undoubtedly simi- 
lar to variables discussed earlier, particularly wish-fulfilment, 
anxiety-reduction, and, perhaps, a degree of omnipotence of 
thought. A leitmotif of stress enters into the pseudosciences as in 
other supernatural areas with upsurges in belief associated with 
crises. Defoe (Jahoda, 1969) discussed a reliance on astrology 
and fortune tellers in a fictioal account of a plague. During 
World War Il, a boom in the pseudosciences caused a 
demand for muzzling diviners predicting such a quick victory 
for the Allies that one British M.P. feared for the war effort (Hill, 
1968). Speer (1970) mentions German citizens’ reliance on 
astrological sheets (fed with overoptimistic horoscopes from the 
Propaganda Ministry) when they ceased to believe other news. 
This was preceded by a more probable belief in a secret 
weapon. Perhaps we see a higher degree of stress leading to 
progressively less probable beliefs here as in other areas. 

Gorer (1955) has attributed passivity to the clientele of the 
pseudosciences and Rotter (1966) might consider that they 
perceive an external versus internal locus of control. Fromm 
(1941) discusses the desire of some to escape from freedom and 
individuation in their search for belonging, resulting in their 
taking refuge in an external source of power. Kaufman (1972) 
believes that contemporary man has succumbed to 
‘decidophobia’, a morbid fear of making fateful decisions. A 
person can escape this dilemma by making one decision which 
eliminates the need for making any others. Adopting a system 
such as astrology could be that kind of choice. 


Conclusion 


The phenomena explored are ubiquitous and of intrinsic 
interest. Despite this, they have been relatively neglected by 
medicine and psychology. Kiev (1964) has made an important 
contribution in his compilation of cross-cultural studies which 
explores similarities and differences between psychiatry and 
primitive magical healing methods. The need to understand the 
nature of belief systems in order to treat others effectively 
burgeons as our technology brings the world and its protean 
cultural manifestations closer to us. 
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Symbolism: Psychological Aspects 


M. FORDHAM 


The theories of symbolism advanced by Freud and Jung have 
one thing in common: they were developed to account for 
imagery in the dreams and fantasy of patients, and in myth and 
legend. Apart from this there is very little in common. The two 
theories are based on different attitudes which influence their 
methods of investigation and their findings. 


Freud 


In conducting the psychoanalysis of dreams Freud used free 
associations; he asked his patients to say without reservation 
whatever came into their minds about a dream image whether 
they considered it relevant or not. Then the patient would, with 
more or less difficulty, talk about matters that, were (yet) rather 
easily accessible under the conditions of a psychoanalysis. By 
investigating the material produced, and especially those parts 
of it which showed evidence of censorship, analyst and patient 
could together undo the ‘dream work’ and arrive at the 
underlying wish which had been concealed, and yet had been 
secretly fulfilled by the dream. 

There was, however, a special difficulty in this work; there 

were images in dreams to which no associations could be 
obtained—these turned out to be symbols. By having recourse 
to an apparently different field of study: fairy tales, myths, 
folklore, colloquial linguistic usages, jokes, buffoonery, etc. 
Freud found the answer. It was from a study of these diverse data 
that he arrived at a means of translating the symbolic dream 
images so that they made sense in the context of any particular 
dream under consideration. The symbols, he found, invariably 
referred to basic human patterns and experiences, to birth and 
death, to members of the family (father, mother or siblings), to 
the body as a whole or parts of it, and there was a particularly 
rich variety that referred to sexuality. From this arose the view, 
not quite true at any time, that any long object referred to the 
male genital and any hole to the female organ. 

The common factor in all symbols was that they replaced, 
represented or alluded to objects or processes of which the 
patient was unconscious. With this knowledge of symbolic 
meanings Freud could greatly further the process of undoing the 
dream work and so arrive at the wish hidden by defence 
symbols which go to constructing the manifest content of the 
dream. 


From the start, therefore, Freud had recourse to ethnological 
material from which he obtained essential clues for the 
translation of symbols into their original significance. The fact 
that patients could not do this for themselves, though once 
communicated the meaning could become clear to them, 
meant to Freud that he had discovered a language known to the 
unconscious, but not to consciousness. The language of sym- 
bolism was conceived by him as a largely extinct mode of 
expression, an archaic heritage of mankind; it has an intimate 
relation to sexuality but its sexual nature is concealed. 

It was Freud’s discoveries about symbolism that provided an 
instrument which could be applied to the psychoanalytic study 
of anthropology in Totem and Taboo; of religion in The Future of 
an Illusion, and Moses and Monotheism; of art in his study of 
Leonardo da Vinci. It is a study that once inaugurated has been 
vastly elaborated and expanded by his followers. 


Jung 


Though Jung was considerably influenced by psychoanalysis 
his conclusions about the nature of symbolism were radically 
different and he almost totally rejected Freud’s theory of 
dreams. His subject matter was, however, like Freud’s, the 
imagery of dream, imagination, myth, legend, religious imagery 
and ritual. But his method was much more comparative than 
analytic. 

For Jung, Freud’s theory of symbols is a theory of signs in that 
the image is the indication of a definite entity which could, by 
the use of analytic method, be identified. Besides these signs 
Jung contended that there is a whole mass of images that, far 
from being translatable into anything else, are themselves the 
best possible expression for an otherwise unknowable (i.e. 
unconscious) entity. These symbolic images play an essential 
place in human existence; they are an archaic heritage 
providing the only means whereby the unconscious forms 
(archetypes) can reach consciousness at all. He thus valued 
them positively. 

In his technique of understanding, Jung did not pursue 
associations as Freud did, but limited and controlled them. In 
addition he encouraged his patients to develop symbolic 
imagery with the air of writing, painting, sculpture or occasion- 
ally dancing. These products are richly illustrated in the 
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literature. Instead of translating his material, translation being 
only relevant for signs, he amplified it, comparing it with related 
symbolic material so as to bring out possible meanings. 

Using this method Jung made observations of symbolic action 
as follows. 

(1) A symbol has a special relation to conflict situations 
between opposites; indeed, Jung claims that a true symbol 
arises mainly in intense Conflict situations when no rational 
solution seems possible. Through its ambiguity, a symbol can 
contain them and combine them and eventually resolve them 
through their transcendent function. 

(2) A symbol can act upon consciousness and transform it 
provided the conscious attitude is sufficiently prepared in one 
way or another for its impact. Classical examples of tranforma- 
tion are given in religious conversions: St. Paul’s vision of Christ 
onthe road to Damascus being a dramatic instance. 

(3) A symbol has a ‘life’ which can be exhausted and then it 
will ‘die’, or to put in abstract terms, its functional significance 
can be exhausted. Jung instances not only clinical experience 
for this, but also the rise and fall of religious imagery, creeds, 
dogma, political movements and other features in the pattern of 
civilisation. 

It will be apparent that Jung was greatly interested in the 
psychology of all forms of religion; he held that religion had 
embodied, held, and given direction to the unconscious life of 
peoples through their symbols and rites. His investigations were 
extensive and covered early Christiantiy, Gnosticism and their 
derivatives, heretical sects and especially alchemy. In addition 
he commented in less detail on Eastern religions. 


Comparison 


How far these two views of symbolism are the expression of two 
different personalities is hard to determine. Freud considered 
that Jung’s ideas and methods aimed at denying the vital 
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significance of unconscious sexual wishes and sexual impulses. 
For his part Jung claimed that Freud had constructed a theory of 
dreams in order to exclude the sense of mystery and noumen 
which are essential to the full appreciation of unconscious 
archetypes as they emerge out of the unconscious into 
consciousness. 

The data covered by each theory is essentially the same, 
though the material produced by Jungian and Freudian analysts 
is different in many respects. It is however rather that symbolic 
matter is differently evaluated: what was important to Freud was 
notso for Jung, and vice versa. By and large Freud’s explanatory 
system is better co-ordinated than Jung’s, who was very much 
impressed by the danger of a theoretical system becoming 
dogmatized. So as he (and Freud also) thought of a theoretical 
system as the equivalent of a myth, he wanted to keep contact 
with the myth which he even preferred as a more useful 
instrument than abstract thought in clinical practice. So he 
developed a facility in handling and preference for metaphor 
which crept into his writings on theoretical topics to the 
confusion of more rationally minded investigators. 

Jung estimated myths highly. He conceived it essential that 
some persons at least needed to give expression to the 
individual myth because it could give meaning and purpose to 
living. This position stands in contrast with Freud, who, whilst 
recognizing this archaic heritage, aimed at superseding it by 
rational thought. 
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Tension 


MALCOLM LADER 


It is first necessary to clarify the semantic aspects of the term 
‘tension’. In common speech people refer to themselves as 
‘tense’ to describe a particular emotional state. There are 
usually feelings of tightness, e.g. at the back of the neck, or a 
general feeling of tautness, inability to relax and restlessness. 
However, the term may also be used synonymously with 
anxiety to denote a general feeling of apprehension and 
increased alertness. 

Tension is also used as a carefully defined technical term. In 
physics it refers to the force exerted by a constrained body; in 
physiology to the Yorce produced by a contracting muscle. 
Much confusion has resulted in psychological and psychiatric 
writings when the two meanings are not carefully separated in 
the discussion. The distinction between the technical meaning 
of muscular tension and the lay meaning of subjective ‘tension’ 
must be borne in mind. 

Muscular tension can be measured directly by assessing the 
force exerted by the contraction of a muscle group. For 
example, a dynamometer can be used to measure grip. An 
indirect method is to assess the electrical activity of a muscle 
using two electrodes attached to the overlying skin. Such 
electrical activity (electromyogram, EMG) correlates highly 
with the tension exerted by the muscle and can be amplified and 
accurately quantified (Lippold, 1967). 

It is important to distinguish between ‘relevant’ and ‘irrelev- 
ant’ activity. Increases of tension are necessary to respond to 
physiological needs; for example, the rise in tension of the 
forearm muscles when the fist is clenched. Any simultaneous 
changes in muscle activity which are not essential to the task are 
irrelevant, such as the increase in tone of the muscles in the 
other forearm. 

Irrelevant muscle activity is greatly influenced by psychologi- 
cal factors. For example, performance in vigilance tasks has 
been found to deteriorate as forehead muscle activity dropped; 
similarly, reaction time lengthened when muscular tension 
dropped. However, at very high levels of muscle tension, 
performance again falls off as the total relationship between 
performance and physiological activity is the well-known 
inverted U-shaped curve. 

The relationship between muscular tension and subjective 

‘tension’ is complex. The most direct association is that of the 
James-Lange hypothesis; the experience of muscular tension 


(and autonomic activity) actually constitutes the emotional 
state. Alternatively, the reverse relationship could be post- 
ulated; that emotional states always evoke increased muscular 
tension. However, the most general view is that the EMG 
provides a useful correlate of subjective ‘tension’ without 
implying causality. The most direct evidence against any such 
causal relationship is to be found in dissociation between the 
two which may occur in drug induced states. Curare induces 
muscular paralysis yet there is usually an increase in subjective 
‘tension’. Conversely, drugs which reduce subjective ‘tension’ 
by a direct central action may not induce a reduction in EMG. 
Even in the absence of drugs, correlations are frequently low 
between EMG levels and self-ratings of ‘tension’. Furthermore, 
no substantial correlations have been found between EMG 
levels and various personality traits nor is there consistent 
evidence that emotionally responsive individuals have high 
EMG levels. 

Measures of tension, both subjective and objective, have 
been used to differentiate psychiatric syndromes. 

Several studies have shown that anxious patients have high 
EMG levels and these patients, in particular, complain of 
subjective ‘tension’. Thus, muscle activity in the forehead is 
usually greater in anxious patients and some relationship has 
been found between such activity and certain somatic anxiety 
symptoms. Anxious patients also show more persistent muscu- 
lar responses to stimuli, such as noise, than do normal subjects, 
and during stressful interviews anxious patients have higher 
EMG levels than non-anxious control subjects. 

Despite claims that the EMG is greatly increased in depressed 
patients, conflicting results have been obtained. Retardation is 
supposed to be particularly associated with high tension levels 
but agitated patients also show high levels of muscle tension. 

In schizophrenia both acute and chronic patients may have 
elevated EMG levels. In all these psychiatric conditions the 
raised tension levels probably reflect general emotional over- 
arousal rather than any more specific mechanism. 

In some conditions, however, excessive muscular activity 
may form the central pathological process. Examples of these 
conditions include tension headaches, torticollis, tics, occupa- 
tional cramps and possibly insomnia. It has been suggested that 
in its most extreme form the tendency of some individuals to 
respond selectively in one particular autonomic or muscular 
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system might lead to specific somatic symptoms centred on that 
system. For example, high levels of muscle activity may be 
found in the neck and scalp of patients complaining of 
headache. While this might be a response to pain rather than be 
implicated in its aetiology, there is some evidence that 
reductions in this muscle tension lead to corresponding 
reductions in pain. Therefore, several methods have been 
devised to control muscle tension so that symptoms could be 
relieved directly. 

Among these methods hypnosis has been very widely used 
but changes in muscle tension activity have not usually been 
found. In some hypnotic states muscular and autonomic activity 
may even be heightened. There is no clear evidence that 
hypnosis or autosuggestive procedures such as autogenic 
training are widely useful for the treatment of chronically tense 
patients. Other techniques such as progressive relaxation 
(Jacobson, 1964) have not been evaluated in a sufficiently 
precise manner for their effectiveness to be clear. 

More recent techniques have been devised in which relaxa- 
tion training is combined with automated systems which feed 
back information concerning EMG levels to the patient. In 
normal subjects just one session of EMG feedback is sufficient to 
reduce forearm muscle activity to near zero levels. Without 
such feedback equivalent voluntary control requires very long 
training. Such techniques have been used to treat choreiform 
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movements and tension headache. In the study of patients with 
tension headache the ability of patients to control frontalis EMG 
and to reduce it to low levels was paralleled by a steady decrease 
in reported headaches. Even outside the treatment situation 
patients became increasingly aware of rises in forehead tension 
and were ableto reduce it (Budzynski, Stoyva and Adler, 1970). 

In summary, there is no clear evidence that subjective, 
‘tension’ and objective measures of tension, mainly the 
electromyogram, correlate to an appreciable extent. However, 
there are many specific conditions in which assessment of 
tension is useful and treatment directed at lowering objectively 
measured tension may be useful. 
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Therapeutic Communities 


MAXWELL JONES 


The term ‘therapeutic community’ epitomized a reaction 
against the established modes and practices in psychiatric 
hospital during World War Il. Symptomatic of this change were 
the developments at the military hospital near Birmingham, 
which resulted in the so-called Northfield experiment, and the 
development at Mill Hill emergency hospital, staffed by 
psychiatrists and other disciplines from the Maudsley Hospital. 
The criticism of psychiatric hospitals and psychiatric practices 
generally has continued during the last two to three decades, 
and has shown a growing momentum. This change in climate is 
reflected in the social upheavals of our time, epitomized by 
student unrest, the growing awareness of such problems as the 
generation gap, increase in crime, and the growing abuse of 
drugs, as an escape from the realities of life. 

The original developments under the heading of therapeutic 
community were models for change in the direction of a more 
liberal and patient centred social system in hospitals. Hospitals 
represented a microcosm of society and had many advantages 
in studying new social systems. Clearly a hospital is a very 
attenuated system, and the number of variables is much less 
than in any community outside such an artificial setting. 

The social rehabilitation centre at Belmont Hospital, later 
renamed Henderson Hospital, was an early attempt at establish- 
ing a therapeutic community as a model for change. The 
subjects were sociopaths, many of whom were referred by the 
courts, and who represented casualties from the wider social 
system in London. These referrals were labelled as deviants 
from the norms of society, and it was almost inevitable that we 
should attempt to create a transitional community at Belmont. 
We soon recognized that our formal psychiatric training and 
middle-class background equipped us poorly to understand the 
deviant behaviour of these sociopaths. By adopting a group 
treatment approach rather than an individual one we were able 
to learn the contribution that the patient's own peers could 
make towards their better adjustment. We became increasingly 
interested in their everyday behaviour and in addition to the 
more familiar group treatment meetings we established meet- 
ings of the whole community of patients and staff, with a view to 
understanding their day to day behaviour as perceived not only 

by staff but also by their peers. In this way the role of the patient 
became increasingly important, and we became interested in 
the social organization within which we were all interacting. 


The social environment in which people lived and interacted 
became an important aspect of change. Individual or group 
therapy was seen as no more significant than the social forces 
operating on individuals during the 24-hr day. Our concern was 
to learn how to organize the social environment so that it would 
contribute to change and help the individual at risk to achieve a 
better adjustment with the hospital society and later with society 
outside. 

We began to pay more and more attention not only to the role 
of the patient, but the various staff roles. Though time roles and 
role relationships became our major preoccupation, as did the 
gradual assessment of our social values, we began to realize the 
importance of ‘a therapeutic culture’, and found that this 
development had a profound effect not only on the patients, but 
on the staff too. We began to look at our interpersonnel 
differences and rivalries, and came to see that there was little or 
no distinction between what was called training for the staff and 
treatment for the patients. Individual supervision as such 
disappeared, to be replaced by supervision of every individual 
within the group matrix. 

The active participation of the patients and their families in 
the treatment process slowly altered our perceptions of the roles 
of doctor, nurse, social worker, and psychologist. We came to 
see ourselves as resource people or facilitators, whose goal was 
to help the patients to help themselves. Two-way communica- 
tion and shared decision making became part of our treatment 
philosophy. The delegation of responsibility and authority by 
the senior staff reached the point where no decisions were made 
without due participation by all people concerned in carrying 
out a tentative plan. The idea of a unilateral decision became 
untenable, and the entire community of patients and staff shared 
in the responsibility of decision making. In this way everyone 
was interested in outcome and when failure occurred, as was 
not uncommon at first, we would then try to analyse the 
situation to learn where we had gone wrong. 

Social learning became a very important aspect of treatment 
and largely replaced the more narrow concepts of individual 
and group psychotherapy. We began to see all problems of 
living and of stress as potential learning situations. We began to 
develop techniques whereby at times of stress the staff and 
patients would collaborate in understanding the meaning of the 
stress and the way in which the social environment could be 
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mobilized to bring about change. As an example, if a doctor on 
a particular ward was seen as being authoritarian he would be 
asked to meet with some of his staff, and the patients, and both 
parties would then invite an outside facilitator. This was usually 
a staff member experienced in group dynamics and social 
systems theory. Such an individual was expected to be objective 
and look at the situation with a view to exposing some of the 
underlying dynamics. This process often resulted in people 
becoming aware of some of their own individual prejudices and 
blind spots. In resolving these problems we learnt that never was 
anyone right and someone else wrong. We learnt to understand 
the factors that lie behind behaviour and how to modify the 
antisocial potential within us. Social learning in this context 
amounts to some subjective change, and awareness of one’s self 
as seen by others. Attitudes, beliefs, values, all came under 
discussion, and some modification of attitudes almost invari- 
ably resulted (Jones and Polak, 1968). 

Along with the process of social learning was a disappear- 
ance of the typical hospital hierarchical authority system. 
Everyone’s skills tended to be mobilized in trying to understand 
behaviour and effect change. Through time the idea of multiple 
leadership in a multidisciplinary setting began to emerge, and 
later a strong disbelief in the relevance of much of our 
professional training. This coincided with an increasing beliefin 
the latent potential of patients to help themselves, and the 
importance of the patients’ own peer group in bringing about 
change (Jones, 1968a, b). 

The lesson learned in those early days became much more 
current as the questioning of our whole social structure became 
more overt. The advent of the ‘hippies’ with their rebuttal of 
social mores, the increasing use of drugs, particularly by 
younger people, the campus riots and the racial riots inthe USA, 
all seem to have their origins in social disorganization on a 
national scale. Itis no accident that during this period psychiatry 
began to change its emphasis from hospital-centred practice to 
much more community involvement. But psychiatrists had had 
no training or experience in the action field, and were strangers 
in the underprivileged areas where most social problems are to 
be found. 

During my seven years as Physician Superintendent at 
Dingleton Hospital up to 1969, | had an opportunity of 
participating in such a transition at first hand. It was during this 
time that Dr. Paul Polak, from Fort Logan, Denver, Colorado, 
spent two years with us, and we began to develop a crisis 
intervention programme. Instead of sitting in hospital waiting 
for an identified patientto arrive, we began to go to the patient's 
home and enter into the social system of the family. Along with 
many other psychiatrists at that time, we realized how totally 
different such an assessment in the home environment was 
compared with a similar interview in the office. We began to 
focus as much attention on the social environment of people at 
risk, as on their symptomology. In fact we began to suspect the 
symptomology which psychiatrists use to describe their 
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patients was something which was in part learnt within the 
social organization of the hospital. Most problems could be 
seen in terms of disorganization within the family system, and 
this appeared to be as important an aspect of the problem as the 
patient's individual symptomology. In line with psychiatric 
developments generally we began to use the neighbourhood 
worker, family member or indigenous non-professional to 
interpret the community happening to us. This was very similar 
to what had happened at Henderson, when as middle-class 
psychiatrists we had had to depend on the patient population to 
give us some awareness of the culture of the underprivileged in 
London. Just as we had used the patients’ peer group to give 
support and understanding in treatment, so now we were using 
the patients’ own social system to bring about change in the 
direction of a more equilibriated family system. 

Therapeutic communities have been developed in many 
hospitals and institutions such as prisons, particularly in 
California (Jones, 1968b). To some extent this model of a 
change system could be said to have affected the practice of 
psychiatry in both the UK and the USA. Preoccupation with 
training in individual psychotherapy and organic psychiatry is 
no longer seen as the only thorough training needed for a 
psychiatrist. The importance of the social environment both in 
the patients’ home and in the hospital setting have become a 
commonplace. 

However, professionals still lack adequate training in the 
concepts of social learning, social systems and models for 
change. Much of the present transition from hospital to 
community psychiatry is taking place in a setting of trial and 
error, and on the job training. The fear of physical danger and 
property damage in the USA is acting as a powerful stimulus toa 
re-examination of many aspects of the social system. Unfortu- 
nately, psychiatry is resistant to change, and the political system 
in particular seems so far either unable or unwilling to have their 
social organization discussed and criticized with a view to 
learning. The educational system on the other hand seems to be 
more open to this kind of examination. Britain has had a stirring 
example in the work of A. S. Neill at Summerhill, and the great 
advances in elementary education, along the lines of free 
choice of time and subject for learning are hopeful trends. 

This article has tried to put therapeutic communities within 
some kind of historical and social perspective. Hopefully the 
term will disappear as these values and techniques are absorbed 
within the value system of a wider society. 
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Transference and the 
Psychotherapeutic Process 


HEINZ H. WOLFF 


The importance of the phenomenon called transference was 
first recognized by Freud in 1895 and later described by him in 
greater detail (Freud, 1912). The subject has recently been 
reviewed by Sandler, Dare and Holder (1970). Ithas remained a 
central concept in psychoanalytic theory and practice, but it has 
implications for other forms of psychotherapy as well as for the 
understanding of human relationships in general. In its widest 
sense it can be defined as the process by which a person 
experiences in relation to another person feelings and attitudes 
which he had previously experienced towards other significant 
figures in his life; these earlier experiences often date back to 
childhood but they may have originated at later stages of 
personal development. In terms of psychodynamic theory, and 
object relations theory in particular, the phenomenon can be 
understood as the result of introjection of objects which are later 
projected on to other people to whom the person then reacts as 
he had done previously towards the original object. Or, in terms 
of learning theory, transference phenomena can be looked 
upon as learnt responses towards certain stimuli; this formula- 
tion is, however, less satisfactory as it fails to emphasize the 
experiential, and often global and intense nature of transference 
phenomena. 

There are several reasons why transference should have been 
recognized first as an important manifestation of the patient's 
behaviour in the course of classical psychoanalysis. Whilst 
transfered feelings of love and dependency (positive transfer- 
ence) were found to help the patient to work with his therapist in 
the therapeutic relationship, feelings of mistrust and hatred 
(negative transference) or strong sexual feelings (erotic transfer- 
ence) tended to act as a resistance and prevented progress, or 
led: the patient to break off treatment, unless they were 
recognized and interpreted. 

The fact that in the classical analytic setting the analyst sits out 
of sight of the patient, remains silent for long periods and reveals 
as little as possible of himself, encourages the patient to develop 
strong transference feelings by projecting his fantasies on to him 
without being able to check them against reality. However, 
there are individual variations in the behaviour of different 
analysts, determined partly by their own personalities and 


attitudes, including their countertransference—the analyst's 
recognized or unrecognized transference on to the patient 
—and partly by their particular therapeutic technique. 
These factors will inevitably influence the patient's transfer- 
ence: the-notion that the transference develops in a neutral 
setting, the analyst merely acting as a mirror in which the 
patient’s mental life is reflected, is therefore no longer tenable. 

There is, however, no doubt that careful observation of 
transference phenomena in analysis or any other form of 
psychotherapy gives the therapist the opportunity of witnessing 
how the patientis re-living in relation to him earlier phases of his 
development, and how he tries to cast him into the role of an 
object with whom to live out his various internal object 
relationships. Kleinian analysts have drawn particular attention 
to the fact that even very early phases of infantile development 
are re-experienced in the transference, including the early 
symbiotic mother-infant relationship, infantile dependence, 
splitting and persecutory anxiety belonging to the paranoid- 
schizoid stage, and depressive phenomena belonging to the 
depressive position of early childhood. 

At the same time it has become increasingly recognized that 
the real relationship between therapist and patient fundamen- 
tally affects the progress and outcome of the therapeutic process 
in all forms of psychotherapy, psychoanalysis included. To 
reduce everything the patient feels in relation to his therapist by 
interpreting it as transference diminishes the patient's experi- 
ence of being recognized as a real person (Guntrip, 1961). 
Existentialist therapists in particular have stressed the need to 
accept what the patient experiences and communicates in the 
here-and-now situation as real. Ezasz (1963) makes the 
important point that what constitutes transference or reality is an 
evaluative judgement and not simply an objective description 
of the patient's behaviour. The real feelings of the patient 
towards his therapist may be judged by the therapist to be 
transference manifestations but the patient may disagree, or 
vice versa; and either or both of them may be wrong. He also 
points out that analysts may use the concept of transference as a 
defence in order to protect themselves from being regarded in 
reality by their patients as objects of intense love, sexual desire, 
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or hatred. For example, positive or negative feelings directed 
towards the therapist are not necessarily based on transference 
of feelings previously experienced, but may be based on the 
patient's realistic perception of the therapist's attitude, even 
though the latter may prefer to regard them as transference. 

The resolution of this basic dilemma in the psychotherapeutic 
process may be helped by focusing on the interaction between 
therapist and patient in their mutual relationship rather than on 
the patient as if he were a separate object of observation. In this 
inter-relationship the therapist must be sensitive to whatever the 
patient and himself are experiencing; he must show accurate 
empathy, genuineness and non-possessive warmth (Truax and 
Carkhuff, 1967); what the patient experiences must be accepted 
as having psychic or inner reality, often strongly influenced by 
past experience. The joint task must then be to explore together 
to what extent and how their mutual interaction and experience 
are influenced by these inner realities and how these compare 
with outer reality in the here-and-now situation. The aim, as 
Guntrip (1961) puts it, is 

‘to give the patient an opportunity to grow out of his emotionally 
infantile inner world into an ability to relate himself realistically to the 
analyst as a real person of the present-day outer world, and as a 
consequence to become able to relate himself with realism to all other 
persons. To make this possible the analyst must be a real person to the 
patient. In doing so he gives the patient just what was missing in 
childhood to enable him to become a real person.” 

How these aims are to be achieved in the course of 
psychotherapy raises the question of how transference or inner 
reality phenomena are to be handled in the psychotherapeutic 
setting. As mentioned earlier, transference phenomena, espe- 
cially strong erotic or hostile feelings towards the therapist often 
block progress. Interpretation of the transference may then help 
the patient to verbalize his feelings and to open the path towards 
further exploration of unconscious processes. Similarly, 
interpretation of phenomena which take place between patient 
and therapist, or in group psychotherapy between different 
group members, are likely to make a greater and more 
immediate emotional impact than interpretations concerning 
the patient’s relationships to people outside the therapeutic 
situation. Some analysts claim that the only effective or mutative 
interpretations are transference interpretations. 

There are, however, occasions when such interpretations are 
meaningless or antitherapeutic. Psychotic patients or those who 
pass through a temporary psychotic phase, as may happen in 
borderline cases, presenta particularly difficult problem. Whilst 
such patients do indeed develop a strong transference towards 
their therapist, the so-called psychotic or delusional transfer- 


ence, they are usually unable to distinguish between inner and 
outer reality. Interpreting the transference may then be mean- 
ingless to the patient; instead it may be necessary to accept the 
patient’s communication as real tohim and to wait until his ego 
functions have sufficiently recovered for him to appreciate the 
transferential nature of his experience. 

Further, Winnicott (1956) has pointed out that even non- 
psychotic patients who are in a regressive phase, or who have 
suffered severe emotional deprivation, due to lack of ‘good 
enough’ environmental care and provision in the early 
mother-infant relationship, must at times be allowed to relive 
their earlier experiences in relation to the therapist; he must 
then be prepared to ‘hold’ the patient and to provide, through 
his real adaptation to his needs, what the patient had failed to 
get earlier in life. Transference interpretations at such stages 
interrupt the therapeutic process and should be postponed until 
the patient has progressed sufficiently in his personal develop- 
ment through his real and better experiences in relation to his 
therapist. At such times the therapist's task is to ‘be’ there as a 
real person with his patient, like a mother with her infant, rather 
than to ‘do’ anything to the patient by making interpretations, 
transference or otherwise. 

In general, every therapist, in addition to watching his own 
attitudes and countertransference, needs to be constantly aware 
of possible transference manifestations as well as of the real 
nature of the relationship between himself and his patient; he 
then has to decide when it is therapeutically more helpful to 
restrict himself to doing nothing other than to interpret the 
transference or other phenomena, and when not to interpret, 
supplying instead some of his patient's immediate emotional 
needs, in as far as this can be done within the limits set by the 
therapeutic relationship. 
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Twins 


JAMES SHIELDS 


Though of considerable interest in their own right, twins are of 
most importance in medical psychology for the light their study 
can shed on genetic and environmental contributions to 
aetiology, and their interaction. Twins can also be of value in 
the problem of classification of psychiatric disorders. 


Monozygotic and dizygotic twins 


The twin method assumes that there are two kinds of twins: 
monozygotic (MZ) pairs, presumed to be genetically identical, 
and dizygotic (DZ) or genetically dissimilar pairs; and that the 
two kinds can be correctly distinguished. The assumptions are 
sufficiently tenable for the method to be used, along with others. 

Abnormal chromosome division has been known to give rise 
to MZ twins of opposite sex, but this is extremely rare. If genetic 
mosaicism or cytoplasmic inheritance or other factors are 
established as leading to twins of monozygotic origin but 
genetically different, their effects will lead to the underestima- 
tion of the importance of genetics. Errors in determining 
zygosity are, of course, possible, and unless a pair can be shown 
to be DZ by a difference in a blood group or some other genetic 
polymorphism, classification rests on probabilities, albeit often 
extreme ones. 

However, errors in carefully conducted studies are less 
frequent than was once thought. There is good agreement 
between classification based on outward appearance and a 
history of being frequently mistaken and that based on extensive 
serological tests. Statements of the number of placenta are 
unreliable and inconclusive. In doubtful cases it is important 
that zygosity classification should not be influenced by similar- 
ity or difference in the trait under investigation. 


Frequency 


In the UK about one pregnancy in 83 results in twins. Between a 
quarter and a third of twins born are MZ. About a third of MZ 
pairs are dichorionic. Perinatal mortality is higher in twins than 
singletons. The frequency of some disorders, for example 
spastic paraplegia, is raised in twins; such observation can 
sometimes give a clue to aetiology. The mean intelligence of 


twins is about 5 1.Q. points below that of singletons, but the 
relative contribution of biological factors such as low birth 
weight and psychological factors such as lack of verbal 
stimulation is disputed. 


Psychological development 


Twins are as such not high risk subjects for schizophrenia, 
homosexuality or psychiatric disorder in general, though 
twinship can colour the picture or sometimes influence the 
course of the disorder in those otherwise predisposed. This may 
be so particularly with personality disorders in young persons 
where the normal attachments and antagonisms of growing up 
as a twin can be of major significance. It is common in twins as 
in other dyadic relationships for habitual differences in aspects 
of dominance and submissiveness or of energy to develop and 
these can be important in determining which twin is more at risk 
for psychiatric illness. While the more submissive twin is the 
more likely to be affected (or the more seriously affected) in 
pairs where at least one twin is schizophrenic or depressive or 
neurotic, itis the more dominant twin who is more likely to run 
into trouble of a psychopathic kind. 


Environmental reasons for discordance 


Since MZ twins are genetically identical, any differences 
between them must be due to differences of an environmental 
kind from conception onwards. They can therefore provide 
evidence for the importance or otherwise of environmental 
factors. Though twins share so many important features of the 
early environment, they can differ in birth weight, in physical 
health, in their family relationships, in occupation, marital 
history and adult health. The study of twins where only one is 
affected with a psychiatric condition (discordant pairs) can lead 
to a search for the most likely reasons for the difference. 
Alternatively, one can start with pairs known to differ in some 
environmental or developmental factor (birth weight, being 
reared apart, head injury, alcohol consumption, smoking, 
childbirth, to mention some that have been studied) and test 
hypotheses concerning the psychiatric or other consequences. 
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The promise of this line of study has not been fulfilled, though 
the method has not been sufficiently exploited. Reasons for 
discordance, being multiple, tend to be interrelated in ways that 
are difficult to disentangle. Being of low birth weight or 
submissive, as compared with the co-twin, is implicated in 
several studies, but the relevance for non-twins is not always 
clear. Similarities observed in twins despite the difference in 
environment highlight the importance of heredity. 


MZ:DZ resemblance as indication of genetic 
factors 


Similarity in MZ pairs does not in itself show the importance of 
heredity. For this one needs to hold the environment as constant 
as possible and vary the genotype by comparing MZ twins 
reared together with same-sex DZ twins reared together. If the 
MZ pairs are significantly more alike in respect of a trait there is 
support for the hypothesis that the genes make a difference, at 
least in the setting of the experiment. The conclusion holds so 
long as features of the environment that are more similar for MZ 
than DZ twins cannot account for resemblance in the trait under 
investigation. 

There is more force in the objection for some traits than 
others. For example, if MZ juvenile delinquent twins go around 
more in pairs than DZ juvenile delinquents they run a greater 
chance of both being caught; and this may account for what 
small difference there is in concordance rates, high in both 
kinds of twin. The objection is less plausible for adult 
psychiatric disorder. There is evidence that the objection has 
little force in accounting for resemblance in intelligence and 
personality. The comparison of twins that are closely attached 
with those that are less so, the study of identical twins believed 
by their parents to be non-identical, and in particular evidence 
from twins reared apart, show that resemblance in MZ twins 
reared together is not accounted for by identification or by being 
treated alike in subtle ways by the parents. Indeed, environmen- 
tal closeness may act as a differentiating factor by encouraging 
dominance relationships or other polar development. 


Background to Mental Disorders 


Many studies, mostly of normal adolescent twins, have shown 
the relevance of genetic difference for variation in intelligence 
and certain aspects of personality. Attempts have been made to 
measure heritability, i.e. the proportion of variation due to 
genetic factors. Also of relevance to psychiatry are twin studies 
showing genetic variation in rate of maturation, in 
psychophysiological measures, and in the metabolism of drugs 
such as nortriptyline. 


Schizophrenia 


In twin studies of mental illness the importance has long been 
recognized of investigating series of twins unbiased in favour of 
similarity. Since 1928 there have been 11 studies of schizo- 
phrenia where this has been attempted with varying success. 
They come from 7 different countries and comprise some 1,300 
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same-sex pairs. In all studies but one, both MZ twins have been 
affected with a schizophrenic-like psychosis more than three 
time as frequently as both DZ twins. The concordance rates 
reported have varied rather widely and tend to be lower in the 
more recent studies, partly because a broader range of 
schizophrenia has been sampled, including milder cases. 

There is no true concordance rate which will hold for all 
populations. In recent European studies the chance of the MZ 
co-twin of a schizophrenic proband suffering from a similar 
disorder is close to 50 per cent, that of a DZ co-twin about 17 
per cent, and that of a person from the general population a little 
over 1 per cent, Some of these studies were based on registers of 
all twins born and of all cases of psychosis. In a study where the 
histories were assessed blindly by different diagnosticians, best 
discrimination between MZ and DZ concordance rates was 
obtained by criteria for schizophrenia which are fairly broad in 
the UK and narrow in the USA 

Reports of twins reared apart and studies of adopted or 
fostered children fail to refute the conclusion that genetic factors 
play a significant and specific role in the aetiology of 
schizophrenia. At the same time the high discordance rates in 
MZ pairs is perhaps the strongest evidence that environmental 
factors, notso far identified, are required for the development of 
the psychosis in the predisposed individual. 


Other psychiatric disorders 


In the affective disorders, twin studies have been less extensive 
but support the hypothesis that genetic factors are most specific 
and important in psychoses presenting with both mania and 
depression, while they are of little or no importance in many 
cases of reactive depression. Earlier, twin studies had been of 
similar importance in showing aetiological heterogeneity in the 
epilepsies. 

There is growing evidence from twin studies that genetic 
factors play a role in many cases of psychopathy and personality 
disorder. The degree of anxiety proneness appears to be a trait, 
partly under genetic influence, which is important in the anxiety 
neuroses. On the other hand, hysteria, as it is commonly 
diagnosed, may be a symptom with no genetic specificity, 
which can occur in a variety of disorders with different 
aetiology; in one twin study, no concordance for the diagnosis 
of hysteria was found in either MZ or DZ pairs. 
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Unconscious, The 


H. F. ELLENBERGER 


The history of the discovery of the unconscious is a long and 
complexone. Two parallel trends, both very ancient, developed 
side by side, and sometimes intermingled. One involved 
working with the unconscious mind, the other aimed at the 
elaboration of a concept of the unconscious. 

From time immemorial, medicine men and shamans in 
numerous populations made use of unconscious psychic forces, 
mainly for healing. To this end they applied various techniques 
which can be classified into two groups. In the first group, the 
medicine man conjured unconscious psychic forces from the 
patient, while moulding them according to a specific cultural 
pattern. Thus, in certain places, the medicine man brought 
about a possession (be it possession by an ancestor, a spirit, an 
animal, etc.) and then exorcised the patient. Another technique 
(applied for example in the temples of Esculapius) consisted of 
causing a therapeutic dream. To this first group of techniques 
belongs hypnotism, which is a very ancient and widespread 
practice. 

The second group of techniques consisted in the medicine 
man inducing in himself the emergence of unconscious psychic 
forces. In Siberia, for instance, the shaman hàd acquired 
techniques enabling him to put himself in a trance. In such 
conditions, he had encounters with good and evil spirits, or 
journeyed through the land of the dead. (Incidentally, this type 
of experience was very likely the source of those epic accounts 
of journeys through the land of the deceased, such as told in the 
Gilgamesh Epic, the Odyssey, and later similar poems). To this 
group belong also the various techniques of self-hypnosis and 
mediumism. 

Medicine men and shamans had to undergo a long and 
difficult training, which often entailed the experience of a 
painful initiatory illness. 

A quite different trend led to the slow development of the 
concept of the unconscious, but here also, there are several 
aspects: the speculative, the experimental, and the clinical. 

The speculative approach is found in Hindu philosophy 
(especially the Vedanta), among certain Greek thinkers (the 
Stoicists, Plotinus), in Saint Augustine, mystics of the middle 
Ages, Boehme, as well as German Romantic philosophy and 

Philosophy of Nature. Schelling, von Schubert, Troxler, C. G. 
Carus, and many others expounded philosophical theories of 
the unconscious. These philosophers were interested in dreams, 


myths, inspiration, genius, and particularly hypnotic trance, as 
manifestations of unknown unconscious forces, 
Schopenhauer’s system was based on the theory of a cosmic 
all-pervading blind force which he called the ‘will’. The ‘will’ 
permeates every human being and directs his actions, feelings 
and thoughts, without his becoming aware of it. Thus, the young 
man who falls in love believes that he is attracted by the beauty 
of one particular woman, whereas he is unconsciously follow- 
ing the call of the ‘genius of the species’, in other words, the 
instinct of perpetuating the species. This kind of speculation 
culminated in Eduard von Hartmann’s Philosophy of the 
Unconscious (1869). The ‘will’ of Boehme (Schelling and 
Schopenhauer took the more appropriate name of the *uncon- 
scious’) was described as a highly intelligent, although blind 
dynamism, underlying the visible universe, pervading the 
inanimate world, and constituting the source of the individual 
man’s conscious mental life. Von Hartmann supported this 
theory, not only with philosophical arguments but also with 
numerous psychological facts. Further developments of this 
conception were brought forth by Nietzsche, who particularly 
emphasized man’s propensity to deceive himself and the 
irrational source of civilized mores and ethics. 

Meanwhile, a group of speculative biologists from Hering to 
Driesch developed the idea that memory, habit and instinct are 
three aspects of a property inherent in living matter. This theory 
was popularized in England by the novelist Samuel Butler in his 
book Life and Habit (1878). 

The experimental approach to the knowledge of the uncon- 
scious can be traced back to Leibniz’s observations on the 
‘small perceptions’, that is, perceptions that are below the 
threshold of consciousness. Herbart worked out a dynamic 
system out of the idea of the threshold of consciousness: he 
described how the ‘representations’ struggle in order to emerge 
from below this threshold, the stronger ones appearing in the 
consciousness while repelling the weaker ones into darkness. 

G. Th. Fechner the ‘father of experimental psychology’, under- 
took a long series of laboratory experiments to measure the 
intensity of perceptions; he expanded the idea of unconscious 
perceptions. In the meantime, other experimental approaches 
had been devised. In 1833 Chevreul had shown that the 
movements of the divining-rod and of the pendulum resulted 
from the imperceptible movements of the subject caused by 
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unconscious thought. In 1854 he extended his research to the 
‘turning tables’ and contended that the alleged messages of the 
‘spirits’ were the expression of the unconscious thoughts of the 
medium, Helmholtz in 1858 investigated experimentally the 
phenomenon of ‘unconscious inference’, i.e. man’s ability to 
make a complete perception out of incomplete sensory data 
without being aware of it. Then Francis Galton invented the 
Word Association test: he enunciated a number of words to a 
subject who had to respond with the first word that came into his 
mind. Galton found that, unknown to the subject, many 
answers were derived from emotional motivations. 

The clinical approach had been anticipated in the Renais- 
sance period with the concept of a peculiar ‘power’ of the mind, 
‘imagination’ a term that included all what we call suggestion 
and autosuggestion and more. Montaigne viewed ‘imagination’ 
as a frequent cause of physical, emotional, and mental disease, 
as well as all manifestations commonly ascribed to magic. 
Imagination could cause the appearance “of stigmata, the 
tranformation of one sex into another, and even death. But 
imagination could also be used toward the cure of physical and 
mental disease. In 1745, Muratori published a treatise, On the 
Power of Human Imagination, in which he described, among 
the many manifestations of imagination, dreams, visions, 
delusions, fixed ideas, ‘antipathy’ (i.e. phobias), and above all 
somnambulism. To be sure, another explanation of phobias had 
been enunciated by Descartes in his treatise, On the Passions of 
the Soul (1649): ‘aversions’, as he called them, originate in the 
events of the early infant age, which have been forgotten. A 
baby in his cradle had been frightened by a cat, without 
anybody noticing it; the child forgets it, but the ‘aversion’ for 
cats remains imprinted in his brain for the rest of his life. In a 
letter to one of his friends, Descartes tells that he had a 
propensity for falling in love with squint-eyed women. In 
thinking about it, he remembered that as a child he loved a little 
girl who had that defect. After he had recognized and 
understood the connection, his predilection for squint-eyed 
women disappeared. But it did not occur to Descartes that this 
observation could be made the starting point of a therapeutic 
procedure. 

Actually, the clinical approach was initiated at the beginning 
of the nineteenth century by the Mesmerists. These men work 
with a pragmatic approach, that is, by inducing ‘mesmeric 
sleep’ (later called hypnosis). They equated hypnosis with 
somnambulism, in other words, they considered hypnosis a 
form of somnambulism which could be repeated at will, while 
the subject remained in close rapport with the hypnotist. They 
were familiar with the recall of forgotten memories in the 
hypnotized subject, and the phenomena of post-hypnotic 
amnesia and post-hypnotic suggestion. They endeavoured to 
use hypnosis as a means for the exploration of the deepest 
recesses of the human mind. Some of these men systematized 
their findings and proposed theories of the twofold structure of 
the human mind (conscious and unconscious). 

Around 1850, a new approach to the unconscious mind was 
proposed, namely automatic writing. Its original purpose in the 
spiritualists’ contention, was to receive messages from the 
disincarnate beings; later it was used as a clinical approach to 
the unconscious mind (e.g. William James). 

In France, the philosopher Maine de Biran emphasized the 
importance of the subterranean realms of the mind and their 
influence on our feelings, thoughts and actions; he exerted a 
great impact upon the French ‘alienists’ of the nineteenth 
century. Conversely, in Germany, Griesinger adopted Herbart’s 
psychology and taught that the psychotics’ delusions expressed 
the patients’ frustrated wishes. In England, Maudsley in his 
Physiology and Pathology of the Mind (1867) sharply chal- 
lenged the common belief in the validity of clear conscious 
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thoughts and gave clinical evidences of the fallacy of con- 
sciousness. 

In the last two decades of the nineteenth century, there was a 
widespread interest in the unconscious among the educated 
circles in Europe. A gradual merging of the various trends came 
about, that is, of the therapeutic approach with the speculative, 
experimental and clinical concepts. Thus, William James 
experimented with hypnosis, automatic writing, and mediums. 
Théodore Flournoy, another keen student of mediumism, 
coined the term ‘cryptomnesia’ for those forgotten memories 
that emerge in clear consciousness and are believed by the 
subject to be his own thoughts. Flournoy analysed the 
manifestations of the ludic and mythopoetic unconscious in his 
Geneva medium, Hélene Smith. Frederick Myers (1903) made 
an outstanding survey of all previous research that had been 
performed in those fields and attempted to include para- 
psychological phenomena within the area of research on the 
unconscious. 

During the same period, the neurologist Charcot found 
correlations between traumatic paralyses and the unconscious 
representations of the trauma. Pierre Janet showed that hysteri- 
cal symptoms were connected with ‘subconscious fixed ideas’ 
which had been ‘split off’ from the conscious mind. He reported 
the cure of several hysterical patients by finding out under 
hypnosis the initial trauma and having it re-enacted by the 
patient. Janet had coined the term ‘subconscious’ in order to 
distinguish his clinical concept from von Hartmann’s metaphys- 
ical theory of the unconscious which was popular at that time. 

In the course of the nineteenth century, the means of 
approach to the unconscious had gradually been increased. 
After hypnosis, there had been automatic writing, automatic 
drawing, at times automatic talking (Janet), crystal gazing, the 
observation of ‘distractions’ (Janet), the Word Association Test 
(Galton, Ziehen, later Jung). At this point, Sigmund Freud 
devised a new approach to the unconscious, namely a specific 
technique of free associations, dream interpretation, the obser- 
vation of ‘symptomatic’ actions, and the analysis of transference 
during the psychoanalytic process. The content of the uncon- 
scious, Freud said, has not been just ‘split off’, but ‘repressed’, 
i.e. forcibly expelled from consciousness. Neurotic symptoms 
express a conflict between the repressing forces and the 
repressed material, hence the ‘resistance’ met by the analyst 
when trying to uncover the latter. Aside from occasional 
psychic traumas, the whole period of early childhood has been 
repressed with its Oedipus situation (the little boy’s amorous 
feeling toward his mother and hatred for the rival father; the 
reverse in the little girl). In a normal individual, these early 
childhood situations influence his thoughts, feeling and acts, 
unknown to him. Inthe neurotic they determine a wide gamut of 
symptoms which psychoanalysis endeavours to trace back to 
their unconscious sources. During the psychoanalytic treat- 
ment, ‘transference’ (i.e. irrational attitudes towards the analyst) 
manifests a revival of old forgotten attitudes towards parents. 
The psychoanalyst’s task is to analyse, together with the patient, 
the latter’s resistance and transference and to bring unconscious 
motivations to full awareness. 

Jung introduced, as new approaches to the unconscious, the 
Word Association Test, spontaneous drawing, and his own 
technique of dream interpretation. He distinguished the per- 
sonal and the collective unconscious. The latter is the seat of 
archetypes, i.e. of universal symbols loaded with psychic 
energy. Jung considered the unconscious as an autonomous 
part of the psyche, endowed with its own dynamism, and 
complementary to the conscious mind. Jung’s therapeutic 
method aimed at the unification of the conscious and the 
unconscious, through which a man achieves his ‘individua- 
tion’, i.e. the completion of his personality. 
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Freud’s and Jung’s concepts of the unconscious have 
provided a key to numerous facts in psychology, psychiatry, 
anthropology, sociology, as well as for the interpretation of 
artistic and literary works. 

Alfred Adler pointed out the largely unconscious, fictitious 
goals aimed at by the neurotic. In his opinion, the unconscious 
is hardly more than a ‘trick’ of the individual to escape his 
responsibilities and life-tasks. 

Among more recent theories, one should mention at least the 
structuralist concept. Lévi-Strauss contended that ‘the uncon- 
scious is always empty’, which means that its role is to organize, 
according to certain patterns, elements coming from elsewhere 
(memories, images, emotions, impulses). This is also why there 
is so much similarity between the myths of populations widely 
remote from each other. 

To conclude, it should be emphasized that there is not one 
unconscious, but a variety of unconscious psychic functions. 
There is a conservative unconscious (seemingly forgotten 
memories, cryptomnesia). There is a dissociative unconscious 


(split off, repressed memories), whose explorers were Charcot, 
Janet, and especially Freud. There is a creative unconscious (the 
Romanticists, Galton). There is also a ludic and mythopoetic 
unconscious (Myers, Flournoy). There are also undoubtedly 
other unconscious realms of the mind, the exploration of which 
will be a rewarding task for generations of researchers. 
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Urbanization and Mental Health 


MARVIN K. OPLER 


The urban scene is of the utmost importance for medical 
psychology because city life is replacing rural existence in most 
parts of the world. For practical purposes one must understand 
the consequences of this shift for human behaviour. Looked at 
from the narrow perspective of the North American and 
European continents, the family has changed from a relatively 
large unit comprising three or four generations under one roof to 
the small nuclear unit of parents and younger or immature 
children without the other usual adjuncts of parents and 
grandparents and with even the children of the middle-aged 
living and working separately. This change in size from the 
extended family to smaller units also occurs in a changed 
location in which the apartment house or multiple dwelling 
tends to encroach upon the old family-size domicile, or still 
earlier, the family farm. In like manner the metropolis tends to 
reach out toward former suburbs which become middle-class 
adjuncts to the inner city. 

_ Not only has the family changed in size, location and 
intergenerational composition, but the economic system of the 
modern corporation and the huge factory have promoted 
increasing dependence upon factory-made goods in place of 
home industries along with a tendency to shift the jobholder 
around the map on Company assignments. While the family has 
changed in size, location and economic dependency, its 
functions in education or in child rearing have been supplanted 
by the school, the day care centre, the ‘baby sitter’ etc. One can 
perceive that both the infant and the child have few really 
concerned parental surrogates or substitutes to fall back upon in 
regard to both cognitive and emotional nurturance. 

Contrast this with the Navajo Indian family of Arizona where 
the extended family group still struggles to exist and does in fact 
through lengthy visits of important relatives. A Navajo experi- 
ences more emotional ties to more people if we are to believe 
Clyde Kluckhohn of Harvard who wrote voluminously of their 
greater chances of emotional security because they were not 
hemmed in by the emotional failures of parents or siblings 
alone. Also, the Navajo through sheep herding, silver work and 
the women’s manufacture of rugs and blankets continue to 
supplement the product of sheep herding, namely raw wool 
which goes into the framework of our cash economy along with 
their own economic and artistic efforts. This provides them even 
more than the denizens of our large cities with a sense of 


difference and independence and enables them to maintain 
their own culture in the face of a surrounding modernization. 
The Ute Indians of Colorado, whom the present author 
studied, have fought against encroachments which spell out a 
process of losing their own independence, their own arts, rituals 
and way of life. A number of tribal representatives took over the 
Federal Building in Washington, D.C., which houses the 
national Bureau of Indian Affairs, with an insistence that 
American Indians themselves be represented in high federal 
office in order to control their total life-ways and destinies 
against the forces of urbanization, encroaching economic 
controls and the fragmentation of generations into more 
powerless and alienated units such as we have just described. 
There is only one truly complete scientific study of mental 
health in the American metropolis and this has been called The 
Midtown Manhattan Mental Health Research Study in which 
the present author was fortunate enough to be one of three 
principal investigators, along with Dr. T. A. C. Rennie and Dr. L. 
Srole. The major findings in the middle of New York City were 
that fully one-half of the adult population both needed and 
would benefit by psychiatric intervention, certainly an amaz- 
ingly high rate of mental disorder and impairment. The study, 
unlike the study of treated prevalence in New Haven, Connec- 
ticut, went beyond the populations known to practitioners and 
agencies to a total random sample of a large segment of the 
world’s second largest city (New York). The startling findings 
that at least half of this population either urgently require or 
definitely could benefit by psychiatric treatment showed a rate 
of impairment which moved the press of New York to give this 
front page coverage for over a week. What is more, a 
tremendously high rate of psychosomatic illness was disco- 
vered, and it was a sad commentary upon the receptivity of the 
urban environment to ethnic groups that the total range of 
functional and non-functional illness was higher in the least 
established and settled communities. The Puerto Rican and the 
Hungarian communities had the highest rates of disturbance; 
this was predicted after studying the sociological and cultural 
breakdown of the Hungarian community and the harsh 
conditions of existence which affected adversely the 
economics, the family organization, and especially the values 
of the first largely immigrant group. While it is scientifically 
reassuring to make such predictions and then have the 
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computerized translations from data prove them to be highly 
significant statistically, a less cold-blooded and humanistic 
reflection would be that urban society is so sick in such parts of 
the world that the more vulnerable communities are beset with 
problems that push a rate of mental disorder even higher than 
the halfway point for New York City. Thus Kurt Vonnegut Jr.ina 
leading article in Harper’s magazine (1972) states there are only 
the large body of ‘losers’ in current society and a very small 
controlling group of ‘winners’, contrasting with the greater 
solidarity of the hunting and gathering and horticultural or early 
agricultural societies of pre-literate man. 

What has happened in regard to mental health is conse- 
quently an increase in the amount of mental disturbance in the 
highly urbanized areas of the world plus a change in the type of 
disorders. Unfortunately, that change has been in a more 
serious direction including both greater amounts of the depres- 
sive states and the schizophrenias and also psychosomatic 
ailments. Repeatedly residents from so-called ‘under- 
developed’ areas around the world state that they encounter 
hysterias in place of the more organically destructive 
psychosomatic illnesses. Further, year after year they are 
somewhat amazed by the greater amounts of schizophrenia 
with paranoid reaction or deeply depressive state disorders of a 
psychotic dimension. Both they and the present author in his 
cross-cultural research on the evolutionary progression of this 
type do find simple anxiety neurosis and neurotic forms of 
masked depression prevalent as a starting point in both the 
urban and the pre-literate scenes. What happens, apparently, is 
that the neurotic anxieties, the fleeting hysterias, the masked 
depressions without psychosomatic cover-ups dot the cultural 
maps of the pre-literate world and are treated by their shamans, 
their curing cults in ritual form, and their abundance of 
‘aftercare programmes’ indigenous to their societies. In con- 
trast, in the urban scene combinations of neglect, family 
attrition and socio-economic pressures allow these simple 
defensive systems to grow insidiously into the schizophrenic 
and affective state disorders we have mentioned above. Our 
suicide rates, our rising epidemiology for the most problematic 
groups in modern society have made mental health disturbance 
a problem larger than cancer and heart disease. 

We have noticed that modern societies are now attempting to 
cope with this by community or social psychiatric and 
psychological programmes. Preventive programmes with 
children are apparently also necessary because the rates of 
suicide, of masked depression and of childhood schizophrenias 
are engulfing younger age groups in alarming numbers. 

The urban society, when it is sick, affects the mental health 
and happiness of all the generation groups involved. The 
present author has written on these trends as they affect 
children, adolescents and the elderly. In these publications, 
controls are introduced to show that such changes are not 
inevitable in other societies organized according to different 
economic and family styles and with differing traditional 


backgrounds. Among the Eskimo, for example, the lot of the 
aged has improved in those instances where welfare and 
pensioning systems or revivals in artistic forms have provided 
them with a better situation as the Eskimo becomes involvedina 
cash economy. Yet, most instances of culture contact have 
affected indigenous mental health rates and even types of 
disorder adversely because the cultural values are shattered and 
economic exploitation replaces the old economy. One study we 
published on psychosomatic ailment showed it increasing in 
Johannesburg. 

In the Midtown Study the occurrence of psychosomatic 
ailments varied with ethnic group as did the amount and type of 
disorders. One cannot assume that ethnic diversity lies at the 
root of these difficulties because our studies in Africa including 
different tribal units in Nigeria, Ghana or Kenya show lower 
rates than among the ethnic minorities who happened to be 
under pressure as subcultures in the USA. Also, such ethnic 
groupings as we have discussed, like the Puerto Ricans and the 
Hungarians in New York City, represent a combination of 
subculture and lower social class welded together and rep- 
resenting conditions under which a cultural group exists. Our 
comments, therefore, show that culture and economic condi- 
tions of existence provide the real roots for understanding both 
the rising epidemiology and the occurrence of more serious 
types of disorder. 
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V agrants 


HENRY R. ROLLIN 


Definitions of the vagrant include three main elements: (1) an 
unsettled or irregular way of life; (2) wandering from place to 
place; and (3) no obvious means of support. There are often 
additional adjectival amplifications which are all disapproving 
or condemnatory such as, disreputable, good-for-nothing, 
rascally and worthless. 

Implicit in these censorious definitions is a mistrust or frank 
fear of these non-conformers who have so patently opted out of 
what may be called a regular way of life. It is this fear of the 
vagrant as it is indeed of all others who depart widely from the 
norm, either in a physical, psychological or in any other way, 
which probably accounts for the repressive measures taken 
against them since time immemorial. 

It may well be, of course, that the same psychological 
mechanisms that motivate persecution of other defenceless 
minority groups, religious or racial, operate also in the social 
attitudes to the vagrant. Society has always required its 
whipping boys as a means of canalizing its own aggression in a 
socially acceptable way or as'a method of projecting its own 
guilt. With this in mind the unbelievable brutality meted out to 
the vagrant becomes comprehensible. 

There is no agony or humiliation which, according to the 
fashion of the time, has not been heaped on the hapless and, for 
the most part, innocent vagrant. Public whippings, the stocks, 
the pillory, physical maiming, imprisonment are all included in 
the wretched catalogue from the fourteenth century onwards. 
With a lull in the early Stuart period, surprising in a period of 
near tyranny, there was little let-up in the oppressive measures 
until mid-Victorian times when the poor-law reformers made 
their mark. The Metropolitan Houseless Poor Act 1864 resulted 
in the creation of ‘casual wards’ to accommodate vagrants. Not 
that conditions in them were anything but degrading and the 
food provided minimal in quality and quantity. Even so, an 
important step forward was achieved albeit against a hymn of 
hate from the forces of reaction who interpreted these measures 
as ‘practically legalized vagrancy and professional vagabon- 
dage’. In our own time we have moved further forwards, but are 
far from a final solution. The survey of homeless single persons 
by the National Assistance Board published in 1966 showed 
that on 8th December 1965, 26,884 men and 1,905 women 
were living in 550 lodging houses, hostels and shelters. At the 
same time at least 1,000 people were sleeping rough. 
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It would not be difficult to draw a parallel between the 
vicissitudes suffered by the vagrant throughout history and those 
suffered by the mentally abnormal. This is based on the fact that 
so much overt mental abnormality is reflected in alterations in 
behaviour and disturbances of thought which in turn can be 
misinterpreted by society and be met with moral, religious or 
legal censure. It is also significant that social legislation to 
improve the lot of the vagrant has occurred at approximately 
the same time as reform in the case of the insane. 

In this context reference is made to the exemplary work of 
Lord Shaftesbury resulting in the passing of two Acts of 
Parliament in 1845 designed to improve the regulation and 
treatment of lunatics and the provision and regulation of lunatic 
asylums in which they were contained. The legislation to 
ameliorate the lot of the vagrant already noted occurred some 
twenty years later. In our own time the order of precedence has 
been reversed: the 1948 Act which finally replaced the only 
remaining function of the workhouse by the ‘reception centre’ 
anticipated by some 10 years the Mental Health Act 1959 
which, although in some ways misconceived, is still one of the 
most humane charters in the chequered history of the care of the 
mentally abnormal. 

Surprisingly little, however, has been written about the 
incidence of the mentally ill amongst vagrants and even their 
proportion can only be guessed at, Dr. J. Stuart Whiteley (1955) 
reported that of 1,536 admitted to a mental observation ward in 
South London in 1953-54, 130 (8.4 per cent) gave as their last 
address a London County Council reception centre or a 
common lodging house. He made a study of 100 of these men 
from a clinical standpoint emphasizing that schizophrenia was 
far and away the most frequent single diagnosis, i.e. 32 per cent. 
Dr. Anthony Flood (1963) in a letter to the British Medical 
Jouran! wrote, ‘Of the 200 men whom | have interviewed in a 
hostel for vagrants (in the Bristol area) 50 (25 per cent) had been 
in mental hospitals and of these 26, i.e. over 50 per cent, had 
been diagnosed as suffering from a schizophrenic illness’. In a 
more recent paper Professor Richard Scott (1966) and his 
colleagues in Edinburgh assessed the incidence of mental 
illness at 12.5 per cent. This approximates to the 25 per cent 
estimated by the survey of the National Assistance Board 
already referred to, although it must be remembered that the 
interviewers employed were laymen who based their findings 
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on subjective impressions so that no great validity can be 
claimed for the figure arrived at. 

The problem of the quantity of psychiatric vagrants is 
matched by that of qualitative considerations. Vagrancy, it must 
be emphasized, is notin itselfa psychiatric diagnosis although it 
may be a symptom of a psychiatric illness, indeed any 
psychiatric illness. Furthermore, as these illnesses are never 
mutually exclusive it could be, to take an extreme case, that a 
particular vagrant may be of subnormal intelligence, a schizo- 
phrenic, exhibiting psychopathic traits and addicted to 
alcoholism or drugs or both. Nevertheless, there can be little 
doubt that schizophrenia would be the major single diagnosis in 


any sample of psychiatrically disordered vagrants. 
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V egetative Nervous System and 
Psychiatry: The Ergotropic and 
Trophotropic Systems 


E. GELLHORN 


The most important progress made in the last five decades in the 
understanding of the physiology of the emotions is based on 
Hess’ concept of the ergotropic and trophotropic systems. He 
recognized that emotional excitement was not confined to the 
autonomic system but involved the somatic system as well. 
Thus, stimulation of the anterior hypothalamus tends to produce 
not only parasympathetic excitation but also relaxation of the 
skeletal muscles and reduction in cortical excitation as indi- 
cated by EEG or cortical potentials, whereas stimulation of the 
lateral (posterior) hypothalamus activates the sympathetic 
efferent system and increases skeletal muscle tone and cortical 
excitation. 

Emotional excitation, e.g. rage, is increased by ergotropic and 
diminished by trophotropic discharges. In the latter state, the 
lessening of skeletal mucle tone is accompanied by sleep-like 
potentials in the EEG and behavioural drowsiness or sleep. 
These effects are produced through excitation of subcortical 
brain structures (particularly reticular formation, hypo- 
thalamus, caudate nucleus and parts of the limbic brain) 
but also through reflexes. The latter demonstrate the effective- 
ness of visceral afferent stimulation, for instance increase in 
intraluminal pressure in urinary bladder or gastrointestinal tract, 
on the somatic system and of somatic stimulation (cutaneous, 
proprioceptive or nociceptive) on visceral activity. These 
reflexes, fully developed in the spinal animal, are modified by 
the medulla oblongata and subcortical brain structures. In the 
intact organism still more complex processes take place; 
increased baroreceptor discharges from the sino-aortic area 
known to enhance trophotropic activity may lead to narcolepsy 
in man to inhibition of sham rage in animals. For examples of 
the ergo- and trophotropic syndromes see Table 1. 

Ergotropic and trophotropic actions are intimately interre- 
lated (Gellhorn, 1967, 1968, 1969, 1970, and Gellhorn and 
Loofburrow, 1963). Although some areas in cortex or brain stem 
are predominantly or exclusively ergo- or trophotropic, others 
show that mere change in frequency or intensity of stimulation 


may change trophotropic into ergotropic effects. The most 
important form of interrelation is the reciprocity which exists 
between the ergo- and trophotropic systems*. Sherrington’s 
principle of reciprocal innervation—inhibition of the extensors 
during the reflex contraction of the flexors—has been known to 
apply to sympathetic and parasympathetic reflexes; sympathe- 
tic excitation is associated with parasympathetic inhibition and 
vice versa. 

But the reciprocity principle goes further; it applies to the 
ergo- and trophotropic systems as a whole. As Table 2 shows, 
reflexly or centrally induced heightened discharge of the 
ergotropic system is associated with inhibition of the tropho- 
tropic system and vice versa. Since these systems are tonically 
innervated, a lesion ina trophotropic area will not only diminish 
the trophotropic tone but will also lessen the inhibition which 
this area normally exerts on the ergotropic system. As a 
consequence the ergotropic system in released* and becomes 
functionally dominant. 

In order to explicate the role of the ergotropic—trophotropic 
balance in emotions the concept of tuning is introduced. 
Moderate stimulation of the ergotropic system leads to stage | of 


*The reciprocity of the ergo- and trophotropic systems refers to 
simultaneous reduction in excitability and tone of the trophotropic 
system while the antagonistic system is stimulated. By contrast, the 
rebound phenomenon—described by Sherrington as successive induc- 
tion in spinal reflexes—is seen in a phase following the stimulation. 
Such successive induction is demonstrable not only in autonomic 
reflexes but also in far more complex ergo- and trophotropic discharges. 
Thus, a progressive rise in blood pressure induced by hypothalamic 
stimuli of increasing intensity or frequency is followed by increasing 
degrees of pulse slowing. A corresponding behavioural successive 
induction is this: repeated stimulation of the reticular formation leading 
to a high degree of arousal is followed by enhanced activity of the 
trophotropic system: ‘the animal yawns, grooms itself, looks for a place 
to lie down, curls up and finally falls more or less deeply in sleep.’ 

The role of rebound in the therapeutic effects of electroshock remains 
to be investigated. 


563 


564 VEGETATIVE NERVOUS SYSTEM AND PSYCHIATRY 


TABLE! 


The Effects of Stimulation of the Ergotropic and Trophotropic Systems 


A. Stimulation of the Ergotropic System 


Autonomic Effects 


Somatic Effects 


Behavioural Effects 


augmented sympathetic discharges: 

(1) increased cardiac rate, blood pressure, 
sweat secretion 

(2) pupillary dilatation and contraction of 
nictitating membrane 

(3) inhibition of gastrointestinal motor and 
secretory function 


desynchrony of EEG, increased skeletal 
muscle tone, elevation of certain hormones: 
adrenaline, noradrenaline, adrenocortical 
steroids, thyroxine 


arousal, heightened activity and emotional 
responsiveness 


B. Stimulation of the Trophotropic System 


Autonomic Effects 


Somatic Effects 


Behavioural Effects 


augmented parasympathetic discharges: 
(1) reduction in cardiac rate, blood pressure, 


synchrony of EEG, loss of skeletal muscle tone, 
blocking of shivering response, increased 


inactivity, drowsiness, and sleep 


sweat secretion secretion of insulin 
(2) pupillary constriction and relaxation of 

nictitating membrane 
(3) increased gastrointestinal motor and 


secretory function 


TABLE II 
Reciprocity Between Ergotropic and Trophotropic Systems 


1. Shift in Ergotropic-Trophotropic Balance through Trophotropic Stimulation 


Excitation of Trophotropic System 


Effects on Ergotropic System 


(a) reflexly via sino-aortic baroreceptors 
(b) directly through low frequency stimulation of medulla oblongata, 
supraoptic area, caudate nucleus, or basal forebrain area 


(a) autonomic: inhibition of sympathetic discharges to pupil, 
nictitating membrane, heart, sweat glands 

(b) somatic: synchrony in EEG, lessened skeletal muscle tone 

(c) behavioural: inhibition of sham rage 


2. Shiftin Ergotropic-Trophotropic Balance through Ergotropic Stimulation 


Excitation of Ergotropic System 


Effects on Trophotropic System 


(a) reflexly through baroreceptors by lowering sino-aortic pressure 
(b) directly by stimulation of posterior hypothalamus or mesencephalic 
reticular formation 


(a) autonomic: reduction in tonic state of oculomotor (IIIrd) nerve: 
diminution in parasympathetic responsivity 
(b) somatic: lessening of recruitment responses in EEG 


3. Shift in Ergotropic-Trophotropic Balance through CNS lesions 


Reduction in Ergotropic tone by lesions placed in: 
(a) posterior hypothalamus 


(b) mesencephalic reticular formation 
(c) transecting brainstem at intracollicular level 


—— 


Reduction of Trophotropic tone by lesions in: 


Effects on Trophotropic System 


increase in parasympathetic reactions: 

reduction in block pressure, cardiac rate, and skeletal muscle tone; 
cortical synchrony in EEG; 

somnolence 


Effect on Ergotropic System 


(a) septal and anterior hypothalamic areas 


(b) medial thalamic nuclei 
(c) by midpontine transection 


ergotropic tuning which is characterized by increased ergo- and 
diminished trophotropic responsiveness. With higher degrees 
of excitation (stage II) reversal phenomena occur: a stimulus 
which elicits a trophotropic effect under control conditions 
induces an ergotropic effect in stage Il of ergotropic tuning. 
(Corresponding results are obtained in stage II of trophotropic 
tuning). Finally, in still higher degrees of ergotropic excitation 


increased blood pressure and cardiac rate 
heightened arousal and activity 
desynchrony in cortical EEG 


the reciprocity principle breaks down and ergo- and tropho- 
tropic discharge occur simultaneously (Gellhorn, 1968, 1969). 

. The following observations illustrate the correlation between 
the activity of these systems and emotional states. Although a 
satisfactory classification of the emotions based on a psychologi- 
cal or physiological basis cannot be given at the present time, 
the state of activity of the skeletal muscles, the prevalent 
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autonomic and behavioural changes in the cat suggest that 
grooming, purring, etc. primarily involve the trophotropic 
system, whereas rage and aggressiveness chiefly involve the 
ergotropic system. In man, sudden fear elicits mainly tropho- 
tropic effects (often followed by compensatory discharges of the 
ergotropic system) whereas states of frustration, resentment, and 
rage chiefly evoke ergotropic actions. 

Aggressiveness increases in company with heightened 
responsivity of the ergotropic system. Aggressive mice, contrary 
to controls, show increased sensitivity to amphetamine which 
stimulates ergotropic centres. Moreover, in crowded colonies of 
mice there is a parallelism between responsivity to 
amphetamine, emotionality and excretion of noradrenaline. In 
the cat it was shown that mild stimulation of the reticular 
formation resulting in a brief alerting reaction accelerates and 
intensifies the attack on a rat elicited by stimulation of the 
hypothalamus. 

The vagal-induced slowing of the heart initiated in man by 
facial immersion in cold water lends itself to demonstrating the 
relation between emotional state-and trophotropic reactivity. In 
a state of fear the vagal reflex is greatly increased indicating 
enhanced trophotropic reactivity associated with a state of 
trophotropic tuning. Contrariwise, harassing a subject, a 
procedure known to induce a state of ergotropic tuning, may 
delay or abolish the immersion reflex thus exemplifying 
reciprocal inhibition of the trophotropic system in this state of 
tuning. 

Changes in emotional state have also been produced through 
alterations in the ergotropictrophotropic balance via reflexes 
and through the limbic brain. Amygdalectomy, shifting the 
balance to the trophotropic side, increases the reactions of 
pleasure and lessens aggressiveness and responsiveness to 
barking in the cat. Release of the ergotropic system through 
lesions in the septum or ventromedial hypothalamic nucleus or 
through lowering of the pressure in the sino-aortic area, 
enhances rage-like reactions. Furthermore, if in amygdalized cats 
displaying pleasure reactions (trophotropic dominance) the 
balance is reversed following ventro-medial hypothalamic 
lesions, the emotional behaviour is fundamentally changed and 
the animals respond to petting with rage. 

Other reversal reactions are as follows. 

(1) A subthreshold stimulation of the amygdala (which 
produces a state of ergotropic tuning) evokes aggressive 
reactions in the cat on petting. 

(2) Acat which ignores a dummy cat when unstimulated will 
show intensified aggression and sniffing respectively on stimu- 
lation of ergo- and trophotropic points in the hypothalamus in 
the presence of the dummy cat. 

(3) Reversal reactions have also been observed in phobic 
states in man. 

Stage III of tuning is identified by the breakdown of the ergo- 


and trophotropic reciprocal relations which prevail in the 
normal organism at rest and in the first two stages of tuning. This 
stage is attained when the ergotropic system is overstimulated. 
For example, rats forced to swim without rest show combined 
ergo- and trophotropic reactions and, on post-mortem examina- 
tion, large hypothalamic lesions. Such discharges are likewise 
present in neurotic animals regardless of how the neurosis was 
produced. If such a state is alleviated the trophotropic symp- 
toms tend to disappear and reciprocity is restored. Similar 
observations have been made in man in phobias, delirium and 
anxiety. 

From the data discussed thus far it is evident that central and 
peripheral parts of the tropho- and the ergotropic systems are 
involved in the emotions and that changes in the reactivity of the 
central parts of these systems are accompanied by quantitative 
as well as qualitative alteration in emotional reactions. In view 
of the intimate relation existing between the autonomic and 
somatic branches of these systems one would expect that 
changes in somatic, voluntarily controlled activity would 
induce corresponding changes in involuntary emotional 
responsiveness. This is indeed the case. Elimination of afferent 
proprioceptive impulses from the skeletal muscles reduces 
hypothalamic ergotropic responsiveness and hypothalamic- 
cortical discharges and shifts the balance to the trophotropic 
side with corresponding changes in EEG, reduction in emo- 
tional reactivity, and production of behavioural sleep. 

In man it has been shown that a less intensive emotional 
reaction is produced by a given stimulus when the subject is 
relaxed than when the skeletal muscle tone is normal. 
Relaxation is, therefore, of therapeutic value in clinical neurosis 
in which ergotropic reactivity and muscle tone are high. 
Monkeys reared in isolation do not develop facial patterns of 
emotional expression and fail to react emotionally to certain 
social stimuli. This suggests that afferent impulses from the face 
may play an important role in the development, control and 
differentiation of the emotions. 

It is believed that present day pharmacotherapy and 
psychotherapy in neuropsychiatric disorders is intimately 
related to their influence on the balance of the ergo- and 
trophotropic systems (Gellhorn and Kiely, 1972). 
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Violence 


MOLLY APPLE LEVIN 


Throughout mythology, folklore and recorded history, the 
violent expression of aggression has been one of the predomin- 
ant themes of human interaction. While the sagas of violence in 
all the many and varied settings of record and romance have 
long been classical subjects for literary or historical study, the 
relatively recent burgeoning of a dynamic psychiatry and of an 
analytical social science together with challenges generated by 
the rapid pace of social change during the twentieth century 
have brought the study: of violence increasingly to the attention 
of an interdisciplinary assortment of anthropologists, 
sociologists, psychologists, psychiatrists, political scientists and 
historians. 

While some researchers, particularly in the neuropsychiatric 
and psychiatric fields, have begun to explore possible neurologi- 
cal, biological, and intrapsychic aetiologies of acts of individual 
violence, in the last decade a greater focus of attention has been 
directed to questions concerning collective violence. Through 
research into historical episodes, through observation, tabula- 
tion and analysis of the widespread incidents of collective 
violence in the 1960s, and through formulation and testing of 
theoretical hypotheses, the researchers have primarily sought to 
gain insight into the factors, and possible constellations of 
interdependent factors, which cause incidents of collective 
violence and into the consequences. Some of the insights 
gained have been utilized in making recommendations for 
public policy (particularly urban and school) regarding con- 
temporary manifestations of collective violence. Increased 
attention has also been directed to analyses of sanctioned 
violence, manifested primarily in international war and in 
domestic social control by military and civilian police forces. 

Although accurate statistics of the kinds and levels of violence 
are difficult to obtain, a recent study by Ted Gurr makes some 
comparative observations on incidence and intensity: the most 
violent thirteenth century had twice the level of violence of the 
most peaceful eighteenth century; the first 65 years of the 
twentieth century saw 367 revolutions in the world; in the six 
years between 1961 and 1967, some form of civil strife 
(collective non-governmental attacks on persons or property) 
was reported in 114 of the world’s 121 larger nations and 
colonies; more than two million Americans were involved in 

demonstrations, riots or terrorism during the five year period 
1963-68, and these activities resulted in 9,000 casualties, 


including some 200 deaths, and more than 70,000 arrests; 
ghetto riots were responsible for 191 of these American deaths, 
mostly Negroes. Though civil strife in the United States 
surpassed that in most nations, it ranked 24th in total magnitude 
when compared with the 114 larger nations in the world. The 
United States was found to rank high in the frequency and 
duration of turmoil, butthe severity in terms of number of deaths 
was infinitesimal when compared with the average of all 
nations. 

In his study, Gurr found that the most strife-torn nations are 
the developing nations, not the least developed. Differences 
were found to be equally great among nations grouped by type 
of political system, with ‘polyarchic’ nations (Western-style 
democratic forms and processes) the most peaceful, centrist 
nations (autocratic) slightly more prone to violence, and nations 
ruled by modernizing elites or unstable ‘strong-men’ most likely 
to have pervasive and violent strife. The Eastern and Western 
European countries, combined with Israel and English-settled 
countries outside of Europe, were reported to have the lowest 
relative levels of strife, and the Asian and African nations the 
highest levels. 

An estimated total of 750,000 people lost their lives in civil 
violence between 1961 and 1965, largely as victims of internal 
wars; and the rate of deaths in the least developed nations, 841 
per million, was 500 times the 1.7 rate in the most developed 
nations. 

The comparisons would seem to indicate that the form and 
expression of collective violence address themselves to man’s 
political accommodation; that is, to his role vis a vis those in 
authority over him. 

Social scientists have used differing conceptual frameworks 
to seek explanations for the expression of collective violence. 
As the research progresses, a consensus is beginning to emerge 
on a progressively more clearly delineated model of the 
process. 

Explanations of collective violence have evolved from 
relatively static models, where a violent outcome was attributed 
to a number of independent factors in a social matrix, to 
dynamic models where the actors in a conflict ‘steer’ toward an 
outcome by successive choices among options that are 
available to each side with each action/reaction move. As in a 
game of chess, the outcome depends on the response as well as 
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the initiation of any move, and the different paths toan outcome 
will vary with the permutations of options available. Games 
theory has long been used in devising strategies for conducting 
war; its application to explanatory models of violence is more 
recent. 

Some of the contributions to our understanding of violence 
were concerned with why man becomes violent, and to this 
question the ethological and psychiatric evidence pointed to 
the aggressive drive or instinct. The innate aggressive drive in 
animals, demonstrated in many ethological studies, is under- 
stood to serve man as an inherent functional capability to cope 
with whatever environmental hazards and conflicts present 
themselves. Although Freud believed that the constraints of 
civilization on an instinctual aggressive drive led to manifesta- 
tions of group violence, most social scientists now reject the 
idea that human aggression must be discharged to maintain 
biological homeostasis. 

Historians, social psychologists and political scientists 
abraded the instinctual theory by producing evidence to show 
that the aggressive instinct was elicited irregularly and un- 
evenly by environmental stimuli such as frustration or the need 
to adapt or social learning, and these stimuli were as much 
functions of cultural setting as of human genetic programming. 

Some of the cultural circumstances which are considered to 
be conducive to expressions of collective violence are: conflict 
between groups with incompatible goals, rapid social change 
accompanied by threat to established values and social 
hierarchies, a reward system that produces large gaps between 
haves and have-nots, perception of unfair treatment, frustration 
of a group in achieving its goals, either overreaction or 
underreaction of the forces of social control, cultural norms that 
legitimate the use of violence, availability of weapons of 
destruction (particularly weapons that destroy by remote 
control, such as guns, bombs, etc.), and lack of accepted 
procedures for peaceful resolution of conflicts. 

These spawning criteria in various combinations can be 
found in most of the political protests, ethnic and race riots, and 
student disorders which have characterized the violence of 
modern nations. They also underlie the more fatal violence of 
conspiratorial and revolutionary movements, which contain the 
additional factor of rejection of the legitimacy of governmental 
authority. 

As wider agreement is reached on the transactional nature of 
biological preparedness and cultural stimulation, there is 
increasing interest in the processes whereby the transactional 
interplay leads to an outcome of violence, particularly with a 
view to learning the possibilities of intervention to manage 
conflict resolution more peaceably. In the study of such 
processes, dynamic models simulating the course of conflicts 
are beginning to be employed, with particular attention to 
pivotal choices of action by any party which may change the 
course of the conflict. 2 

Isolation of the more important cultural factors conducive to 
collective violence and increasing understanding of the proces- 
ses which lead to escalation or attenuation are beginning to 
have an influence on the public management of conflict in 
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Western nations. There has been, for example, increased 
official and public acceptance of the idea that conflict itself can 
be a functional aspect of a changing society and that arrange- 
ments for institutional and other resolution of conflict will serve 
to mitigate violence. Accordingly, many institutions, particu- 
larly educational, penal and some governmental, are incor- 
porating new procedures to serve the political interests of their 
constituencies. In the USA, some institutions which had 
operated on the basis of informal understandings of rights and 
responsibilities are now reformulating codes to be enforced 
with various sanctions. The historical experience of some groups 
which have naturally adversary relationships with other groups, 
for example the American labour movement and employers, 
serves also to promote the idea that adversary relationships can 
often be expressed, channelled, and resolved without violence, 
through pre-agreed machinery. Better understanding of the role 
of the civil or military police in fueling violence has also led to 
large attempts to professionalize and educate the police in 
effective methods of control, in civil rights, and in a more 
compassionate view toward protesters. The often inflammatory 
effect of the media during conflicts has been noted, but it has 
proved difficult if not impossible to reconcile the media- 
restraining recommendations of investigatory agencies with the 
sanctity of the free press tradition in Western democracies. 

While many of the insights gained in the last decade are 
already being applied to conflicts categorized primarily as 
protest, that is to say, where the ultimate legitimacy of authority 
is not challenged, there is little evidence of application as yetin 
the more destructive categories of violence, such as internal and 
international wars, where the legitimacy of authority is directly 
challenged. Submission to common procedures and rules of 
law across territorial boundaries may be the most difficult 
requirement of peaceable conflict resolution since it is 
enmeshed, to different effect, with so many of the cultural 
factors underlying the potential for violence. 

In view of the evidence that man has indeed been able to 
surpass himself in evolving to meet the demands of changing 
epochs, we cannot be pessimistic about the prospect that further 
evolution must take place for man to meet the contemporary 
demands for survival, one important demand being an ability to 
resolve conflicts peaceably. 
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Work 


A. T. WELFORD 


The categories of ‘heavy’ and ‘light’ work with which medical 
certificates are often concerned, obviously divide jobs accord- 
ing to their demands on certain kinds of human capacity. The 
same is true of the familiar categories underlying occupational 
class, such as professional, managerial, clerical, skilled and 
unskilled, and the demands made by these also have medical 
significance. There is no comprehensive ‘ergopoea’ by means 
of which work could be prescribed, but if it existed it would 
need to take into account a wide range of capacities in which 
men differ from one another, and the precise ways in which 
such capacities are needed in particular jobs. An outline will be 
given here of some of the main characteristics of work and 
working conditions about which something is known in terms of 
human capacity and limitation. 


Physical factors 
Strength and effort 


Jobs which involve heavy lifting or the exertion of substantial 
force obviously make demands on muscular strength and the 
mechanical strength of ligaments and joints. It is less well 
recognized that work which requires less severe instantaneous 
strength or effort but requires continuous activity, may also 
make substantial physical demands especially if it has to be 
done at high speed, and should be regarded as ‘heavy’. In the 
course of experience, however, workers usually learn to 
achieve the performance required of them with less effort, and 
also build up a greater physical capacity, so that heavy work is 
usually more demanding when it is first undertaken than it is 
subsequently. 


Sensory requirements 


The common tests of eyesight, such as Snellen charts, do not 
take account of the fact that as detail approaches the limits of 
visual acuity, performance is markedly slower. They are thus 
liable to suggest that acceptable levels of detail are finer than is 
in fact the case. Visual acuity can be improved by substantially 
increasing the level of lighting, provided it is arranged so as to 


avoid glare. The fineness of detail that can be perceived 
depends not only on the optical limits of the visual system, but 
also on mental factors such as knowing what to look for and 
how to interpret imperfect data. Such knowledge can often 
enable other fine distinctions to be made: for example an 
experienced furnaceman can identify much smaller differences 
in the colour of molten metal than are normally recognizable. 

Senses other than vision have been less thoroughly explored, 
but similar principles seem to apply as regards the slowing of 
performance as sensory limits are approached, and the com- 
pensatory role of knowledge and familiarity. 


Heat 


Maintenance of body temperature under hot and humid 
conditions depends on heat loss to the atmosphere balancing 
heat gain from the environment and from muscular activity. 
Measures to avoid gain exceeding loss include screening 
sources of radiant heat and facilitating the cooling of the body 
by evaporation of sweat. The latter may be achieved by 
increasing air movement, decreasing the humidity of the air, 
wearing loose light clothing, and sometimes by wearing wet 
clothing. An example of this last is the wearing of a wet outer 
garment over impervious protective clothing. Work can be 
done for short periods under conditions where heat gain 
exceeds loss, provided these alternate with periods in cooler 
conditions. In all cases, liquid needs to be drunk in sufficient 
quantity to replace that lost as sweat. The subjective effects of 
heat stress are complex, including not only lassitude, but also 
and perhaps more commonly, irritability and restlessness. 


Noise 


Noise can have adverse effects on performance at levels less 
intense than those which damage the ears. Broadly speaking, 
these effects are due to the noise distracting or interrupting 
attention. Thus, they tend to be greater for high pitched sounds 
than for low, for intermittent and irregular than for steady or 
predictable, and for meaningful than for meaningless. They 
appear to affect work at intellectually demanding tasks more 
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than at those which are simple or repetitive. In these latter, some 
noise and even meaningful sounds such as music or conversa- 
tion seem often to stimulate performance. 


Time of day 


The frequently observed fact that performance tends to be less 
efficient at night than during the day appears to be based on 
diurnal physiological rhythms. It has been shown to be related 
to such factors as the fall of body temperature at night, the need 
to combat the tendency to sleep, and difficulty of digestion 
when meals are eaten at unfamilar times. If night work is 
continued, the diurnal rhythms adjust over a period which 
varies between individuals from a few days to about two weeks. 
Once the change has been made, a similar period of adjustment 
is needed following a return to day work. 

More subtle effects of diurnal rhythm have been found to be 
associated with personality. The temperature changes occur 
some two hours earlier among those of a more introverted 
personality than among the more extraverted. Thus introverts do 
better than extraverts at a number of tasks during the morning, 
but during the afternoon and evening the position is equalized 
and may eventually be reversed. 


Intellectual and central control factors 


These are not confined to professional, managerial and clerical 
tasks, but enter importantly into manual work. Performance at 
virtually all types of task depends more on central brain 
processes of identification, decision, choice and timing than 
upon any purely sensory or motor functions. Many points about 
these central functions are obvious or well known. The 
following are among those which are less so, but nevertheless 
important. 


Knowledge and familiarity 


These are not only essential as the basis of facts and opinions 
which can be consciously stated, but also enter unconsciously 
into many types of skill (see Skill, p.507). So much is this so that 
the expert performer at a skilled task may be quite unable to 
formulate his decisions and actions in words, and may in 
consequence be a poor instructor of others. 


Range of uncertainty 


The time taken to identify an object or to choose a course of 
action increases with the range of identifications or choices 
possible in the situation. The demand made by a task thus rises 
with the number of possible different events which may occur, 
or of actions which may have to be taken. This is true even if the 
decisions about events only infrequently issue in action as, for 
example, in the monitoring of many chemical and other process 
plants. The lack of action required in these cases often leads to 
such jobs being undervalued and the stress they impose being 
underestimated. 


Accuracy 
Requirement of high degrees of accuracy not only slows 


performance, but is often a source of stress. The requirement 
can perhaps be regarded as equivalentto increasing the range of 
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uncertainty, in that correct action has to be chosen out of a 
range which is more finely graded than when less accuracy will 
suffice. 


Abstract manipulation of data 


Any indirectness of relationship between what is seen and what 
is done, implies some abstract manipulation of data to bridge 
the gap between perception and action. A simple example is the 
inversion required to read a map with north at the top while 
travelling south. Similar transformations, more or less complex, 
are involved when interpreting working drawings or the 
indications on instruments, or while controlling a process that 
cannot be directly observed. Abstract manipulations appear to 
be an important facet of intelligence as measured by intelli- 
gence tests. 


Short-term retention 


Moment-to-moment co-ordination of experience and perform- 
ance is secured by an ephemeral memory system in which 
data are carried for periods of a few seconds or minutes and then 
completely forgotten. Although the amount of data retained in 
long-term memory is almost infinite, the capacity of the 
short-term system is surprisingly limited; for example, the 
number of digits that can be repeated immediately after being 
heard once, is normally seven or eight. Many jobs involve the 
co-ordination of data arriving at different points of time, or the 
retention of some items until others arrive. Such jobs are made 
much easier if the necessary short-term retention is done by the 
machinery used. 


Phasing 


Analogous principles apply to the guiding of complex actions 
which consist of a phased series of component movements. The 
length and complexity of sequence that can be executed 
without control of each component separately, appears’ to be 
limited. It tends to become shorter in cases of fatigue or other 
central impairment. 


Speed and pacing 


The overall speed of performance seems commonly to be set by 
the time taken to control, rather than to execute, action. If 
adequate time is not allowed, the control processes are hurried 
and the accuracy of the resulting action is impaired. There may 
also be autonomic overactivity and other signs of stress. The 
effects can be severe when actions have to be taken at a pace 
which is rigidly determined by machinery, as on many 
conveyor lines. The time taken to perform each cycle of a 
repeated action commonly varies from one cycle to another, 
and when the pace is not rigidly set, slow and fast cycles can 
compensate each other. Rigid pacing, however, means that any 
cycle which takes longer than the time allowed will result in an 
error, The maximum pace for error-free performance is thus 
less, and the stress imposed on workers tends to be greater, 
under rigidly paced than under more flexible conditions. 


Fatigue and monotony 


Continued demands at or near the limits of capacity lead to 
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states of fatigue. Often these have little to do with muscular 
fatigue, but show as poorer sensory acuity, slower performance, 
irregularity in the timing of actions, disorganized sequences of 
action and impairment of short-term retention. On the other 
hand, performance may also deteriorate if work makes so little 
demand that attention is engaged but not fully employed. This is 
especially so when the signals for action are infrequent and 
difficult to detect, and conditions are monotonous or repetiti- 
ous. Under these conditions rare events of significance are often 
missed; for example industrial inspectors may fail to detect 
occasional faults among articles the great majority of which are 
perfect. This lack of vigilance as it is termed, appears to be due 
to a fall of alertness, and may be avoided by various means of 
stimulating attention. 

The subjective effects of fatigue and monotony, that is of over- 
and underloading the subject, are often very similar, so that it is 
not easy to distinguish between them without knowledge of the 
precipitating conditions. Both tend to be specific to the 
performance concerned and thus to be rapidly improved by a 
change of task. 


Motivational factors 


The many motives that are often postulated as providing 
incentives to work, appear to have a common core in the 
attempt to secure results from activities. Several types of result 
are effective in addition to the earning of money, for example, 
the approval of others both at work and outside. The effective- 
ness of this kind of motivation depends upon the subject's being 
able to see results from his activities, preferably directly and 
quickly. Thus it has been shown that the amount of work done 
can be substantially increased by fitting a counter on a machine 
to indicate the number of items that have been dealt with. Ona 
broader scale, job satisfaction probably depends in large part 
upon the feeling of being able to influence the situation in which 
one works, and thus upon good communications between 
managers and managed. 

Work may be unsatisfying when it is fraught with dangers or 
events which are frightening or distressing and cannot be 
foreseen or guarded against. Such jobs may be thrilling and 
attractive for a short time, but lead to chronic anxiety if 
continued over periods of years. 


Social factors 


Most people are stimulated by social contacts, and a key factor 
in the attractiveness of many jobs is the opportunities they 
provide for conversation and companionship: these can make 
attractive routine work that would be excessively boring. It is 
thus important that those doing such work should be placed 
close enough together, and that noise levels should ge kept low 
enough for conversation to be maintained easily. 

In more intellectually exacting jobs, the stimulating effects of 
social contacts may quickly become excessive and lead to 
stress: in these cases, social contacts need to be intermittent, 
allowing periods of concentration free from distraction. 


Combination and interaction of different 
factors 


Several other commonly identified job demands can be 
regarded as involving combinations of two or more of the 
various factors which have been outlined. For example, within 
the field of intellectual factors, prediction and planning involve 


both previous knowledge and abstract manipulation of data, 
while ‘complexity’ commonly implies a substantial range of 
uncertainty together with abstract manipulation of data, and 
often short-term retention of information and elaborate phasing 
of action. On a wider scale, ‘responsibility’ appears to involve 
the ability to work without immediate check on results, and to 
maintain performance in the face’ of fatigue and boredom. 
Again, leadership requires the ability to cope with social stress, 
combined with the capacity to carry a heavy load of decision- 
making under conditions where the range of uncertainty is 
large, including not only uncertainties of the work itself, but also 
those deriving from the various members of the team being led, 

Itis obviously important to match individual capacity to work 
demand as closely as possible. Ideally this would be done by 
modification of the features of jobs which make them difficult. 
This, however, is a long-term task requiring detailed co- 
operation between human scientists and engineers. Mean- 
while, the practical course will commonly be to use methods of 
vocational guidance, selection and training to match the wide 
range of individual capacities to the variety of existing work 
demands. 

In making such matches, certain groups can be identified as 
presenting special problems. 


Physically handicapped persons 


The range of work that can be done will obviously be restricted 
in ways which depend upon the precise nature of the handicap 
but, given the will to work and an enlightened attitude on the 
part of employers and unions, a wide range of possibilities will 
usually remain. Remarkably effective compensation is often 
made for disabilities by the persons concerned. The range of 
possible work can in many cases be extended substantially by 
relatively minor modifications to machine tools or other 
equipment so that, for example, a machine can be operated 
sitting instead of standing, or with hand instead of foot controls. 
The details of any such modification need to be worked,out for 
the individual concerned. Physically handicapped workers 
tend to have a lower average labour turnover rate than others, so 
that some special arrangements for them are likely to be 
worthwhile in economic terms, quite apart from humanitarian 
considerations. 


Mentally handicapped persons 


The range of work that can be done is restricted, in some cases 
because intellectual demands cannot be met, and in others 
because performance is erratic. Compensation by the persons 
concerned is usually limited, but there are indications that their 
performance can be maximized by carefully considered place- 
ment. This includes the selection not only of jobs suited to their 
mental capacities, but also of the environment in which they 
work. Retardates appear to function best with simple, repetitive 
jobs carried out in relatively noisy surroundings among a group 
of people: that is, in conditions which are physically and 
socially stimulating. They appear to tolerate monotonous 
repetition work well, presumably because it occupies their 
limited capacities more fully than it would those of normal 
people, who would tend to become bored. 

Those suffering from various psychopathological conditions 
can often perform more complex tasks, but need to do so in 
quiet surroundings and alone or ina small group: their difficulty 
appears to be that they overreact to stimulation and stress and 
thus function best under relatively unstimulating and unstressful 
conditions. 


Older people 


Changes of working capacity occur from the early twenties 
onward throughout life. Many become limiting by the mid- 
forties, most by the sixties. The rate of change with age differs 
substantially, however, between individuals and for different 
capacities within any one individual, so that broad generaliza- 
tions about what work can be done by people of a given age 
must be statistical only, and if made the basis of rigid policy, 
bear harshly on some individuals and waste a considerable 
amount of talent. 

Among physical factors, the most serious limitations for older 
people appear to lie in the capacity for active work carried out 
under pressure or speed. Ability to maintain this kind of work 
seems to decline markedly in the late forties, and to do so sooner 
than capacity for intermittent heavy muscular effort. Limitations 
of vision, also becoming apparent from the forties onwards, are 
important in some jobs but can often be mitigated by suitable 
spectacles and improved lighting. 

The main intellectual difficulties associated with age appear 
in jobs demanding very high degrees of accuracy, the manipula- 
tion of data in the abstract, as when interpreting complex 
engineering drawings, short-term retention and sustained, 
concentrated attention. However, increased knowledge and 
expertise can often compensate, and sometimes more than 
compensate, for these difficulties: for example, in many 
professions a man does not reach his full powers until later 
middle age. 

Compensation is often also made for both physical and 
intellectual changes by increased effort. Indeed, one of the 
dangers of middle age seems to lie in the tendency to maintain 
performance by a degree of effort which leads to symptoms of 
chronic stress, and sometimes to unwise and risky activities. 

The ability to take up new work in middle and old age is much 
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greater than is commonly supposed: contrary to popular 
opinion, many older people can and do learn new jobs well, 
provided care is taken over methods of training. These need to 
ensure trainees’ active participation at a pace they can 
comfortably maintain. Difficulty in changing jobs is often due 
rather to motivational and social factors, such as fear of 
performing badly or unwillingness to jeopardise self-respect or 
social prestige. 
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Yoga Therapy 


N.S. VAHIA 


There are many types of Yoga all incorporating methods of 
development of harmonious functioning of personality. For the 
students of medical psychology and psychiatry, Patanjali’s 
writings are of great theoretical interest and practical value and 
shall be considered here as paradigmatic for the Yoga concept 
in a broad sense. His ideas present a new approach in the study 
of psychiatric disorders. The technique based on these concepts 
is likely to be of value in the prevention and treatment of some 
psychiatric disorders such as psychoneurosis and psychosoma- 
tic syndromes, not only for the relief of symptoms but also for the 
modification of the underlying propensities. 


Concepts 


Generally, adequate adjustment to the environment is consi- 
dered to be a yardstick of mental health, that is to say, as long as 
there is equilibrium between the stimuli and the response, a 
person is healthy. When there is adequate environmental 
feedback, a person feels gratified and happy. However, when 
the feedback is inadequate, it would cause a sense of frustration 
and consequently a feeling of unhappiness, with or without 
associated feeling of pain, muscle tension, disturbed autonomic 
function or disturbed behaviour. Broadly, the therapy of the 
resultant disturbances consists of relief of these symptoms and 
of the feeling of unhappiness by suitable drugs. The treatment is 
also directed towards increasing the person's ability to study 
and modify his reactions so that his adjustment is adequate. 

However, Patanjali argues that in a constantly changing 
environment one cannot constantly feel happy by adequate 
feedback that would lead to lasting gratification and freedom 
from frustration and its consequences. Even gratification would 
not decrease the vulnerability because of the fear of its loss and 
also because of an urge to develop ways and means for further 
gratification for the accumulation of prosperity, power or 
popularity. When his behaviour does not lead to the develop- 
ment of adequate feedback, the subject would be vulnerable to 
anxiety, depression or other manifestations. 

Thus the feelings of happiness and unhappiness are due to the 
subjective involvement and preoccupation with the environ- 
mental feedback and this involvement is based upon the need 
for self-gratification, which is the primary motivating force of 
man’s behaviour. However, this motivation of all behaviour 


makes him vulnerable to recurrent periods of pleasure and pain 
and consequently love and hatred. To be free from this 
vulnerability, he should be free from the impact of frustration. 
This would be possible only if he is also equally free from the 
urge for gratifications. Patanjali thus concludes that environ- 
mental attachment, because of need for gratification and 
associated fear of frustration, is the root cause of vulnerability 
and therefore, to overcome such vulnerability, one should 
develop gradual freedom from the external attachment as the 
primary motivational drive. 

As the ever-changing external reality as a primary motivating 
force is unsatisfactory, Patanjali has advised another motivating 
force which is unchanging, and internal instead of external. He 
has presented a hypothesis that our mental and physical 
faculties are mere external manifestations of an inner initiating 
mechanism. It would ordinarily initiate all activities harmoni- 
ously and make the most of a person’s mental and physical 
faculties. However, when the involvement with environment, 
the resultant pleasure and pain and consequent love and hatred, 
based upon the need for gratification becomes the primary 
motivating force, it disturbs the harmonious personality func- 
tion. 

The initiator cannot be perceived by our sense organs, as they 
are primarily meant for the reception of external stimuli. It can, 
however, be conceptualized as the motivating force of all our 
activities and symbolically perceived as an unchanging external 
reality appealing to the individual. 

Patanjali has postulated that if this hypothetical initiator 
functions as a primary motivating force and external changing 
reality becomes a secondary modifier, a person would feel the 
pleasure and pain, depending upon the nature of external 
feedback and he would modify his behaviour accordingly, but 
the feedback would not disturb harmonious personality func- 
tion as it would then not be vulnerable to external feedback. 

For this purpose, Patanjali recommended a technique for 
progressive detachment from the environmental influences and 
increasing preoccupation with an urge to make the most of his 
capacities. 


Technique 


Patanjali’s technique consists of eight steps: Yama, Niyama, 
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poa 


Asana, Pranayama, Pratyahara, Dharana, Dhyana and 
Samadhi. The first two steps provide guidelines for social 
behaviour; third, fourth and fifth for optimal functioning of the 
voluntary and autonomic nervous system; sixth and seventh are 
meant for control of the psychological faculties; the last step 
would lead to a capacity for almost effortless concentration of 
mental faculties on an appealing symbol of inner reality, until 
the person is in complete unison with it. 

Broadly, guidelines for the social relationship are as follows. 
As a person's mental and physical faculties are outward 
expressions of inner initiating mechanism, he should be sincere 
and truthful to it in thought, speech and action. The consequ- 
ences of his behaviour might be dedicated back to the same 
initiator. He need not be greedy or aggressive for the selfish 
purpose of accumulation of wealth or power, as such accumula- 
tion would lead to subjective involvement and thus hamper 
objective assessment of the realities. 

Relaxation of voluntary musculature is developed by the 
maintenance of different postures in a’ steady and relaxed 
manner. The postures are maintained with minimum effort and 
during the sittings, the thoughts are concentrated on any 
innocuous environment like the blue sky, a flowing river, or the 
sea. 

It is easy to maintain a posture in a tension-free state if the 
thoughts are diverted from immediate environment by the 
person imagining himself in a comparatively tension-free 
situation. Gradually and by practice, he can keep his entire 
bodily musculature in a relaxed state. 

These postural exercises are followed by and subsequently 
associated with Pranayama, the breathing exercises. During 
Pranayama, inspiration, retention and expiration of breath are 
regulated for a measured length of time. The duration of different 
phases and the frequency of these breathing exercises are 
gradually increased by practice. With the help of breathing 
exercises, a person will slowly develop voluntary control 
over respiratory, cardiovascular and other autonomic functions. 
The important point to be observed is that the person should not 
become tense or exhausted during these exercises, as the Asana 
and Pranayama are to be performed in a relaxed manner with 
minimum effort. With the help of these two steps, he can 
voluntarily maintain all his bodily functions at an optimal 
level. 

The ability to control thought processes is achieved by the 
next two steps. At first, the person is advised to select an object, 
word or symbol which appeals to him. He is then asked to 
concentrate all his thoughts on the selected object for as long as 
possible, During this period, such concentration should be free, 
as far as possible, from all distractions arising from external 
sources. However, in the beginning, numerous distracting 
thoughts, gratifying, frustrating or innocuous, related to the past, 
present or future, will disturb his concentration and he has to 
make an effort to maintain his concentration for any length of 
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time. By practice and with the help of the therapist, he will need 
less and less effort until such concentration is almost effortless 
and he will feel at one with the object which symbolically 
represents the motivating force within himself. 

Thus, when all the steps of Patanjali have been followed, a 
person will gradually develop control over his physical and 
mental faculties, which he can channel into any field of activity 
he likes without the constant or recurrent threat to his optimum 
functioning capacity from the nature of resultant feedback, 
gratifying or frustrating. 


Results 


During the centuries that followed Patanjali’s writings, many 
workers have modified his technique to suit the needs of the 
people for whom they were used. Some emphasized the social 
guidelines, others have emphasized the postural and breathing 
exercises, still other have emphasized the control over the 
thought processes as the most important aspects of Patanjali’s 
writings. Patanjali’s concepts are useful even today, at least, in 
the treatment of psychoneurosis and psychosomatic disorders. 
His technique can be modified to suit the requirements of 
different types of psychiatric disorders; the therapy is not 
culture-bound and would be useful in any country. 

At the K. E. M. Hospital, Bombay, we have been developing 
such a technique for nearly ten years and over 700 cases have 
been treated so far. The results are encouraging and compare 
favourably with other therapeutic techniques, such as 
psychotherapies and behaviour therapy. When Yoga therapy 
was compared with a control series, the response to the 
treatment was statistically more satisfactory than what would be 
expected from time, milieu and placebo effect. At present, a 
double-blind control trial is being conducted to compare this 
therapy with the usual treatment for psychoneurosis. Prelimi- 
nary observations show that the therapy is at least as good as 
drugs (anxiolytic and antidepressants) and supportive therapy. 
In this trial, clinical, psychological and social adaptation scales 
are being used for evaluating the results. In bronchial asthma, 
too, the therapy was as effective as corticosteroids. The 
advantage of Yoga treatment is that the patient does not develop 
dependence on drugs or the therapist. 

However, it is a potentially risky procedure in cases of 
schizophrenia or latent schizophrenia, as the gradual with- 
drawal from environmental preoccupation might lead to a 
breakaway from reality and thus contribute to the development 
of schizophrenia. 

Our experience suggests that the therapy based upon 
Patanjali’s concepts and technique can be usefully employed in 
the treatment of psychoneurotic and psychosomatic disorders 
and deserves further study by different workers. 
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Aaryold Committee, 272 
Abortion, 54 
Accident proneness, 1-2 
Accuracy, 569 
Achievement, intelligence and, 259 
Achromatopsia, 498 
Acoustic stimulus, reaction to, 529 
Acromegaly, 415 
| Acute cerebral syndrome, 63 
| Addison's disease, 415 
Adler, Alfred, 249 
Adolescence, 3—4 (See also 
| Pre-adolescence) 
aggression in, 12 
anorexia nervosa in, 25 
cognitive developmentat, 87, 88 
delinquency in, 136, 137 
neurosis in, 325 
rebels in, 459 
stages of, 3 
Adoption, 5-6 
Adrenal cortex, 415 
Adrenocorticotrophic hormone, 534 
Adrenogenital syndrome, 198, 415 
Adult training centres, 94 
Affection, need for, 75 
Affective disorders, 7-10 (See also 
Depression) 
crime and, 111 
psychosurgery for, 441 
twins and, 555 
African family, organization, 125-127 
Ageing, 277 (See also Senility) 
correlates with dementia, 420 
Aggression, 11-13, 460, 565 
development in child, 72, 76 
expression of, 566 
Indian peasant, among, 122 
neural basis of, 12 
redirection of, 12 
theory of, 12 
Agnosia, 14-15, 201, 320 
auditory, 14 
tactile, 14 
visual, 14, 60 
Agoraphobia, 28, 61, 143, 352, 442 
| Agraphia, 31 
Akinetic mutism, 57 


Alarm reaction, 533 
Alcohol, drinking of, 274, 537 
Alcoholic fugue, 18, 19 
Alcoholism, 16-19, 63 
aetiology of, 17 
Bantu attitude towards, 118 
brain damage and, 64 
climate and, 85, 86 
clinical features, 18 
culture and, 17 
definition of, 16 
dietary deficiency in, 18 
head injury in, 57 


hepatic and gastrointestinal effects of, 19 


jealousy and, 265, 266 
management of, 19 
modelling and, 17 
parental, effects on children,,.222 
prevalence, 16 
sleep in, 146 
withdrawal symptoms, 18 
Alexia, 31 
Alzheimer’s disease, 169, 417 
Ambivalence, obsessions and, 346 
Amnesia, 20-21, 237 
anterograde, 20, 58 
hysterical, 21 
infantile, 293 
malingered, 280 
post-traumatic, 56 
retrograde, 20, 58, 293 
transient global, 20 
Amphetamines, 156 
Amygdala, 312, 565 
Analgesics, 360 
Analysis of Variance, 221 
Analytical psychology, 22-24 
Anancasm, 351 
Androgyny, 103 
Anger, 173 
Bantu attitude towards, 118 
physiological effects of, 172 
Animal behaviour and personality, 381 
Animal magnetism, 228 
Animals, superstition in, 544 
Anomia, 30 
Anomie, 213, 214 
Anorexia nervosa, 25-26, 239 
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Anthropology, cultural, 113 
Anxiety, 27-29, 140, 143, 153, 262, 263, 
325, 330,448 
alcoholism and, 17 
asphyxiation, 375 
Bantu attitude towards, 117, 119 
brain damage, following, 61 
climate and, 85, 86 
clinical, 28 
compulsion and, 351 
concentration camp survivors, in, 355 
depression and, 29 
description of, 27 
fear and, 27 
free-floating, 28 
gesture in, 205 
hospital patients, in, 46 
hypochondria and, 233 
measurement of, 29, 443 
muscle tension and, 548 
normal, 28 
old age, in, 326 
pathological, 28 
phobic, 28 
psychosurgery and, 442 
somatic concomitants of, 27 
state and trait, 28, 29 
treatment of, 29 
urbanization and, 560 
Aphasia, 30-32, 64, 65, 158, 320, 398 (See 
also Speech) 
central, 31 
conduction, 31 
dynamic, 30 
executive, 31 
intellectual deficit in, 31 
jargon, 30 
polyglot, 398 
predominantly executive, 30, 31 
predominantly receptive, 30 
receptive, 31 
recovery from, 32 
semantic, 31 
sensory, 30 
temporary induced, 399 
varieties of, 30 
verbal, 30 
Applied psychology, 33-34 
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Apraxia, 35-37, 59, 320 
articulatory, 37 
constructional, 36, 59 
ideational, 35 
ideokinetic, 35 
limb-kinetic, 35 
motor, 66 
trunkal, 37 
varieties of, 36 
walking, of, 37 
Archetypes, 22, 23, 252,428 
Architecture, psychological aspects of, 
38-39, 43 
Arithmetic, 158, 160 
Arousal, 27, 145 
Arteriosclerotic dementia, 418 
Artin psychiatry, 40-42 
Artistic experience, 43-44 
Ascending reticular activation system, 264 
Aschoff's rule, 84 
Asphyxiation anxiety, 375 
Assessment centres for handicapped 
children, 94 
Association by contiguity, 99 
Asthma, 104 
Astrology, 123,545 
Athletes, 525 
Attachment between parent and child, 149 
Attitudes, mass media and, 286 
Attribution theory, 369 
Auditory agnosia, 14 
Auditory feedback, stammering and, 527 
Auditory hallucinations, 400 
Auditory imagery, 243 
Auditory nerve, response of, 456 
Auditory perception, 60 
Authority, 304 
attitude towards, 372 
Autistic children, 45 
Auto-erotism, 72 
Autogene training, 445 
Autoimmunity, 438 
Autokinesis, 368 
Aversion therapy, 
obsessive-compulsive states, in, 353 
phobic states, in, 393 
Ayurveda, 123 


Babcock sentence, 58 
Bantu culture, mental health and, 299 
Basedow’s disease, 415 
Behaviour, 338, 379 
anxiety and, 28 
control of, 369 
coordinated, 130 
crowds, of, 288 
descriptions of, 425 
disorders, 78 
economic, 165-166 
electroencephalography and, 168 
expressive, 202 
general principles of, 372 
groups and, 316 
indecisive, 346 
knowledge of, 184 
latency period of development, in, 74 
mass media and, 286 
meaning of, 184 
mental health and, 300 
modification, 287 
moral, 316-317 


Behaviour continued 
neurochemistry and, 312 
newborn, in, 148 
non-verbal, 373 
organizational, 356-358 
phenomenology and, 185 
physical illness, in, 46-47 
political, 396-397 

Behaviourism, 48-49, 99, 252,421 

Behaviour therapy, 34, 48, 68, 100 

Bennett differential aptitude tests, 261 

Benton’s designs from memory, 58 

Bereavement, 179, 211-212 

Beta-adrenergic blocking agents in anxiety, 

29 

Binet and Stanford scales, 260 

Biofeedback, 100 

Biological clocks, 83 

Biological crises, 112 

Birth injury, 164 

Blindness, 497 

Block design test, 59 

Bodily appearance, preoccupation with, 

232 

Body and soul, 132 

Body build, variations in, 102 

Body image, 50-51 
adolescence, in, 3 
old age, in, 50, 51 

Body rights, 53-54 

Body-self, boundary-dynamics, 50 

Body temperature, 432, 568 

Bradykinesis, 36 

Brain, 
alcohol affecting, 18 
electrochemical events in, 311 
mechanism, 320 
metabolic disorders of, 302 
mind and, 311-313 
organic syndromes, 63-64 
reward areas in, 312 
RNA content of, 294 

Brain damage, 
alcoholism and, 18, 19, 64 
concentration camp survivors, in, 355 
dyscalculia and, 159 
electroencephalography in, 169 
intelligence and, 259 
minimal, 

dyslexia and, 161 
dysphasia in, 164 
perception and, 201 
personality change caused by, 175 
psychological after-effects, 55-57 
psychological tests, 58-60 
rehabilitation, 61-62 
Brain death, 169 
Brain disease, 
aggression and, 12 
aphasia in, 32 
Brain function, 
computer models of, 96-98 
derangement of, 437 
emotion, in, 172 

Brain tumour, 
apraxia in, 35 
cerebral dominance and, 65 
depressive illness and, 9 
rehabilitation and, 61 

Brainwashing, 500 

Break-off phenomena, 521 

Brutality, institutional neurosis and, 255 

Bureaucracy, 357 

Butler Committee, 272 


Calculation, 158 
Cannabis, 156,218, 219 
Cannibalism, 11 
Cardiorespiratory hypochondria, 233 
Cargo cults, 545 
Casework, 517 
Caste system in India, 122 
Catatonic illness, 436 
periodic, 377 
Catonic stupor, Bantu attitude to, 117, 118 
Cells, gonadal and somatic, 296 
Cerebral artery aneurysm, 57 
Cerebral cortex, 167 
Cerebral dominance, 65-66, 320, 321 
dyslexia and, 161 
stammering and, 527 
Cerebral localization, aphasia and, 31 
Cerebral palsy, 164 
Change of life, 295 
Character, 67-70 
obsessive-compulsive states and, 351 
types of, 70 
Charity Organisation Society, 516 
Child, 
activity group therapy with, 215 
aggressive development in, 72, 76 
attachment to parents, 149 
autistic, 45 
cognitive development of, 87 
communication with adults, 149 
deprived, 147, 340 
intelligence and, 258 
perception and, 370 
developmental psychology of, 148 
dreaming in, 24 
emotional disorders of, 78-79 
emotional security, 149 
endocrine disease in, 414 
habit training, 76 
identification by, 75 
imitation in, 149 
instinctin, 253 
intelligence of, 258 
malingering in, 281 
marital breakdown, effects of, 282 
memory in, 75 
mentally handicapped, 94 
morals of, 69, 317 
need for affection, 75 
neurosis in, 325, 331 
parental demands on, 348 
parents alcoholism, effects of, 222 
perceptual abilities, 370 
play of, 149 
relation with parents, 73 
role-playing games, 150 
sensorimotor activity, 87 
separation from mother, 147 
sex and, 71, 74, 76 
socialization, 519, 520 
speech development in, 163 
Child adoption, 5-6 
Child bearing, 295 
Child care, nursing in, 340 
Child delinquency, 136 
Child development, 71-77 
latency period, 74, 76 
Child guidance clinics, 94 
Adlerian, 80 
Britain, in, 81-82 
future of, 82 
history of, 80, 81, 249 
practice in, 82 
Child psychology, Jung and, 24 


Chorea, 202 
compulsive states in, 351 
EEG following, 404 
personality following (See Personality, 
post-choreic) 
schizophrenia and, 402 
Choreopathic families, 402 
Chromosomal abnormalities, 104, 197 
Down’s syndrome, in, 314 
mental retardation and, 471,472 
psychopathic disorders in, 426 
Chronic diffuse cerebral syndrome, 63 
Cinema, behaviour modification and, 287 
Circadian rhythms, 83-84 
accident proneness, of, 2 
effects of, 341 
work and, 569 
Circumscribed cerebral syndromes, 64 
Claustrophobia, 352 
Climate, personality and, 85 
Clinics, household, 303 
Cognitive processes, 89-92, 369 
definition of, 89 
development, 87-88 
methods of study, 90 
sensory deprivation and, 500 
Cognitive psychology, personality and, 382 
Cognitive structures, 148 
Cognitive style, 371 
Colour vision defects, 498 
Coma, electroencephalography in, 169 
Commissurotomy, 320 
Communication, 290 (See also Speech, 
language etc.) 
difficulty in, 205 
non-verbal, 370 
Community, therapeutic, 133, 492, 
550-551 
phobias, in, 393 
Community hospitals, 134 
Community mental care, 93-95, 272 
Complexes, Jung's theory of, 22 
Comprehension, measurement of, 60 
Compulsive disorders, 330 (See also 
Obsessive-compulsive disorder) 
Computers, 90 
models of brain function, 96-98 
Concentration camps, 354, 362 
Concreteness, 92 
Conditional reflexes, 292 
Pavlov’s work, 366, 367, 368 
Conditioning, 48, 99-101 
Confusional states, 
acute, 419 
head injury, after, 55 
Congenital word blindness, 160 
Conscience, 316, 469, 470 
Consciousness, 
alterations of, 63 
clouding of, 56 
brain injury, following, 55 
electroencephalography in, 169 
human, 291 
Constitution, physical (See Human 
constitution) 
Construct, 92 
Contact, personal, 154 
Conversion experience, 464 
Copying mechanisms in anxiety, 28 
Coprolalia, 402 
Cotard’s syndrome, 234 
Counselling, 106-107 
Counterpull, 36 
Couvade, 360 


Craftsmanship, 267 
Crazes, 289 
Creativity, 108-109, 277 
ethnic factors, 452 
Criminality, 110-111, 251 
physique and, 104 
sex incidence, 137 
society and, 138 
Criminal proceedings, patients involved in, 
271 
Criminals, professional, 138 
Crises in life, 112 
Crowd, properties of, 288 
Cryptomnesia, 557, 558 
Culture, 
alcoholism and, 17 
anthropology and, 113 
depression and, 140 
drugs and, 156 
economic behaviour and, 165, 166 
hypochondriacal states and, 232 
immigrants and, 246 
mental health and, 298, 299 
motivation and, 318 
obesity and, 344 
social groups, of, 113 
society and, 
African family organization, 125 
Bantu attitudes to mental health, 115 
Indian peasant mentality, 122 
therapeutic, 550 
Western and Bantu compared, 118 
Cybernetics, 128-130,460 
Cycloidie, 352 


Dancing mania, 289 
Day hospitals, 131-135,303, 420 
critical analysis of, 134 
history of, 132 
types, 133 
Deafness, 498 
noise.causing, 335 
Death, 
brain, 169 
definition of, 54 
response to, 211 (See also Grief) 
retirement and, 475 
Decidophobia, 545 
Dedication, 347 
Delinquency, 136-139, 517 
artin, 40 
handwriting and, 209 
Kibbutzim, in, 303 
leisure and, 274 
manifestations, 137 
physique and, 104 
Delirium, 
African family, in, 12 
Bantu attitude towards, 117, 118 
brain damage, following, 53, 56 
electroencephalography in, 169 
hallucinogens and, 219 
old age, in, 419 
Delirium tremens, 18, 19, 63 
Delusions, schizophrenia, in, 435, 436 
Dementia, 64, 254,485 
arteriosclerotic, 418 
artin, 40 
Bantu attitude to, 117, 118 
biological correlates with ageing, 420 
criminality and, 111 
electroencephalography in, 169 
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Dementia continued 
pseudo-, 419 
senile, 417 
Dementia praecox (See Schizophrenia) 
Dementia scale, 420 
Depersonalization syndrome, 325, 482, 496 
Depression, 140-142, 179, 222, 386, 387, 
434 
aetiology of, 141 
anancastic, 351 
anxiety and, 29 
artin, 40 
Bantu attitude to, 117, 119 
blindness and, 497 
brain damage and, 62 
categories of, 141 
criminality and, 111 
electroencephalography in, 168, 504 
emotions in, 173 
endogenous, 7, 141 
gesture in, 205, 206 
factors, 434 
following excitement, 534 
gesture in, 205 
hydrochondria and, 234 
incidence of, 8 
masked, 143 
neurochemistry of, 312 
neurotic, 141, 326, 329, 330 
obsessive-compulsive disorders and, 351 
old age, in, 326 
psychosurgery in, 441 
psychotic, 140 
reactive, 7 
simulation of, 281 
sleep patterns, 140, 144-146 
suicide in, 11,540 
symptoms, 434 
treatment of, 142, 434 
urbanization and, 560 
Depressive neurosis, 325 
Deprivation, intelligence and, 258 
De-reflection, 279 
Desensitization, 
obsessive-compulsive states, in, 353 
phobic states, in, 387 
components of, 388 
insight and, 390 
results of, 388 
technique, 388 
Deuteranopia, 498 
Development, 275, 276 
Developmental crises, 112 
Developmental psychology, 148-150 
Developmental tasks, 276 
Diabetes insipidus, 415 
Diabetes mellitus, 415 
Dietary deficiency in alcoholism, 18 
Discipline, 137 
Discussion therapy, 445 
Displaced persons, 310 
Diurnal rhythms (See Circadian rhythms) 
Divergent thinking tests, 109 
Divorce, 282 
Doctor, role expectations of, 151 
Doctor-patient relationship, 151-153 
hypnosis and, 230 
spatial factors, 154-155 
Dominant concerns, 276 
Dopamine system, 312 
Double bind situation, 487, 491 
Doubts, 346, 375 
Down's syndrome, 314-315, 471, 472, 473 
incidence of, 314 
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Down's syndrome continued 
mental developmentin, 315 
prevention of, 315 
symptoms of, 315 

Drama, psycho-, 413 

Draw-a-person test, 261,409 

Dreams, 251, 509 
children, in, 24 
origin of, 244 
psychotherapy and, 446, 448 
therapeutic, 556 

Drift hypothesis, 513 

Drives, 460 

Drug dependence, 16, 156-157 

Drug offences, 137 

Drugs, use by students, 537 

Dualism, 311, 438 

Duodenal ulcer, 104 

Dyscalculia, 158-159 

Dyslexia, 158 
prevalence, 160 
sex incidence of, 161 
specific developmental, 160-162 

Dysmnesic states, 56 

Dysphasia, 59 (See also Speech) 
developmental, 30, 163-164 
synonyms for, 163 


Echolalia, 45 
Echopraxia, 36, 436 
Economic behaviour, 165-166 
Economic factors in intelligence, 258 
Education, 538 
African, 126 
mentally handicapped children, of, 
306-307 
moral responsibility in, 469 
nursing, 340 
student breakdown in, 536 
Edward's personal preference scale, 379 
Efficiency, 507 
Effort syndrome, 104 
Ego, 316 
Ego defence, 67 
Ego ideal, 68 
Ego-superego formation in schizophrenia, 
487,489 
Eidetic imagery, 243 
Electrocardiography, 431 
stress and, 534 
Electroencephalography, 167-170, 431 
brain lesions, in, 169 
children, in, 168 
delirium and coma, in, 169 
dysphasia, in, 164 
epilepsy, in, 169 
hyperventilation and, 168 
interpretations, 170 
isolation and, 501 
methodology, 167 
normal, 167 
old age, in, 417 
personality and, 168 
photic stimulation and, 168 
post-choreic, 404 
psychopaths, in, 426 
senility and dementia, in, 169 
sleep, during, 168 
depression, in, 145 
syncope, in, 170 
Electrogastrograms, 432 


Electromagnetic long waves, personality 


and, 87 


Electromyography, 431, 548 
Electronystagmogram, 432 
Electro-retinograms, 432 
Emergent evolution, 467 
Emmert’s law, 243 
Emotion(s), 171-174 


accident proneness and, 2 
basic, 171 
brain damage and, 56 
brain function in, 172 
control of, 347 
crowd behaviour and, 288 
depression, in, 173 
development, 73 
disorders, 
children, in, 78-79 
criminality and, 111 
education of, 173 
gesture and, 206 
hope and, 225 
illness and, 172 
latency period of child development, in, 76 
menopause, at, 296 
mental disturbance and, 173 
pain and, 359 
physiology of, 171, 172, 563 
positive and negative, 172 
psychosis and, 173 
reason and, 173 
Emotional security, 149 
Empty organism, doctrine of, 519 
Encephalitis epidemica, 401 
Encounter groups, 216 
Endocrine disease, psychic disturbances in, 
414 
Endocrine therapy, 416 
Endogenous clock, 83 
Endoreactive dystymia, 7 
Environment, mental health and, 176-179 
Epidemiology of mental disorders, 179-180, 
304, 310 
Epilepsy, 
compulsive states in, 351 
electroencephalography in, 169 
hallucinations in, 400 
treatment of, 320. 
Ergonomics, 34, 341 
Ergotropic system, 563 
Eros, 428 
Erotomania, 437 
Ethics, 67, 137 
operant techniques and, 339 
Ethnic relations, 451-452 
Ethnopsychiatry, 192 
Eugenics, 181-182 
Euthanasia, 53 
Evil eye, 543, 544 
Evolution, 222 
emergent, 467 
Exhibitionism, 502 
Existence, types of, 376 
Existential analysis, 279 
Existentialism, 
medical psychology and, 290-291 
mental health and, 300 
Existential psychology, 183-186, 447 
phenomenological approach to, 184 
Experience, 
integral, 183 
relation of instinct to, 253 
Explicitation, 185 
Expressive movement, 202-203 


Extinction, 51, 380 
Extraversion, 262-264 
psychosurgery and, 442 
Eye blink, 529 
Eye movements, rapid (See Rapid eye 
movements) 
Eye strain, 191 


Facial expression, 373 
Facial patterns, 370 
Fads, 289 
Failure, 224, 347 
poverty and, 408 
Fainting, electroencephalography in, 170 
Family, 
changes in, 559 
extended or polynuclear, 126, 283, 559 
Indian peasant, of, 122 
nuclear, 283 
schizophrenia, in, 436, 486 
social work with, 517 
Family constellation, 250 
Family psychiatry, 187-189 
Fashions, 289 
Fatigue, 190-191, 569 
Fear, 68, 268, 565 
anxiety and, 27 
physiological effects of, 172 
Feedback, 377, 378 
Femaleness, 197 
Feminization, 197 
Fetishism, 199, 503 
Fidgeting, 203 
Field theory, 201 
Figure drawing, technique, 411 
Flooding, 390 
Folie de doute, 352 
Folklore in relation to psychiatry, 192 
Food, 
allergies, 193 
availability, 193 
habits, 193-194 
obesity and, 343 
Forgetting, 269, 293 (See also Memory) 
Form, perception of, 200 
Fortune telling, 545 
Free association, 446 
Frontal lobe lesions, apraxia in, 37 
Frontal lobes, operations on, 440 
Frotteurism, 502 
Frustration, 279 
aggression and, 11, 12 
Fugue, alcoholic, 18, 19 
Fulfilment, 275, 318 
Functional perception movement, 382 


Gall bladder disease, 104 
Gambling, 195-196 
Gastro-intestinal hypochondria, 233 
Gender identity, 197-199 
General adaptation syndrome, 533 
Genetics, 221 
affective disorders and, 8, 9 
Down's syndrome, of, 314 
dyslexia and, 161 
mental retardation and, 471 
obesity and, 343 
psychopathic states and, 425 
schizophrenia, of, 435,491 
stammering, of, 526 


Genetics continued 
twins, of, 554,555 
Genius, 108 


Geriatrics (See under Old age, Senility etc.) 


Gerontosexuality, 503 
Gerstmann’s syndrome, 158 
Gesell schedules, 261 
Gestalt psychology, 200-201 
Gesture, 202-203, 208 
measurement of, 202, 203 
personality and, 205 
Gittinger’s personality assessment system, 
210 
Gliosis, 169 
Globus hystericus, 237 
Goal orientation, 249 
Goals, 
fulfilment of, 224, 275, 277, 318, 348 
Goodenough draw-a-man test, 261, 409 
Grammar, 422 
Grand mal, 169 
Graphology, 208-211 
Gray-Wheelwright-questionnaire, 23 
Grief, 
Bantu attitudes towards, 118 
morbid reaction to, 212, 234 
physiological effects of, 172 
Grief over death, 179, 211-212 
Group, 
activity, 215 
behaviour and, 316 
dynamics, 213, 214 
psychology, 213-215 
psychotherapy, 214, 216 
phobic states, in, 389, 392 
selection, 222 
tests of intelligence, 261 
therapy, 80 
activity, 215 
Growth, 104 
stunted, 147 
Growth hormone, 146, 510 
Guardianship, 271 
Guidance-cooperation, 152 
Guilt, 68, 317 
depressive illness and, 8 
sleep and, 144 


Habit in moral motivation, in, 68 
Habit training, 76 
Hallucinations, 173, 218, 299, 384 
alcoholic, 19, 63 
auditory, 400 
brain damage, following, 56 
polyglot, 398 
schizophrenia, in, 435 
Hallucinogens, 218-220 
Hamilton scale for anxiety, 29, 454 
Handwriting (See Writing) 
Hary-Wolf-Goodell dolorimeter, 360 
Headache, 548 
post-choreic, 402 
Head injury, 56 (See also Brain damage) 
aggression and, 12 
Health care, 180 
poverty and, 408 
Hearing loss, 498 
noise and, 335 
Heat, work and, 468 
Hebephrenia, 435 
Helplessness, 152 
Heredity, 221-223 


Hermaphroditism, 198 
Herstedvester, 429 
Hippies, 551 
Hippocampus, role of, 312 
Holistic-organismic theory, 51 
Holtzman ink blots test, 380 
Homeostasis, 460 
Home treatment, 304 
Homogamy, 283 
Homosexuality, 174, 503 
jealousy and, 265 
Honesty, 69 
Hope, 224-225 
Hopelessness, poverty and, 408 
Hospital(s), 
admission to, 271 
community, 134 
day (See Day hospitals) 
limitations of, 132 
night, 303 
organizational behaviour, 356 
reaction to being admitted to, 46 
special, 272 
Hostels, 93, 462 
Household clinics, 303 
Human constitution, 102-105 
Human factor, 531 
Human figure drawing, 411 
Humour, 226-227 
Huntingdon’s chorea, 64, 169, 181,419 
Hyperactivity, 433 
Hyperkinesis, 401 
Hypertension, 419 
Hyperventilation, electroencephalography 
and, 168 
Hypnoid states, 237 
Hypnosis, 228-230 
technique and applications, 230 
tension, in, 549 
theories, 228, 229 
Hypochondria, 231-235, 325, 330, 352 
affective disease and, 8 
anxiety states and, 362 
general symptoms, 232 
monosymptomatic, 232 
treatment and prognosis, 234 
use of term, 231 
Hypogonadism, 198 
Hypokinesis, 36 
Hypothalamus, 563 
Hypothyroidism, sleep in, 146 
Hysteria, 236-240, 263, 330, 557 
amnesia in, 21 
anorexia nervosa and, 25 
Bantu attitude towards, 117, 119 
chronic degenerative, 239 
conversion, 236 
diagnosis, 237 
interviewing, 239 
dissociative, 236, 238 
hypochondria and, 234 
mass, 289 
prognosis and treatment, 239, 445 
terminology, 236 
Hysterical neurosis, 262, 325 
Hysteroid—obsessional questionnaire, 454 


latrogenic neuroses, 362 
Identification, 75, 519 
Identity, 
adolescence and, 3 
finding, 276 
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Ideology, 241-242, 545 
Illinois psycholinguistic test, 60 
Illness, 151 
behaviour in, 46-47 
emotions and, 172 
neurosis and, 330 
Imagery, 91, 243-244, 383, 546 
eidetic, 292, 365 
Imagination, 22, 71, 557 
Imitation in children, 149 
Immigrants, 559 
host society and, 245, 247 
mental health of, 245 
motivation, 245 
social organization, 245 
Imperception, 15, 51 
Implicit personality theories, 373 
Implosion therapy, 390 
Impotence, 330 
Imprinting, 253 
Incompletion (movement), 36 
Indian peasant, 
family system, 122 
mentality, 122-124 
religion, 123 
Individual, uniqueness of, 381 
Individualized integrating growth therapy, 
430 
Individual psychology (Adler), 249-251 
Industrial compensation, malingering for, 
281 
Industrial psychology, 33 
Industry, 
organizational behaviour in, 358 
skills in, 507 
Infantile amnesia, 293 
Influence, perspective, 396 
Information processing, reaction time, in, 
457 
Information theory, 128-130 
Initial response prevention, 353 
Injury, fear of, 375 
Insight, 200 
Instinct, 252-253 
endocrine disease and, 414 
psychoanalysis, in, 253 
relation to experience, 253 
Instinct transformation, 74 
Institutional neurosis, 254-255 
Insulin therapy, 504 
Integration, neural, 256 
Intellectual abilities, developmental curve 
of, 275 
Intellectual changes following brain dam- 
age, 61 
Intelligence, 257-259 
achievement and, 259, 373 
concepts of, 306 
crystallized, 259 
definition of, 257 
deterioration of, 259 
determination of, 258 
dyslexia and, 160 
ethnic factors, 452 
factorial studies, 257 
fluid, 259 
group tests of, 261 
language function and, 164 
mental handicap and, 306 
post-choreic, 403 
psychosurgery and, 442 
Intelligence quotients, 257, 260, 261,471 
Intelligence tests, 59, 257, 260-261 
mental handicap and, 306 
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Intentions, 369 
Interactions, 467 
individuals, between, 213 
man and wife, between, 284 
psychoneural, 311 
Interneurones, 256 
Introspection, 184 
Introversion-extraversion, 262-264 
Involutional melancholia, 7, 8, 234, 295 
Isolation tolerance, 501 
Isomorphism, 200 
Ixoidie, 352 


Jargon-aphasia, 30 
Jasper’s psychopathology, 383 
Jealousy syndrome, 265-266, 437 
delusions of, 361 
Jellinek formula, 17 
Jews, immigration to Israel, 246 
Judgement, 88, 91,372 
accuracy of, 373 
information used, 373 
Julesz dot patterns, 243 
Jung, 
analytical psychology, 22 
personality types, 262 
symbolism, on, 546 
word association test, 409, 411 
Justice and injustice, 469 


Kataphasia, 493 

Katapraxia, 36 

Kibbutz, 247, 303 

Kinaesthesia, 219, 267 

Kinesics, 466 

Kinship, African attitude, 125 

Klinefelter’s syndrome, 471, 472 

Knocking on wood, 543 

Knowledge, 369, 376 
performance and, 569 
sociology of, 241 

Kohs block design, 261 

Korsakoff psychosis, 57, 63, 417, 419 
memory in, 20, 292, 293, 312 

Kraepelin’s disease, 177 


LSD, 218, 219, 537 
Lactotrophic hormones, increased secretion 
of, 415 
Language, 367, 398, 421, 523 
acquisition of, 422 
classification, 398 
disorders, 32, 45 
intelligence and, 164 
mentally handicapped and, 307 
tests of, 59 
Laughter, 226 
Learning, 64, 89, 538 
complexity of, 268 
compulsive behaviour and, 350 
definition of, 268, 269 
hypnosis and, 229 
intention, 269 
protein metabolism and, 509 
psychology of, 34 
sleep and, 509 
social, 519, 550, 551 
sport, in, 524 


Learning continued 
tests of, 58 
theory, 148, 268-269 
Left-handedness, 65, 222 
Legal aspects of mental illness, 270-272 
Leisure, 273-274 
Leonhard’s syndrome, 158 
Leucotomy, 
anxiety, in, 29 
depression, in, 142 
hypochondria, in, 235 
stereotactic limbic, 443 
techniques, 440 
Lewinson-Zubin scales, 209 
Libido, 71 
infantile development, 71 
Life, 
basic themes of, 277 
‘change of’, 295 
culmination of, 275 
meaning of, 279 
neurosis and, 330 
problems of, 250 
Life crises, accident proneness and, 2 
Life plan of Adler, 250 
Lifespan, neurosis and, 325 
psychology of, 275-278 
Life, style of, 428 
Lindegaard’s somatotyping, 103 
Linguistics, 421-423 
Liver, alcoholism, in, 19 
Logotherapy, 279, 391 
Love, 
being in, 73 
conditional, 449 
excessive craving for, 238 
maternal, 449 
role in psychotherapy, 449-450 
Lunacy Act 1890, 270 


Magic, 545 
Male hypogonadism, 198 
Maleness, 197 
Malingering, 280-281 
Man, concept of, 290 
Man-building interactions, 38 
Man-machine interactions, 34 
Mania, 
Bantu attitude to, 117, 118 
simulation of, 281 
Manic-depressive illness, 7, 491 (See also 
Mania and Depression) 
crime and, 111 
gesture in, 205 
obsessive-compulsive disorders and, 351 
old age, in, 419 
periodicity in, 377 
physical type and, 102 
residual deficit states in, 8 
sleep in, 144 
social class and, 513 
students, in, 536 
Marijuana (See Cannabis) 
Marital breakdown, 282-285 
consequences, 282 
developmental cycle, 284 
mental illness and, 284 
object relations theory, 284 
psychological factors, 283 
reconciliation, 285 
sexual problems in, 284 
social reasons, 282 


Marriage, 
African family and, 125 
anorexia nervosa and, 26 
breakdown (See Marital breakdown) 
nature of, 283 
neurosis and, 329 
Masculine protest, 250 
Masculinization, 198 
Masochism, 502 
Mass contagion, 289 
Mass hysteria, 289 
Mass media, 286-287 
Mass psychology, 288-289 
Masturbation, 72, 75, 77, 503 
Maternal care, 302 . 
Maternal deprivation, 340 
Mathematical prodigies, 294 
Mathematics, 158 
Maturation, 88 
dyslexia and, 162 
Medical malpractice, 53 
Medicine men, 113, 556 
Melancholia, 7, 8, 144, 266 
Memory and memories, 292-294 
child development and, 75 
defect, 20-21 
alchoholism, in, 18 . 
brain damage, following, 55, 56 
malingering, in, 280 
Down’s syndrome, in, 315 
echoic, 292 
forgotten, 557, 558 
iconic, 292 
Korsakoff’s syndrome, in, 292, 293, 312 
law of regression, 293 
long-term, 293 
mania, in, 434 
physical basis of, 294 
process of, 89 
prodigies, 294 
short-term, 269, 292 
performance and, 569 
sleep and, 509 
spatial, 66 
study of, 321 
tests of, 58 
Menopause, 295-297, 416 
Menstrual cycle, 377, 416 
Mental age, 259, 260 
Mental development in Down’s syndrome, 
315 
Mental disturbance, emotion and, 173 
Mental excitement, 534 
Mental fatigue, 191 
Mental health, 
adjustment to cultural norms, as, 298 
adoption and, 5 
athletes, of, 525 
Bantu attitudes towards, 115 
biological entity, as, 298 
definitions of, 298-300 
environment and, 176-179 
quantitative definition, 300 Í 
subjective state, as, 298 
urbanization and, 559-560 
Mental Health Act 1959, 93, 270, 561 
definition of psychopath in, 425 
Mental hygiene, 302-305 
leisure and, 274 
Mental illness, 
Bantu attitude, 116, 118 
electroencephalography in, 168 
endocrine disturbances in, 416 
epidemiology of, 179-180 


Mental illness continued 
incidence of, 179, 514 
legal aspects, 270-272 
marital breakdown and, 284 
old age, of 418 
physical basis of, 176 
physique and, 104 
prevention of, 180 
rehabilitation in, 462-463 
social class and, 512-514 
treatment of, 
Bantu attitude towards, 119 
day hospitals, in, 131 
social class and, 514 (See also 
Psychotherapy etc.) 
vagrants, among, 561 
Mentally handicapped, work for, 570 
Mentally handicapped children, 94 
education of, 306-307 
Mental retardation, 471-473 
Mental subnormality, crime and, 110 
Mental Treatment Act 1930, 270 
Mental Welfare Commission, 272 
Mesmerism, 228, 237,445, 557 
Metropolitan Houseless Poor Act 1864, 
561 
Meyer-Briggs type indicator, 23 
Microcephaly, 472 d 
Midtown Manhattan mental health research 
study, 513, 559, 560 
Migration, 308-310 
Mind and brain, 311-313 
Minorities, 451, 452 
Miracles, 545 
Modified word learning test, 420 
Mongolism (See Down’s syndrome) 
Monism, 311 
Monotony, 569 
Mood, 433, 434 
Moral behaviour, 316-317 
Moral development, 69 
Moral insanity, 424 
Moral philosophy, 67 
Moral responsibility, 469-470 
Moral sentiments, 68 
Moray House verbal reasoning tests, 261 
Morita therapy, 391 
Mother, separation of child from, 147 
Mother-child relationship, 73, 147, 250, 
302,467 
African family, in, 126 . 
schizophrenia, in, 491 
Motility, errors in, 36 
Motion, perception of, 200 
Motivation, personality and, 318-319 
Motor asymboly, 35 
Motor perseveration, 36 
Motor skills, 508 
tests of, 59 
Motor tests, post-choreic, 404 
Movement, disorders of, 202 
expressive (See under Gesture) 
perception of, 200 
Munchausen syndrome, 281 
Murder, 110 
Muscle blood flow, anxiety and, 27 
Muscle relaxation, 573 
Muscle tension, 548 
measurement of, 204 
pain and, 360 
Mutism, 280 
schizophrenia, in, 482 
Myxoedema, 254 
Mysticism, 464 


Necrophilia, 503 
Needs, 379 
Nemesism, 68 
Nerve endings, 359, 360 
Neural integration, 256 
Neurasthenia, 330 
Neuroanatomy, functional, 312 
Neurochemistry, behaviour and, 312 
Neuromuscular fatigue, 190 
Neuropsychology, 320-321 
Neuroses, 251, 263, 322-331, 332 
adolescent, 325 
adulthood, 326 
anxiety, 325, 330 (See also under Anxiety) 
cause of, 264 
childhood, 325 
follow-up of, 331 
course of, 330 
definitions, 324 
depressive, 325, 330 (See also under 
Depression) 
environment and, 176, 178 
experimental, 322 
general survey of, 324 
hallucinogens and, 219 
hypochondriacal, 233, 325, 330 (See also 
under Hypochondria) 
hysterical, 262, 325, 330 (See also under 
Hysteria) 
iatrogenic, 362 
induction of, 322 
influence of life epochs and tasks, 330 
institutional, 254-255 
late life, in, 326 
life cycle and, 325 
long-term, 328 
marriage and, 329 
middle life, in, 326 
obsessional (See under Obsessions) 
obsessive-compulsive (See 
Obsessive-compulsive disorder) 
phobic, 325, 330 (See also under Phobias) 
post-choreic personality and, 403 
psychosurgery for, 441 
social prognosis, 329 
social therapy, 323 
sub-clinical, 177 
suicide in, 330 
symptoms and classification, 324 
transferance therapy, 323 
transition into physical illness, 330 
treatment, 331 
Neuroticism, 263, 332-333, 442,443 
measurement of, 332 
Newborn, behaviour in, 148 
Newspapers, 286 
Night hospitals, 303 
Noise, 
man and, 334-336 
maximum permissible levels, 334 
performance and, 335, 568 
reaction to, 529 
Noradrenaline, 
aggression and, 12 
system, 312 
Northfield experiment, 550 
Numerology, 545 
Numinous experience, 464 
Nurses and nursing, 
attitudes of, 341 
characteristics, 341 
child care and, 340 
education, 340 
patient anxiety and, 47 
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Nurses and nursing continued 
psychiatric, 338 
psychological aspects of, 337-342 
research in, 342 
treatment management role in, 339 


Obesity, 342-344 
Objective relations theory, 428 
Object love, 72 
Object relationship, 75 
Object relations technique, 411 
Object relations theory of marriage 
breakdown, 284 
Obsessions, 345-349 
hypochondria and, 233 
productivity and, 346, 347 
Obsessive-compulsive states, 325, 346, 
350-353, 386 
causes, 350 
control of, 347 
definitions, 350 
developmental factors, 348 
dynamics of, 347 
epidemiology, 352 
phenomenology, 352 
physique and, 352 
psychosurgery for, 442 
superstition and, 543 
treatment, 353 
Occupational psychology, 341 
Oedipus complex, 73,75, 184, 238, 469, 
557 
gambling and, 195 
Old age (See also Senility, Ageing etc.) 
acquisition of skills in, 508 
anxiety in, 326 
depression in, 326 
neurosis in, 326 
phobic states in, 326 
psychological tests in, 419 
psychology of, 417-420 
suicide in, 541 
work in, 571 
Othello’s syndrome, 19, 362, 437 
Overinclusion, 92 


Pain, 232, 359-360 
Palipraxia, 36 
Pancreatic islets, 415 
Panenhenic experience, 464 
Panhypopituitarism, 415 
Paradoxical intention (logotherapy), 391 
Parakinesis, 36 
Paralanguage, 398 
Paralogism, 482 
Paranoia, 352, 361-362, 373, 437 
deafness, in, 499 
hallucinations in, 400 
schizophrenia, in, 435,496 
Paranoia zelitypica, 265, 266 
Paranoid psychosis, hypochondria and, 234 
Parathyroid gland disease, 415 
Parental care, deprivation of, 147 
Parents, 
demands on child, 348 
gender identity and, 198 
mentally handicapped child, of, 307 
Parkinsonism, 64, 202, 254 
Parnell’s somatotyping, 103 
Pathography, 364-365 
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Patients, 
involved in criminal proceedings, 271 
relationship with doctor (See 
Doctor-patient relationship) 
relation with therapist, 449, 552 
Pattern recognition, 129 
Pavlov, 48, 99 
memory studies, 292 
philosophy of, 367 
psychology of, 366-368 
Peak experiences, 275 
Penelope syndrome (katapraxia), 36 
Peptic ulcer, 19, 173,439 
Perception, 64, 382 
accuracy of, 373 
architecture and, 38 
brain damage, following, 61 
deprivation, 500 
differences in, 370 
disorder of, 15, 60 
form and movement, of, 200 
interpersonal, 372-374 
origins of, 375-376 
personality and, 369-371 
phenomena, of, 185 
schizophrenia, in, 482 


‘small’, 556 
sport, in, 524 
tests of, 60 


Perceptual organization, Gestalt laws of, 369 
Performance, 384 
fatigue and, 190 
noise affecting, 335 
physical factors, 568 
speed and pacing, 569 
timing of, 191 
Periodicity, 377-378 (See also Circadian 
rhythms) 
Permissiveness, doctor, by, 152 
Personal construct theory, 382 
Personal contact, 154 
Personality, 131 
accident proneness and, 2 
adolescence, during, 3 
animal behaviour and, 381 
blindness and, 497 
brain damage and, 61, 62, 63, 175 
climate and, 85 
cognitive psychology and, 382 
cognitive theory of, 380 
creativity and, 108 
depth psychology, 380 
drug dependence and, 156, 157 
electroencephalography and, 168 
encephalopathic, 175 
general principles of, 372 
gesture and, 205 
hypochondria and, 233 
institutional neurosis, in, 254 
introversion and extraversion, 262 
judgements about, 372 
measurement of, 263 
motivation and, 318-319, 380 
multiple, 237 
normal, 379 
patterns, 369 
perception and, 369-371 
physique and, 103, 380, 438 
post-choreic, 401-406 
character and temperament, 402 
heredity and, 402 
hyperkinesis in, 401 
neurasthenic and psychasthenic 
symptoms, 402 


Personality continued 
neurosis and, 403 
pathology of, 401 
psychopathic, 111 
S-R theory, 380 
schizophrenia, in, 482, 485 
schizothymic, 351 
sport and, 525 
theories of, 379-382 
type and function, 263 
Personality types, 263 
Petren’s gait, 37 
Phantom limb, 50 
Phenomenology, 383-384 
application of, 383 
definition of, 383 
history of, 383 
obsessive-compulsive illness, of, 352 
Phenylketonuria, 181, 302, 472,473 
Philosophy, 367 
Phi-phenomena, 200 
Phobic neurosis, 325 
Phobic states, 28, 326, 330 
assessment of patient, 386 
clinical features of, 386 
compulsions and, 347 
hypochondria and, 233 
implosion therapy (flooding), 390 
old age, in, 326 
paradoxical intention therapy, 391 
spontaneous improvement, 389 
trauma, following, 387 
treatment, 279, 386-395 
aversion therapy, 393 
desensitization, 387 
drugs, with, 392 
general measures, 393 
psychoanalysis, 392 
psychotherapy, 391 
relaxation techniques, 393 
Photic stimulation, electroencephalography 
and, 168 
Physical health, 273 
Physical illness, 151 
behaviour in, 46—47 
emotions and, 172 
neurosis and, 330 
Physically handicapped, work for, 570 
Physiognomy, 102 
Physiology, 431-432 
Physique, 
mental illness and, 104 
personality and, 103, 438 
Piaget, Jean, 87, 148, 258, 317,340 
Pick’s disease, 63, 64, 169 
Pineal gland, 83 
Play, 
children, in, 149 
mentally handicapped child, of, 306 
Polarization, 214 
Political authoritarianism, 304 
Political behaviour, 396-397 
Political protest, 567 
Polyglot aphasia and hallucinations, 398 
Polygraphs, 431 
Porteus mazes, 261 
Potassium excretion, 84 
Poverty, 407-408 
Pre-adolescence, 77 
Predation, 11 
Prepotent idea, 361 
Prevention of mental illness, 180 
Primitive object relationships in treatment of 
schizophrenia, 489 


Primitivizing agents, 218 
Problems, 

dealing with, 87,226 
Productivity, obsessions and, 346, 347 
Projection, 373 
Projective techniques, 409-412 
Protanomaly, 498 
Protein metabolism, 509 
Pseudo-dementia, 419 
Psychaesthenia, 351, 352 
Psychedelics, 218 
Psychiatric epidemiology, 304, 310 
Psychiatric hospitals (See under Hospitals) 
Psychiatric nursing, 338 
Psychiatric prophylaxis, 302 


Psychiatry, 
existential, 447 
family, 187-189 


folklore in relation to, 192 
preventive, 304 
social, 304 
Psychic life, regulatory processes in, 
460-461 
Psychoanalysis, 131,445, 469 
hypnosis and, 229 
origin of, 445 
phobic states, in, 392 
projective techniques and, 409 
Psychodrama, 413 
Psychoendocrinology, 414-416 
Psychogeriatrics, 417-420 
Psycholinguistics, 421-423, 523 
Psychological tests, 33 (See also under 
specific tests) 
old age, in, 419 
Psychological types, 23 
Jung’s theory of, 22 
Psychology, 
developmental, 148-150 
existential, 183-186 
phenomenological approach, 184 
Gestalt, 200-201 
individual, 249-251 
mass, 288 
occupational, 341 
Psychoneural interaction, 311 
Psychopathic disorders, 424-430 
autonomic responses in, 426 
causes of, 425 
corrective treatment, 429 
definitions, 424, 427 
description and classification, 427 
EEG in, 426 
environment and, 177 
personality, 111 
psychodynamic theories of, 428 
Psychopathology, 23 
Psychophysiology, 431-432 
Psychoses, 433-437 
Bantu attitude towards, 117 
classification, 9, 493 
crime and, 110 
emotions and, 173 
environment and, 177, 178 
functional, 433 
hallucinogens and, 219 
obsessive-compulsive states and, 351 
organic, 437 
physique and, 104 
recovery, 8 
schizophreniform, 495 
simulation of, 280, 281 
social class and, 513 
treatment, 434 


Psychosomatic illness, 173 
physique and, 104 
urbanization and, 559 

Psychosomatic medicine, 438-439 

Psychosurgery, 440-444 
clinical methodology, 440 
results, 441,443 
selection of patients, 441 
techniques, 440 

Psychotherapy, 23, 445-448 
anxiety, in, 29 
counselling and, 106 
endocrine disease, in, 416 
existential, 447, 552 
explorative, 152 
family, 188 
Freudian, 445 
group, 214, 216 
group analytical, 216 
methods, 445 
non-Freudian, 446 
phobic states, in, 391 
role of love in, 449-450 
transference in, 552-553 
vector, 188 

Psychotropic drugs, effects of, 206 

Puberty, 3,71, 77,416 
precocious, 415 

Punishment, 138, 201, 317 
fear of, 74 

Pupillography, 432 


Querulantenwahn, 361 


Race relations, 451-452 
Race riots, 567 
Rage, 563 
Rapid eye movements, 144, 146, 378, 509 
Rating scales, 454-455 
Raven progressive matrices, 261, 420 
Reaction time, 456-458 
Reading defects, 31, 160 
Reality, 299 
Reason, 
emotion and, 173 
speech and, 523 
Rebels, 459 
Reciprocal inhibition, 388 
Reckoning, 158 
Reflex activity, 256 
Regulatory processes in psychic life, 460 
Rehabilitation, 462-463 
Rehabilitation centres, 94 
Reinforcement, 339, 380 
conditioning, in, 100 
learning and, 268 
Relationships, 467 
Relaxation, 573 
training, 549 
Religion, 
Indian peasant, of, 123 
Religious conversion, 289, 547 
Religious experience, 464 
hallucinogens and, 219 
Repression, 75 
Research needs in medical psychology, 
465-468 
Research workers, 467 
Respiration, 432 


Responses, respondent, 100 

time of 456 
Restlessness, 203 
Retardation, 471-473 
Reticular formation, 312, 501, 563 
Retirement, 474-475 
Reward areas in brain, 312 
Reward learning, alcoholism and, 17 
Rewards, 201, 317 
Rewards in conditioning, 100 
Rey-Davis test, 59 
Ribonucleic acid content of brain, 294 
Ribot’s law, 20, 293, 399 
Right-handedness, 65, 222 
Risk profiles, 79 
Risk-taking, 476-477 
Ritual, 543 
Role-playing in children, 150 
Roles within organization, 357 
Rorschach test, 478-479 

findings, 480-481 

post-choreic, 403 


Sadism, 502 
Sadness, 143 
physiological effects of, 172 
Salutiferous society, 189 
Samaritans, 541 
Schizo-affective states, 436 
Schizokinesis, 368 
Schizophasia, 493 
Schizophrenia, 254, 373, 435-436 
artin, 40 
Bantu attitude towards, 118 
brain changes in, 492 
catatonic, 436 
childhood factors, 484 
chorea and, 402 
classification, 491 
clinical varieties, 435 
cognitive processes in, 92 
concept of, 9 
confusional, 493 
course, 484 
crime and, 110 
double bind situation, 487, 491 
epidemiology of, 179 
eugenics and, 181 
failure and, 224 
family and, 187, 436, 486 
hallucinations in, 400 
hypochondria and, 234 
hysteria and, 237 
incidence of, 8, 491 
jealousy and, 266 
life in, 277 
migration and, 309 
morbidity, 329 
muscle tension in, 548 
onset of, 485 
paranoia in, 361 
personality disturbance in, 482 
phobias and, 387 
physical type and, 102 
physique and, 102, 104 
premorbid personality, 485 
prognosis, 436, 493 
pseudo-neurotic, 436 
psychosurgery in, 441,442 
rehabilitation, 462 
research in, 486 
Rorschach test in, 479, 480 
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Schizophrenia continued 

sleep in, 146 

social class and, 512, 513 

social factors, 492 

students among, 536 

suicide in, 540 

survey of, 491 

symptoms, 482, 496 

treatment, 436, 485 

insulin, with, 505 
primitive object relationships in, 489 

twins, in, 555 

urbanization and, 560 

vagrants, among, 561 

yoga therapy, 573 
Schizophrenic states, 495-496 
Schizophreniform psychoses, 495 
Schizothymic personality, 351 
Schizothymic temperament, 103 
Scholastic attainment tests, 60 
School child, 76 
Science, interaction between parts, 128 
Scientific materialism, 311 
Scoptophilia, 502 
Self, 291 

concept of, 410 
Self-awareness, 466 
Self-determination, 275 
Self-esteem, 460 

loss of, 474 
Senile changes, 

body image, in, 50, 51 

clouded unconsciousness and, 55 
Senile dementia, 417 
Senility, electroencephalography in, 169 
Sensations, 375 
Sensory defects, 497-499 
Sensory deprivation, 500-501 
Sentiments, 68 
Serotonin system, 312 
Sex, 

child and, 71, 74,76 

psychoanalytical theory of, 71 
Sex hormones, 415 

aggression and, 13 
Sexual activity, reduced, 140 
Sexual desire, 174 
Sexual deviations, 502-503 
Sexual hypochondria, 233 
Sexual instinct, 503 
Sexual problems, 250 

marital breakdown, in, 284 
Sexual stimulation, pain and, 359 
Shadowing, 527 
Shamans, 113, 556 
Sharpeners, 371 
Sheehan syndrome, 415 
Sheldon’s somatotyping, 103 
Sheltered workshops, 303, 462 
Shock phase hypothesis, 377 
Shock therapy, 504-506 
Short-circuit reaction, 36 
Skill(s), 507-508 

acquisition of, 508, 520 

analysis of, 293 

fatigue, 191 

study, 539 
Skin, electrical energy of, 432 
Skull in Down's syndrome, 315 
Sleep, 509-510 

D-stage, 145 

disorders of, depression, in, 140, 144-146 

electroencephalography in, 168 

growth hormone release in, 146 
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Sleep continued 
hypnosis and, 229 
orthodox, 509, 510 
paradoxical, 145, 509 
rhythm of, 83 
slow wave (delta), 145 
space travel, during, 521 

Smell, delusions of, 232 

Smiling, 226 

Social changes, 

Africa, in, 127 
effects of, 276 
India, in, 123 


Social class, mental illness and, 512-514 


Social crises, 112 
Social development in mentally 
handicapped child, 307 

Social factors, 

food, of, 193 

hypochondriacal states and, 232 

intelligence, in, 258 

migration, in, 308 

neurosis, in, 329 

work, in, 570 
Social groups, culture of, 113 
Social interest, 250 
Social isolation, suicide and, 541 
Social learning, 519, 550, 551 
Social norms, defiance of, 459 
Social organization, concepts of, 356 
Social process, delinquency as, 138 
Social psychiatry, 176, 304 
Social psychology, sports and, 525 
Social psychotherapy centres, 133 
Social roles, 213 
Social skills, 507 


Social systems, economic behaviour in, 165, 


» 166 
Social therapy of neurosis, 323 
Social work and workers, 94, 304, 465, 
516-518 
definitions, 517 
history of, 516 
mental health, in, 93 
psychiatric, 517 
Socialization, 519-520 
Society, 
change in, 532 
crime in, 138 
culture and, 
African family organization, 125 
Bantu attitudes, 115 
Indian peasant mentality, 122 
health promoting, 189 
menopause and, 297 
salutiferous, 189 
stress in, 532 
Sodomy, 502 
Soft neurological signs, 161 
Somatotypes, 103, 438 
Somnambulism, 228, 229, 237 
Soul, 311 
Soul and body, 132 
Sound, 334 
Space travel, 521-522 


Spatial disorientation in space travel, 521 


Spatial insularity, 15 
Special hospitals, 272 
Speech (See also Dysphasia) 
defect of, 30, 45, 65 
development of, 163 
mania, in, 434 
noise and, 335 
production of, 421 


Speech continued 
reason and, 523 
tests of, 59 
Speech-thought relation, 421 
Split-brain technique, 320 
Sport, 273, 524 
Stammering, 526-528 
reflex, 527 
Startle pattern, 529-530 
Starvation, 355 
Sterilization, 181 
Stimulus and response, 48, 99, 268 
compatability, 457 
Strength, 568 
Stress, 531-535 
accident proneness and, 2 
adoption, in, 5 
anxiety in, 28 
definition of, 531 
depression and, 141 
effects of, 439, 533 
emotional stimuli and, 534 
general adaptation syndrome, 533 
harmful nature of, 531 
migration and, 308 
psychological, 532 
psychophysiological aspects, 531 
revealed in art, 41 
social class and, 514 
society, in, 532 
sport and, 525 
Strokes, 57,418 
rehabilitation, 61 
Students, 
breakdowns, 536-537 
unrest among, 137 
Study, 538-539 
Stunted growth, maternal rejection and, 
147 
Stuttering, 526-528 
Style of life, 250, 428 
Subdelirium following brain damage, 
53,56 
Sucking behaviour, 149 
Suffering, 46 
Suggestion, 229 
Suicide, 137, 505, 540-542 
affective illness, in, 8 
aggression and, 11, 12 
alcoholics, in, 19 
anorexia nervosa, in, 25 
attempted, 540 
climatic factors, 87 
depression, in, 11, 140 
factors, 541, -<=~ 
national rates of, 362 
neurosis, in, 330 
old age, in, 541 
prevention of, 540- L 
rates,362, 541 `` PRA 
schizophrenia, in-485,.540 _ ~~~ 
sex incidence of, 12 i 
social isolation‘and, 541, 
Suicide Act 1961; 541 
Summer heat, personality and, 85 
Superego, 316 
Superstition, 543 
Symbolism, 546-547 
Synaesthesia, 219 
Synaptic transmission, 256 
Syncope, electroencephalography in, 
170 
Synectics, 109 
Syntonic anancasm, 351 


Tactile agnosia, 14 

Tarantism, 289 

Tearfulness, 434 

Television viewing, 273, 274 

Temperature, 432, 568 
regulation of, 460 


Temporal lobe disorder, gender identity and, 


198 
Temporal lobe epilepsy, 400 
Tension, 548-549 
groups, in, 213 
Terman-Merrill test, 257 
Testicular feminization syndrome, 197 
Thanatos, 428 


Thematic apperception test, 379, 409, 410 
Therapeutic community, 133,492, 550-551 


Thinking, 91 
creative, 108, 109 
divergent tests, 109 
mania, in, 433 
schizophrenia, in, 482, 487 
types of, 91 


Thurstone primary mental abilities test, 261 
Thyroid gland, increased function of, 415 


Tissue component analysis, 103 
Tobacco smoking, 274 
Token economy schemes, 339 
Tonic perseveration, 36 
Tractotomy, bifrontal stereotactic, 441 
Transactional modes, 487 
Transducers, 431 
Transference, 410, 446, 449, 552-553 
Transference therapy, 323 
Transient global amnesia, 20 
Transmission of irrationality, 486 
Transplantation, 53 
Transsexualism, 198, 503 
Transvestites, 199 
Trianopia, 498 
Trophotropic systems, 563 
Trunkal apraxia, 37 
Tuberculosis, 104 
Turner's syndrome, 104, 197 
Twins, 554-555 
psychological development of, 554 
schizophrenia in, 555 
stammering and, 526, 527 
studies with, 221 
Typology, 69 


Unconscious, 556-558 
Underwood Report 1955, 81 
Universe, man’s place in, 290 


Urbanization, mental health and, 559-560 


Urban-suburban migration, 309 


Vagrants, 561-562 


Vegetative nervous system, psychiatry and, 


563-565 
Venables activity-withdrawal scale, 206 
Verbal aphasia, 30 
Verbal learning, 58 
Vineland scale, 472 
Violence, 566-567 

race and, 452 
Vision, 

dichotomy of, 14 

theories of, 129 
Visual agnosia, 14, 60 
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Wakefulness, 

depression, in, 145 

rhythm of, 83 
Waking fantasy, 382 
Walking, apraxia of, 37 
Wechsler adult intelligence scale, 59, 210, 

257, 259, 261, 420, 472 

Wechsler’s memory scale, 58 
Weight loss during space travel, 521 
Wernicke’s encephalopathy, 18, 19 
Will, 556 
Witchcraft, 118, 119, 121 
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Word association sentences, 411 
Word association test, 409, 411, 557 
Word blindness, congenital, 160 
‘Word-deafness’, 30 
Work, 568-571 

intellectual factors, 569 

motivation, 570 

physical factors, 568 

social factors, 570 
Workshops, sheltered, 303, 462 
Writing, 208-211 

defects, 31 
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difficulties in, 160, 161 
elements of, 209 


Yoga, 572-573 


Zeitgeber(n), 83 
Zones of personal contact, 155 
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